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Among  the  adjuncts  to  the  physician’s  skill 

Darvon®  Compound- 65 

Each  Pulvule®  contains  65  mg.  propoxyphene  hydrochloride, 
227  mg.  aspirin,  162  mg.  phenacetin,  and  32.4  mg.  caffeine. 


Additional  information  available  to  the  medical  profession  upon  request. 
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whatever  their  color, 
shape,  or  size... 

Benadryr 

(diphenhydraminehydrochloride) 

PARKE-DAVIS 

for  control  of 
allergic  symptoms 


Whether  the  allergen  is  greenish  or  garish,  unseen  or 
unknown,  your  patient  can  get  symptomatic  relief  with 
BENADRYL- the  potent  antihistamine  with  antispas- 
modic  action.  INDICATIONS:  Antihistaminic,  anti- 
spasmodic,  antitussive,  and  antiemetic  therapy. 
PRECAUTIONS:  Persons  who  have  become  drowsy 
on  this  or  other  antihistamine-containing  drugs,  or 
whose  tolerance  is  not  known,  should  not  drive 
vehicles  or  engage  in  other  activities  requiring  keen 
response  while  using  this  product.  Hypnotics,  sed- 
atives, or  tranquilizers  if  used  with  diphenhydramine 
hydrochloride  should  be  prescribed  with  caution 
because  of  possible  additive  effect.  Diphenhydramine 


has  an  atropine-like  action  which  should  be  con- 
sidered when  prescribing  diphenhydramine  hydro- 
chloride. ADVERSE  REACTIONS:  Side  effects  are 
generally  mild  and  may  affect  the  nervous,  gastro- 
intestinal, and  cardiovascular  systems.  Drowsiness, 
dizziness,  dryness  of  the  mouth,  nausea,  nervousness, 
palpitation,  blurring  of  vision,  vertigo,  headache, 
muscular  aching,  thickening  of  bronchial  secretions, 
restlessness,  and  insomnia  have  been  reported. 
Allergic  reactions  may  occur. 

BENADRYL  is  available  in  Kapseals®  of  50  mg.  and 
Capsules  of  25  mg.  ooss? 


The  pink  capsule  with  the  white  band  is  a trademark 
of  Parke,  Davis  & Company. 


FARKEoDAVIS 


HYNSON,  WESTCOTT  & DUNNING,  INC 
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OMSULPHALEIN® 
IN  A COMPLETE, 
STERILE, 
DISPOSABLE, 

& ECONOMICAL 
PATIENT-UNIT. 


BSP,  one  of  the  more  valuable  single 
laboratory  procedures  for  determining 
hepatic  function,  is  now  packaged  in  a 
complete  individual  patient-unit. 

Each  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  5 mg./ kg.  BSP 
dosage  schedule  imprinted  on  the  barrel, 
a sterile  needle,  alcohol  swab  and  a 7.5  ml. 
or  10  ml.  size  ampule  of  terminally 
sterilized  Bromsulphalein  solution. 

This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
saves  time  and  labor—  the  most 
costly  commodities. 


BSP®  DISPOSABLE  UNIT 

HW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 


Don’t  let  monilia 

cut  broad-spectrum  therapy  short... 


^ start  with 

Tetrex-F 

tetracycline  phosphate 
complex-nystatin 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract... 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  helps  you  circumvent  this  problem. 

The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complex  delivers  tet- 
racycline to  the  blood  rapidly.  Side  elfects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
racycline therapy:  (1)  the  elderly  or  debili- 
tated, (2)  young  children,  (3)  the  diabetic, 

(4)  those  on  long-term  tetracycline  therapy, 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  with  a history  of  monilial  vaginitis. 

When  you  start  with  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los- 
ing control  elsewhere.  A good  start  for  a 
healthy  finish, 

PRESCRIBING  INFORMATION.  For  complete  information 
consult  Official  Package  Circular.  Indications:  Infections  of  res- 
piratory, gastrointestinal  and  genitourinary  tracts  and  skin  and 
soft  tissues  due  to  tetracycline-sensitive  organisms,  in  patients 
with  increased  susceptibility  to  monilial  infections.  Contraindi- 
cations: The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components.  Warnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sunlight  should 
be  avoided  during  therapy.  .Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and  hep- 
atotoxicity  may  occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  conducted  initially  and  monthly  for  3 
months.  Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diar- 
rhea, flatulence,  proctitis,  vaginitis,  dermatitis,  and  allergic  re- 
actions may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Con- 
tinue for  10  days  in  Beta-hemolytic  streptococcal  infections. 
Administer  one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tetra- 
cycline phosphate  complex  equivalent  to  250  mg.  tetracycline 
HCl  activity  and  250,000  units  of  nystatin.  For  Oral  Suspension. 
125  mg.  tetracycline  and  125,000  u.  nystatin/5  ml.,  60  ml.  bottles. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 
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Maybe  he  doesn't  know  when  he's  well  off.  But 
you  might  want  to  prescribe  long-acting  Nova- 
histine  LP  anyway. 

Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  day  and  night  relief  by  helping 
to  clear  congested  air  passages  for  normal,  free 
breathing.  Novahistine  LP  is  formulated  to  provide 
continuous  therapeutic  effect  for  8 to  12  hours. 
The  decongestant  ingredients  help  restore  normal 
mucus  secretion  and  ciliary  activity— physiologic 
defenses  against  infection  of  the  respiratory  tract. 
Use  cautiously  in  individuals  with  severe  hyper- 
tension, diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that 
drowsiness  may  result.  Each  Novahistine  LP  tablet 
contains  phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 

NOVAHISirLP 


PITMAN -MOORE  Division  of  The 


Dow  Chemical  Company,  Indianapolis 
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In  peptic  ulcer... 

antacid 
therapy 

a 

new 
benefit 


CONTAINS  A BALANCED 
COMBINATION 
OF  THE  MOST  WIDELY 
USED  ANTACIDS— 

FOR  RAPID 
NEUTRALIZATION. 

PLUS  SIMETHICONE— 

TO  CONTROL 
THE  FACTOR  WHICH 
ANTACIDS  ALONE 
CANNOT  INFLUENCE. 


■ In  Mylanta,  aluminum  and  magnesium  hydroxides  are 
balanced  to  minimize  the  chance  of  constipation  or  Jaxation 
and  still  achieve  rapid  acid  neutralization  and  pain  relief. 

■ The  positive  action  of  simethicone  helps  relieve  the  pain- 
ful gas  symptoms  which  often  accompany  the  peptic  ulcer 
syndrome. 

■ The  nonfatiguing  flavor  and  smooth,  nongritty  consistency 
of  tablets  and  liquid  encourage  continued  patient  coopera- 
tion during  long-term  therapy. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful  (5  ml.) 
of  liquid  contains;  magnesium  hydroxide,  200  mg.;  aluminum  hydrox- 
ide, dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  one  or  two  tab- 
lets, well  chewed  or  allowed  to  dissolve  in  the  mouth,  or  one  or  two 
teaspoonfuls  of  liquid  to  be  taken  between  meals  and  at  bedtime. 


The  Stuart  Company,  Pasadena,  California 
Division  of  Atlas  Chemical  Industries,  Inc. 


I^Stwartj 
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ONE  YEAR 

One  year  ago  there  was  instituted  legislation 
that  was  epoch-making  in  its  scope,  for  it  was 
conceived  of  the  people,  by  the  people,  and  for 
the  people,  for  such  is  the  nature  of  our  govern- 
ment. It  was  legislated  medical  care. 

This  was  P.L.  89-97  — Medicare.  It  did  make 
available  medical  care  to  a national  group  for 
whom  adequate  medical  care  had  long  been 
curtailed.  It  could  be  a prideful  step  in  the  pro- 
gress of  medicine  would  it  be  accepted  in  good 
faith  by  both  the  recipients  of  the  service  and 
by  the  donors  thereof.  We  feel  that  this  legisla- 
tion was  inevitable,  but  we  further  feel  that  at 
the  present  time  it  is  being  grossly  abused  by 
the  recipients  of  its  benefits. 

What  travesties  are  committed  in  the  name 
of  progress! 

Now  there  has  developed  a multi-department- 
ed  giant  with  no  readily  available  solutions  to 
its  many  faceted  problems.  Legislation  calls  for 
“extended  care  facilities”  — with  no  provision 
for  either  their  existence  or  staffing.  Legislation 
calls  for  functional  utilization  committees,  but 
neglects  to  either  review  their  recommenda- 
tions or  grace  their  decisions.  Legislation  calls 
for  an  end  to  poverty-like  medicine,  and  the  hos- 
pital admissions  of  ehgible  patients  have  sky- 
rocketed to  the  degree  that  geriatric  areas  are 
either  being  planned  or  are  in  the  process  of  con- 
struction in  almost  all  localities;  and  the  legisla- 
tion itself  has  been  so  enthusiastically  received 
that  it  has  become  fashionable  to  visit  the  physi- 
cians in  rather  compatible  groups,  much  in  the 
manner  of  a family  picnic. 

Any  good  legislation,  and  we  freely  admit  that 
P.  L.  89-97  is  basically  good  legislation,  must  be 
open  to  frequent  review,  analysis,  adjustment 
and  revision,  not  only  of  the  legislation  itself  but 
of  those  whom  the  legislation  affects  in  its  ulti- 
mate function. 

ARIZONA  MEDICINE  would  go  on  record 
as  favoring  and  encouraging  such  an  analysis  and 
review.  Let  there  be  a return  to  the  reasonable 
treatment  of  disease  instead  of  a call  for  “Room 
Service,  please!” 

Roland  F.  Schoen,  M.D. 

Editor 
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TKe  low  back  pain  that  is  most  frequently  seen  in  general  practice 
is  mechanical  in  nature,  i.e.,  postural  back  pain,  joint  dysfunction  and 
acute  back  strain.’'^  For  this  type  of  discomfort,  a conservative  regimen 
is  usually  sufficient  to  relieve  aches  and  pains,  and  to  help  keep 
the  patient  functioning.  Components  of  this  basic  program  include: 


Dea  If  the  patient  is  in  the 
pain-spasm-cycle... there  is  no  alternative 
or  substitute  for  absolute  bed  rest...”^ 


11  »»iethSrbant 

M.  750 mg 


Jaw 


^Heat 


I # j)|  j j^near  "A  very  valuable 
m Y i \ i t [•  iy/f  method  of  applying 
V -A  Jf  ' heat  at  home  is  a prolonged 

ft.  ' '-.'.X  » hotbath..."" 


“Boards  should  be  ordered  under 
the  mattress... these  boards  act 
by  immobilizing  the  spine. 

Indicated  for  relief  of  skeletol  muscle  sposm.  Contraindicated  in 
hypersensitive  patients.  Side  Effects  ( lightheadedness,  dizziness, 
drowsiness,  nausea)  may  occur  rarely,  but  usually  disappear  on  reduced 
dosage.  Hypersensitivity  reactions  develop  infrequently.  See  product 
literature  for  further  details.  Also  available:  Robaxin®  Tablets 
(methocarbamol,  500  mg.)  Robaxin  Injectable  (methocarbamol,!  Gm./lOcc.) 
References:  (1  ).  Godfrey,  C.M.:  Applied  Therap.  8.-950,  1966.  (2).  Gottschal'k, 
LA.:  GP  33:91,  1966.  (3).  Rowe,  M.L.:  J.  Occup.  Med.  2:21 9,  1960.  ~ 

{4).  Cozen,  L;  South  Dakota  J.  Med.  18:26,  1965.  (5).  Soto-Hall,  R.: 

Med.  Sc.  14:23,1963.  (6) . Weiss,  M.  and  Weiss,  S.:  J.  Am.  Osteopath.  A. 
62:142,  1962.  (7).  Feuer,  S.G.,  et  a/..-  New  York  J.  Med.  62:1985, 1962. 


Robaxin-750 

(methocarbamol,  750  mg.  capsule- 
shaped tablets)  A well-tolerated* 
skeletal  muscle  relaxant,  methocar- 
bamol helps  relieve  spasm 
“...without  interfering  with  normal 
tone  and  movement."^  And  there 
is  little  likelihood  of  sedation.* 

/['\  I'OODINS  COMPANY 


RICHMOND,  VIRGINIA  23220 


Your  name 
on  the  dotted  line 
can  mean  so  much 
to  your  patients 

And  to  you . . 


The  Tubex®  Closed-Injection  System  means 


Efficiency  and  convenience 

Tubex  injectables  are  ready  for  immediate  use.  No 
measuring  of  doses;  no  filling  of  syringes.  Saves 
professional  time.  Easy  to  store  in  the  office,  easy 
to  carry  on  house  calls. 

Precision  and  protection  from  cross  contamination 

Tubex  injectables  are  premeasured,  accurately  and  clearly 
identified  as  to  name,  dose,  control  number  and 
expiration  date  (if  any).  Used  once,  then  discarded, 

Tubex  prefilled  sterile  cartridge-needle  units  cannot 
cause  cross  contamination. 

Coverage  of  virtually  all  injection  needs 

The  wide  range  of  drugs  available  in  Tubex  sterile 
cartridge-needle  units  can  meet  over  70%  of  common 
private  practice  injectable  needs.  For  drugs  not  yet  in 
Tubex  form,  empty  sterile  cartridge-needle  units  can 
usually  be  employed — and  retain  most  advantages 
of  the  system. 


TUBEX 


Closed  Injection  System 


If  you  are  already  using  Tubex  in  your  office  and  don't  have  a waiting-room  placard, 
Wyeth  will  be  happy  to  send  you  one.  A postcard  will  do. 

Wyeth  Laboratories 
Professional  Service 
Box  8299 

Philadelphia,  Pa.  19101 


Destroys  Trichomonads  Wherever  They  Are 


Flagyl  seeks  out  the  sites  where  trichomonads 
hide.  Only  a systemic  agent  can.  Only  Flagyl 
does,  selectively  and  effectively. 

Flagyl  destroys  trichomonads  in  the  inner 
crypts,  glands  and  cavities  of  the  genitouri- 
nary tract  in  both  women  and  men.  Conse- 
quently, Flagyl  is  capable  not  only  of  curing 
trichomoniasis  in  women  but  also  of  prevent- 
ing reinfection. 

Correctly  used,  with  due  attention  to  repeat 
courses  of  treatment  for  resistant,  deep-seated 
invasion  and  to  the  presumption  of  reinfection 
from  male  consorts,  Flagyl  has  repeatedly  pro- 
duced up  to  100  per  cent  cure  in  large  series 
of  patients. 

When  the  diagnosis  of  trichomoniasis  is 
positive,  Flagyl  is  positive. 

Dosage  and  Administration  — In  women:  one  250- 
mg.  oral  tablet  three  times  daily  for  ten  days.  A vag- 
inal insert  of  500  mg.  is  available  for  local  therapy 
when  desired.  When  the  inserts  are  used  one  vagi- 
nal insert  should  be  placed  high  in  the  vaginal  vault 
each  day  for  ten  days,  and  concurrently  two  oral 
tablets  should  be  taken  daily. 


In  men  in  whom  trichomonads  have  been  demon- 
strated: one  250-mg.  oral  tablet  twice  daily  for  ten 
days. 

Contraindications  — Pregnancy;  disease  of  the  cen- 
tral nervous  system;  evidence  or  history  of  blood 
dyscrasia. 

Precaution  — Complete  blood  cell  counts  should  be 
made  before,  during  and  after  therapy,  especially  if 
a second  course  is  necessary. 

Side  Effects  — Infrequent  and  minor  side  effects  in- 
clude nausea,  metallic  taste,  furry  tongue  and  head- 
ache. Other  effects,  all  reported  in  an  incidence  of 
less  than  1 per  cent,  are  diarrhea,  dizziness,  vaginal 
dryness  and  burning,  dry  mouth,  rash,  urticaria, 
gastritis,  drowsiness,  insomnia,  pruritus,  sore  tongue, 
darkened  urine,  anorexia,  vomiting,  epigastric  dis- 
tress, dysuria,  depression,  vertigo,  incoordination, 
ataxia,  abdominal  cramping,  constipation,  stomati- 
tis, numbness  of  an  extremity,  joint  pains,  confu- 
sion, irritability,  weakness,  flushing,  cystitis,  pelvic 
pressure,  dyspareunia,  fever,  polyuria,  incontinence, 
decreased  libido,  nasal  congestion,  proctitis  and  py- 
uria. Elimination  of  trichomonads  may  aggravate 
candidiasis. 


Dosage  Forms 

Oral— 250-mg.  tablets.  Vaginal— 500-mg.  inserts 
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THE  ARIZONA  MEDICAL  ASSOCIATION,  INC.,  Organized  1892,  4601  N.  Scottsdale  Road,  Scottsdale,  Arizona  85251. 


OFFICERS  AND  DIRECTORS  - 1967-68 


President— Arnold  H.  Dysterheft,  M.D 

President-Elect— Arthur  V.  Dudley,  Jr.,  M.D 

Vice  President— Richard  O.  Flynn,  M.D 
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Treasurer— Fred  H.  Landeen,  M.D 

Speaker  of  the  House— Charles  E.  Henderson,  M.D.  . . 

Editor-in-Chief— Roland  F.  Schoen,  M.D 

Delegate  to  AMA— Dermont  W.  Melick,  M.D 

Delegate  to  AMA— William  B.  Steen,  M.D 

Alternate  Delegate  to  AMA— Daniel  T.  Cloud,  M.D.  . . 
Alternate  Delegate  to  AMA— Philip  G.  Derickson,  M.D 
Past-President— Paul  B.  Jarrett,  M.D 


McNary  Hospital,  McNary, 
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Central  District— Robert  A.  Price,  M.D 

Central  District— Edward  Sattenspiel,  M.D.  . . 
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Southeastern  District— Deward  G.  Moody,  M.D. 

Southern  District— Philip  E.  Etew,  M.D 

Southern  District— Richard  L.  Dexter,  M.D.  . . . 
Southern  District— Hermann  S.  Rhu,  Jr.,  M.D. 
Southwestern  District— Howard  W.  Finke,  M.D. 


DISTRICT  DIRECTORS 

2021  North  Central  Ave.,  Phoenix,  Arizona 

2610  West  Bethany  Home  Road,  Phoenix,  Arizona 

3602  North  15th  Avenue,  Phoenix,  Arizona 

333  West  Thomas  Road,  Phoenix,  Arizona 

909  East  Brill  Street,  Phoenix,  Arizona 

East  2nd  & Colorado  Ave.,  Winslow,  Arizona 

412  East  Oak  Street,  Kingman,  Arizona 

711  Morley  Avenue,  Nogales,  Arizona 

5th  and  Alvemon  Streets,  Tucson,  Arizona 

116  North  Tucson  Boulevard,  Tucson,  Arizona 

5th  and  Alvemon  Streets,  Tucson,  Arizona 

Magma  Copper  Hospital,  Superior,  Arizona 


SOCIEDAD  MEDICA  DE  ESTADO  UNIDOS  DE  NORTE  AMERICA  Y MEXICO 

President.— Alfonso  Topete  Duran,  M.D.,  Professor  of  Surgery Edificio  Profesional,  Guadalajara,  Jalisco,  Mexico 

President-Elect— James  Nauman,  M.D 1603  N.  Tucson  Blvd.,  Tucson,  Arizona 

Vice  President— Eduardo  Gonzalez  Murguia,  M.D Prisciliano  Sanchez— 1081  Guadalajara,  Jalisco,  Mexico 

Secretary  for  the  United  States— Robert  A.  Witzeman,  M.D 222  West  Osborn  Road,  Phoenix,  Arizona  85018 

Secretary  for  Mexico— Felix  Michel  Alatorre,  M.D Munguia— 316,  Guadalajara,  Jalisco,  Mexico 

Treasurer  for  the  United  States— Lucy  A.  Vemetti,  M.D 333  West  Thomas  Road,  Phoenix,  Arizona  85013 

Treasurer  for  Mexico— Jorge  E.  Riggen  Davila,  M.D Parroguia  138,  Guadalajara,  Jalisco,  Mexico 

Exec.  Secretary  for  the  United  States— Mrs.  Virginia  E.  Bryant 333  West  Thomas  Road  it 207,  Phoenix,  Arizona  85013 

Executive  Secretary  for  Mexico— Mr.  Alfredo  Patron  Venus  if 51  Sur,  Mazatlan,  Sinaola,  Mexico 


COUNTY  MEDICAL  SOCIETY  OFFICERS  1967-68 

APACHE:  Herman  A.  Kling,  M.D.,  President,  Box  359,  Springer- 
ville;  A.  Burgess  Vial,  M.D.,  Secretary,  Box  390,  Springer- 
ville. 

COCHISE:  Kenneth  A.  Dregseth,  M.D.,  President,  444  Taylor 
Drive,  Sierra  Vista;  Joseph  Stickler,  M.D.,  Secretary,  Box 
1181,  Bisbee. 

COCONINO:  R.  T.  McDonald,  M.D.,  President,  713  N.  Beaver 
Street,  Flagstaff;  Gerald  T.  McMahon,  M.D.,  Secretary, 
1355  N.  Beaver  Street,  Flagstaff. 

GILA:  Whitney  R.  White,  M.D.,  President,  Drawer  M,  Miami; 
David  B.  Gilbert,  M.D.,  Secretary,  Physicians  & Surgeons 
Clinic,  Payson. 

GRAHAM:  Frederick  W.  Knight,  M.D.,  President,  618  Central 
Avenue,  Safford;  Jack  L.  Bennett,  M.D.,  Secretary,  618  Cen- 
tral Avenue,  Safford. 

GREENLEE:  Robert  V.  Horan,  M.D.,  President,  Morenci  Hos- 
pital, Morenci;  James  W.  Gilbert,  M.D.,  Secretary,  P.  O. 
Box  1537,  Glifton. 

MARICOPA:  John  A.  Ash,  M.D.,  President,  1835  W.  Missouri, 
Phoenix;  Donald  F.  Schaller,  M.D.,  Secretary,  555  W.  Cat- 
lina  Drive,  Phoenix. 

(Society  Address:  2025  North  Central  Avenue,  Phoenix) 

MOHAVE:  John  G.  Lingenfelter,  M.D.,  President,  809  East  Beale 
Street,  Kingman;  John  J.  Standifer,  M.D.,  Secretary,  412 
East  Oak  Street,  Kingman. 

NAVAJO:  Harry  S.  Beckwith,  M.D.,  President,  East  2nd  & 
Colorado  Avenue,  Winslow;  William  R.  Engvall,  M.D.,  Sec- 
retary, 1500  Williamson  Avenue,  Winslow. 

PIMA:  James  E.  Brady,  Jr.,  M.D.,  President,  Craycroft  Medical 
Center,  Suite  406,  Tucson;  Seymour  I.  Shapiro,  M.D.,  Secre- 
tary, Bldg.  24,  Med.  Square,  1601  N.  Tucson  Blvd.,  Tucson. 
(Society  Address:  2555  East  Adams  Street,  Tucson) 


PINAL:  William  J.  Clemans  III,  President,  1616  Main  Street, 
Florence;  Robert  L.  Hyde,  M.D.,  Secretary,  1616  Main 
Street,  Florence. 

SANTA  CRUZ:  Delmar  R.  Mock,  M.D.,  President,  309-11  Du- 
quesne  Avenue,  Patagonia;  Charles  S.  Smith,  M.D.,  Secre- 
tary, Gebler  Building,  Nogales. 

YAVAPAI:  E.  Charles  Bill,  M.D.,  President,  Marcus  J.  Lawrence 
Hospital,  Cottonwood:  William  R.  Shepard,  M.D.,  Secre- 
tary, 1003  Division  Street,  Prescott. 

YUMA:  Harold  N.  Gordon,  M.D.,  President.  1832  8th  Avenue, 
Yuma;  Chauncey  D.  Buster,  M.D.,  Secretary,  2540  4th 
Avenue,  Yuma. 
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ARTICLES  OF  INCORPORATION  & BY-LAWS  COMMITTEE: 
Charles  E.  Henderson,  M.D.,  Chaimian  (Phoenix);  Daniel  T. 
Cloud,  M.D.  (Phoenix);  Robert  E.  Hastings,  Sr.,  M.D.  (Tu- 
cson); Paul  B.  Jarrett,  M.D.  (Phoenix). 

BENEVOLENT  AND  LOAN  FUND  COMMITTEE:  Daniel  T. 
Cloud,  M.D.,  Chairman  (Phoenix);  Donald  K.  Buffmire,  M.D. 
(Phoenix);  Merlin  K.  DuVal,  Jr.,  M.D.  (Tucson);  Fred  H. 
Landeen,  M.D.  (Tucson);  Albert  J.  Ochsner,  M.D.  (Yuma). 

CENTRAL  OFFICE  ADVISORY  COMMITTEE:  John  P.  Heile- 
man,  M.D.,  Chairman  (Phoenix);  Arthur  V.  Dudley,  Jr., 
M.D.  (Tucson);  Arnold  H.  Dysterheft,  M.D.  (McNary); 
Richard  O.  Flynn,  M.D.  (Tempe);  Fred  H.  Landeen,  M.D. 
(Tucson). 

EXECUTIVE  COMMITTEE:  Arnold  H.  Dysterheft,  M.D.,  Chair- 
man (McNary);  Arthur  V.  Dudley,  Jr.,  M.D.  (Tucson);  Rich- 
ard O.  Flynn,  M.D.  (Tempe);  John  P.  Heileman,  M.D. 
(Phoenix);  Fred  H.  Landeen,  M.D.  (Tucson). 
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GOVERNMENTAL  SERVICES  COMMITTEE;  William  R.  Steen, 
M.D.,  Chainnan  (Tucson);  Hayes  W.  Caldwell,  M.D.  (Phoenix); 
Daniel  T.  Cloud,  M.D.  (Phoenix);  Philip  E.  Dew,  M.D. 
(Tucson);  Charles  P.  Dries,  M.D.  (Phoenix);  Deraid  G.  May, 
M.D.  (Phoenix);  R.  T.  McDonald,  M.D.  (Flagstaff);  Albert 
J.  Ochsner,  M.D.  (Yuma);  Wallace  A.  Reed,  M.D.  (Phoenix); 
George  A.  Spendlove,  M.D.  (Phoenix);  Clarence  E.  Yount, 
Jr,,  M.D.  (Prescott). 

GRIEVANCE  COMMITTEE;  Paul  B.  Jarrett,  M.D.,  Chairman 
(Phoenix);  Miguel  A.  Carreras,  M.D.  (Tucson);  Richard  E.  H. 
Duisberg,  M.D.  (Phoenix);  Francis  M.  Findlay,  M.D.  (San 
Manuel);  Leo  L.  Lewis,  M.D.  (Winslow);  W.  R.  Manning, 
M.D.  (Tucson);  Dwight  H.  Porter,  Sr.,  M.D.  (Phoenix);  Her- 
mann S.  Rhu,  Jr.,  M.D.  (Tucson). 

HISTORY  AND  OBITUARIES  COMMITTEE;  Roland  F.  Schoen, 
M.D.,  Chairman  (Casa  Grande);  Walter  Brazie,  M.D.  (King- 
man);  Robert  S.  Flinn,  M.D.  (Phoenix);  John  W.  Kennedy, 
M.D.  (Phoenix);  Harold  W.  Kohl,  Sr.,  M.D.  (Tucson);  Jay 

L.  Sitterley,  M.D.  (Flagstaff);  Roy  O.  Young,  M.D.  (Scotts- 
dale). 

INDUSTRIAL  RELATIONS  COMMITTEE;  Thomas  H.  Taber, 
Jr.,  M.D.,  Chairman  (Phoenix);  William  B.  Haeussler,  M.D. 
(Phoenix);  William  R.  Myers,  M.D.  (Phoenix);  Hal  W.  Pitt- 
man, M.D.  (Phoenix);  Stanley  S.  Tanz,  M.D.  (Tucson). 
LEGISLATIVE  COMMITTEE;  Carlos  C.  Craig,  M.D.,  Chairman 
(Phoenix);  Chester  G.  Bennett,  M.D.  (Phoenix);  John  H. 
Caskey,  M.D.  (Flagstaff);  C.  Tmman  Davis,  M.D.  (Mesa); 
Richard  O.  Flynn,  M.D.  (Tempe);  Donald  F.  Griess,  M.D. 
(Tucson);  Charles  E.  Henderson,  M.D.  (Phoenix);  Gordon 
J.  Hippert,  M.D.  (Tucson);  William  H.  Lyle,  M.D.  (Yuma); 
Robert  J.  Oliver,  M.D.  (Tucson). 

MEDICAL  ECONOMICS  COMMITTEE;  Ian  M.  Chesser,  M.D., 
Chairman  (Tucson);  Harvey  G.  Brown,  M.D.  (Phoenix); 
Miguel  A.  Carreras,  M.D.  (Tucson);  Richard  G.  Harden- 
brook,  M.D.  (Prescott);  George  L Hoffman,  M.D.  (Mesa); 
R.  T.  McDonald,  M.D.  (Flagstaff);  John  G.  McGregor,  Jr., 

M. D.  (Tucson);  John  H.  Ricker,  M.D.  (Phoenix);  Steven  S. 
Spencer,  M.D.  (Flagstaff). 

PROCUREMENT  AND  ASSIGNMENT  COMMITTEE;  Joseph  M. 
Greer,  M.D.,  Chairman  (Phoenix);  Guy  B.  Atonna,  M.D. 
(Douglas);  Robert  E.  Hastings,  Sr.,  M.D.  (Tucson);  Ruland 
W.  Hussong,  M.D.  (Phoenix);  Robert  M.  Matts,  M.D.  (Yuma); 
Joseph  P.  McNally,  M.D.  (Prescott);  Claude  H.  Peterson, 
M.D.  (Winslow). 

PROFESSIONAL  COMMITTEE:  William  G.  Payne,  M.D.,  Chair- 
man (Tempe);  Robert  J.  Antos,  M.D.  (Phoenix);  Earl  J. 
Baker,  M.D.  (Phoenix);  Richard  L.  Dexter,  M.D.  (Tucson); 
Ray  Fife,  M.D.  (Phoenix);  Robert  S.  Ganelin,  M.D.  (Phoenix); 
William  B.  Helme,  M.D.  (Phoenix);  Harold  W.  Kohl,  Jr., 
M.D.  (Tucson);  Fred  H.  Landeen,  M.D.  (Tucson);  W.  Shaw 
McDaniel,  M.D.  (Phoenix);  Deraid  G.  May,  M.D.  (Phoenix); 
Dermont  W.  Melick,  M.D.  (Phoenix);  Donald  F.  Schaller, 
M.D.  (Phoenix);  William  B.  Steen,  M.D.  (Tucson);  Albert 
G.  Wagner,  M.D.  (Phoenix);  MacDonalcl  Wood,  M.D. 
(Phoenix). 

PUBLIC  RELATIONS  COMMITTEE:  Richard  O.  Flynn,  M.D., 
Chairman  (Tempe);  John  S.  Carlson,  M.D.  (Phoenix);  Wil- 
liam J.  Clemans,  HI,  M.D.  (Florence);  Arnold  H.  Dysterheft, 
M.D.  (McNary);  C.  Herbert  Fredell,  M.D.  (Flagstaff);  Wil- 
liam F.  Holsey,  M.D.  (Tucson);  John  F.  Kahle,  M.D.  (Flag- 
staff); William  H.  Lyle,  M.D.  (Yuma);  William  W.  McKinley, 
Jr.,  M.D.  (Bisbee);  Harry  L.  Reger,  Jr.,  M.D.  (Phoenix);  Ro- 
land F.  Schoen,  M.D.  (Casa  Grande);  Philip  D.  Volk,  M.D. 
(Tucson). 

PUBLISHING  COMMITTEE;  Roland  F.  Schoen,  M.D.,  Chair- 
man (Casa  Grande);  R.  Lee  Foster,  M.D.  (Phoenix);  John 
R.  Green,  M.D.  (Phoenix);  Felix  F.  Jabczenski,  M.D.  (Tu- 
cson); Kenneth  E.  Johnson,  M.D.  (Phoenix);  Robert  F. 
Lorenzen,  M.D.  (Phoenix);  William  B.  McGrath,  M.D. 
(Phoenix);  Iheston  J.  Taylor,  M.D.  (Tucson). 

SCIENTIFIC  ASSEMBLY  COMMITTEE;  Reginald  J.  M.  Zeluff, 
M.D.,  Chairman  (Phoenix);  M.  David  Ben-Asher,  M.D. 
(Tucson);  Edward  H.  Bregman,  M.D.  (Phoenix);  Daniel 
Bright,  M.D.  (Cottonwood);  John  S.  Carlson,  M.D.  (Phoenix); 
John  F.  Currin,  M.D.  (Scottsdale);  Richard  O.  Flynn,  M.D. 
(Tempe);  Alan  L.  Gordon,  M.D.  (Phoenix);  T.  Richard 
Gregory,  M.D.  (Phoenix);  Raymond  Grossman,  M.D.  (Doug- 
las); George  B.  Kent,  Jr.,  M.D.  (Phoenix);  Richard  T. 
McDonald,  M.D.  (Flagstaff);  Richard  J.  Martin,  M.D.  (Tu- 
cson); Deward  G.  Moody,  M.D.  (Nogales);  Arthur  R.  Nelson, 
M.D.  (Phoenix);  Paul  J.  Nichols,  M.D.  (Phoenix);  Melvin 
W.  Phillips,  M.D.  (Prescott);  Edward  Sattenspiel,  M.D. 
(Phoenix);  Blair  W.  Saylor,  M.D.  (Tucson). 


WOMAN’S  AUXILIARY  TO  THE  ARIZONA  MEDICAL 
ASSOCIATION  - 1967-68 

President Mrs.  Elvie  B.  Jolley  (Mila) 
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5251  E.  Hawthorne  Place,  Tucson,  Arizena 
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RURAL  HEALTH:  Mrs.  Robert  Mason  (Doris) 

330  W.  Maryland,  Apt.  107,  Phoenix  85013 

HEALTH  CAREERS  Mrs.  William  Scott  (Jean) 

340  S.  Country  Club  Road,  Tucson  8.5716 

HISTORIAN;  Mrs.  Melvin  Phillips  (Jean) 

1001  Norris  Road,  Prescott  86301 

INTERNATIONAL  HEALTH:  Mrs.  Hugh  Hull  (Eleanor) 
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LEGISLATION:  Mrs.  George  S.  Enfield  (Ro) 
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SAFETY:  Mrs.  William  O.  Minturn  (Shirley) 
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HAMER  EDUCATION  LOAN  FUND:  Mrs.  Mayer  Hyman  (Betty) 
4766  E.  Calle  Chueca,  Tucson  8.5718 
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COCONINO  Mrs.  John  Caskey  (Mary) 
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MARICOPA  Mrs.  Lewis  S.  Winter  (Jean) 
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PIMA  Mrs.  Roger  W.  Cole  (Dawn) 
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YAVAPAI  Mrs.  Deibert  Miller  (Alice) 
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ARIZONA'S  PACESETTER  BANK 
TRUST  DIVISION 

Is  in  Business  to  Serve  YOU  — and 
YOUR  BENEFICIARIES! 


Living  Trusts 
Life  Insurance  Trusts 
Business  or  Partnership  Trusts 
Executor  or  Administrator 
Pension  or  Profit  Sharing  Trusts 
H.R.-IO  Self-Employed  Retirement  Trusts 
Custody  Accounts 
Agency  Accounts 
Escrow  Agents 
Transfer  Agents 
Guardianships 

And  Many  Other  Services  — 


The 


Guaranty  Bank 


3550  North  Central  Phoenix,  Arizona  Phone  264-9696 
John  R.  Bromley,  Jr.,  Vice  President  and  Trust  Officer 

MEMBER  FEDERAL  DEPOSIT  INSURANCE  CORPORATION 
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BOARD  OF  DIRECTORS 

Meeting  of  the  Board  of  Directors  of  The  Arizona 
Medical  Association,  Inc.,  held  Tuesday,  April  25,  1967, 
in  the  Convention  Center  of  tlie  Safari  Hotel,  Scottsdale, 
Arizona,  convened  at  7:55  P.M.,  Arthur  V.  Dudley,  Jr., 
M.D.,  Chairman,  presiding. 

Roll  Call 

PRESENT:  Drs.  Beckwith,  Harry  S.;  Brazie,  Walter; 
Brooks,  Jack  E.;  Cloud,  Daniel  T.;  Derickson,  Philip  G.; 
Dexter,  Richard  L.;  Dudley,  Jr.,  Arthur  V.,  Vice  Presi- 
dent & Chairman;  Dysterheft,  Arnold  H.,  President- 
Elect;  Finke,  Howard  W.;  Flynn,  Richard  O.;  Henderson, 
Charles  E.,  Secretary;  Jarrett,  Paul  B.,  President;  Lan- 
deen,  Fred  H.,  Treasurer;  McDaniel,  W.  Shaw;  Melick, 
Dermont  W.;  Moody,  Deward  G.;  Price,  Robert  A.; 
Schoen,  Roland  F.;  Smith,  Noel  G.;  Steen,  William  B. 

COUNSEL:  Mr.  Jacobson,  Edward. 

STAFF:  Messrs.  Carpenter,  Robert,  E.xecutive  Secre- 
tary, ArMA;  Robinson,  Bruce  E.,  Assistant  Executive 
Secretary,  ArMA;  Boykin,  Paul  R.,  Executive  Secretary, 
BOMEX. 

GUESTS:  Drs.  Hudson,  Charles  Lowell,  President, 
AMA;  Chesser,  Ian  M.,  Chairman,  Medical  Economics 
Committee;  Kahle,  John  F.,  Chairman,  ArMPAC  Board 
of  Directors;  Reed,  Wallace  A.,  Chairman,  Subcommit- 
tee on  Title  XIX;  Schaller,  Donald  F.,  ArMA  Represen- 
tative — Emergency  Medical  Services;  Yount,  Jr., 
Clarence  E.,  President  — Arizona  State  Board  of  Health. 

EXCUSED:  Dr.  Eddy,  Jr.,  Warren  D.;  Dr.  Rhu,  Jr., 
Hermann  S. 

Welcome 

The  Chairman  extended  a special  welcome  to  Charles 
Lowell  Hudson,  M.D.,  President  of  the  American  Med- 
ical Association;  likewise  to  Ian  M.  Chesser,  M.D., 
Chairman  of  the  Medical  Economics  Committee;  John 
F.  Kahle,  M.D.,  Chairman,  ArMPAC  Board  of  Directors; 
Wallace  A.  Reed,  M.D.,  Chairman,  Subcommittee  on 
Title  XIX  of  the  Federal  Services  Committee;  Donald 
F.  Schaller,  M.D.,  ArMA  Representative  to  the  AMA 
Conference  on  Emergency  Medical  Services;  and  Clar- 
ence E.  Yount,  Jr.,  M.D.,  President,  Arizona  State  Board 
of  Health. 

Minutes 

Approved  minutes  of  the  meeting  of  the  Board  of 
Directors  held  January  29,  1967. 

AMA  Conference  — Emergency 
Medical  Services 

Dr.  Schaller  reported  that  on  April  6th  and  7th  he 
attended  the  AMA  Conference  on  Emergency  Medical 
Services  in  Chicago,  as  a representative  of  this  Associa- 
tion. It  was  designed  to  attempt  to  develop  postive 
action  on  the  part  of  physicians  to  improve  emergency 
medical  services  throughout  the  country.  Many  areas  in 
the  country  are  not  adequately  covered.  The  task  in- 
cludes training  personnel  in  first  aid,  including  better 
ambulance  services,  better  communications  between 
ambulances  and  hospitals,  and  improving  the  training 
of  physicians  themselves.  It  is  felt  local  state  societies 
should  take  the  initiative.  Standards  approved  by  the 
Congress  on  Highway  Safety  were  reviewed;  however, 
it  is  the  feeling  that  such  should  be  developed  on  the 
local  level  possibly  with  the  assistance  of  the  State 
Health  Departments. 


ArMA  REPORTS 


The  program  included  workshops  encompassing  five 
areas:  (1)  first  aid  and  rescue;  (2)  transportation  of  ill 
and  injured;  (3)  emergency  communication;  (4)  emer- 
gency facility  staffing;  and  (5)  emergency  facility  patient 
management.  A final  report  and  specific  recommenda- 
tions will  be  forthcoming.  Dr.  Schaller  endeavored  to 
encourage  the  Board  to  consider  seriously  taking  some 
action  to  set  up  some  kind  of  group  to  make  a study 
of  our  emergency  situation  on  a state-wide  basis.  This 
would  include  an  evaluation  of  tlie  various  emergency 
rooms,  the  kind  of  patients  they  are  equipped  to  handle, 
the  kind  of  equipment  each  contains,  the  way  they  are 
staffed  and  the  way  emergency  room  coverage  occurs. 
The  setting  up  of  some  sort  of  communication  network 
with  a central  dispatcher  trained  in  medical  ways  is 
encomraged.  Also,  consideration  should  be  given  to 
encourage  all  Arizona  physicians  to  take  an  active  role 
in  training  all  citizens  in  first  aid  and  training  other 
special  groups,  such  as  law  enforcement  agencies,  fire 
and  ambulance  services.  Dr.  Schaller  filed  with  the 
Board  a written  report. 

On  motion  regularly  made  and  unanimously  carried, 
the  Board  recommends  to  the  incoming  President  tliat 
a committee  under  the  Professional  Committee  be  estab- 
lished to  study  the  program  and  make  recommendations 
to  the  Board. 

ARMPAC  Board  of  Directors 

Dr.  Kahle  reported  that  membership  to  date  (1967) 
totalled  85  in  an  off-election  year  which  is  about  25% 
of  last  year’s  total.  Every  effort  is  being  made  and 
Board  support  is  solicited  to  increase  the  membership. 
There  will  be  an  AMPAC  Workshop  in  Washington, 
D.C.,  June  3rd  and  4th.  The  annual  ArMPAC  Dinner  is 
scheduled  to  be  held  Friday  evening,  April  28th.  Mrs. 
Ethel  Gastineau,  member  of  the  national  AMPAC  Board 
of  Directors,  Representative  Waldie  (D)  from  California 
and  our  own  Representative  Steiger  (R)  from  Arizona 
will  be  the  guest  speakers.  The  two  Congressmen  re- 
ceived the  support  of  the  doctors  in  their  successful 
campaigns  in  1966.  It  is  anticipated  a number  of  our 
State  Senators  and  Representatives  will  be  in  attendance. 

On  motion  regularly  made  and  unanimously  carried, 
the  Board  extended  to  Dr.  Kahle  its  appreciation  for 
a job  very  well  done  as  Chairman  of  the  ArMPAC  Board. 

On  motion  regularly  made  and  unanimously  carried, 
the  Board  determined  to  attend  the  ArMPAC  function 
Friday  evening  next  en  masse. 

Medical  Economics  Committee 

ODMC-OCHAMPUS  Contract  Extension 

Approved  prior  execution  of  ODMC  (OCHAMPUS) 
Contract  No.  DA-05-1 14-66-MD-87  (expiring  February 
28,  1967),  Supplemental  Agreement-Modification,  extend- 
ing the  contract  from  March  1,  1966,  to  August  31,  1967, 
to  permit  the  re-negotiation  of  a contract  on  the  basis 
of  the  usual,  customary  and  reasonable  fee  concept. 
ODMC-OCHAMPUS  Contract  Extension  — 

UCR  Fee  Concept 

Dr.  Chesser  reported  tliat  the  Medical  Economics 
Committee  met  witlr  General  Norman  E.  Peatfield,  Feb- 
ruary 24tli.  Discussion  was  informative  and  productive. 
A continuation  contract  has  been  submitted  for  execu- 
tion, effective  April  1,  1967,  based  upon  the  UCR  fee 
concept.  A screening  ceiling  process  will  be  established 
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through  the  Fiscal  Administrator  who  will  review  claims 
for  reasonableness  in  relation  to  the  socio-economic 
area  concerned,  taking  into  account  the  customary 
cliarge  for  similar  services  generally  made  by  the  phy- 
sician or  other  persons  furnishing  such  services,  as  well 
as  the  prevailing  charges  in  the  locality  for  similar  serv- 
ices, and,  where  indicated,  forward  such  claims  whicli 
cannot  be  resolved  satisfactorily  to  the  medical  commit- 
tee provided  for.  This  will  be  the  Professional  Committee 
of  Blue  Shield. 

On  motion  regularly  made  and  unanimously  carried, 
the  Board  approved  the  OCHAMPUS  contract  sub- 
mitted, based  upon  tbe  usual,  customary  and  reasonable 
fee  concept,  effective  April  1,  1967,  to  e.xtend  to  March 
31,  1968,  and  authorized  its  execution. 

Industrial  Commission  of  Arizona  — Fee  Schedule 

Dr.  Chesser  reported  that  until  the  law  is  changed, 
the  Industrial  Commission  of  Arizona  cannot  function 
on  the  basis  of  usual,  customary  and  reasonable  fee 
concept.  A fee  schedule  is  specified.  With  this  in  mind, 
the  Commission  has  been  approached  utilizing  the 
California  Relative  Value  Studies  — 1964  with  a factor 
of  6.  Certain  modifications  appear  indicated.  The  climate 
appears  favorable  and,  with  a re-write  of  the  Rules 
which  the  Commission  is  favorably  disposed  to  do,  and 
a continuing  series  of  meetings  through  May,  it  is  the 
hope  a mutually  satisfactory  schedule  will  be  arrived 
at  by  the  expiration  of  the  current  agreement  June  next. 
The  Medical  Economics  Committee  will  submit  a final 
report  in  due  course.  An  amendment  to  the  law,  pres- 
ently requiring  a fee  schedule,  appears  to  be  the  ne.xt 
target  which  should  be  processed  through  the  Legisla- 
tive Committee.  RECEIVED. 

Cenlral  Office  Advisory  Committee 

Financial  Report 

Dr.  Landeen  rejoorted  that  for  tbe  calendar  year  1966, 
total  revenues  in  excess  of  e.xpenditures  amounted  to 
$9,959.27;  further,  that  our  cash  position  is  excellent. 

Briefly  reviewing  the  1968  Budget,  it  was  pointed  out 
that  the  total  anticipated  income  amounts  to  $204,375.00 
against  a total  expenditure  of  $202,989.00  leaving  a 
contingency  of  only  $1,386.00,  which  is  totally  unsatis- 
factory and  unworkable.  While  unpleasant,  it  must  be 
stated  that  we  must  begin  to  tliink  in  terms  of  an  annual 
dues  increase  in  order  to  maintain  an  orderly  and  sys- 
tematic increase,  thus  avoiding  deficit  spending.  The 
1967  budget  was  balanced  with  no  projection  for  un- 
usual e.xpenditures.  It  has  been  determined  to  establish 
an  accumulative  depreciation  account  for  replacement 
of  office  equipment  which  will  provide  a reserve  of 
funds  available  for  such  replacement  on  established 
schedule.  Previously,  such  equipment  depreciation  ac- 
count was  provided  for;  however,  the  funds  reverted 
to  the  General  Fund.  The  Auditor  has  been  instructed 
to  so  provide  for  in  our  accounting  system. 

Approved  the  Audit  for  the  year  1966  and  the  estab- 
lishment of  an  accumulative  equipment  depreciation 
reserve  account. 

Dr.  Landeen  further  reviewed  the  financial  report 
covering  the  first  quarter  of  this  year  to  and  including 
March  31,  1967,  reciting  total  “REVENUES”  received 
amounting  to  $152,100.66  ($197,658.00  budgeted)  and 


“EXPENDITURES”  of  $41,922..59  ($194,795.28  budget- 
ed, as  amended). 

Membership  Classifications 

COCONINO  Theodore  E.  Bratrud,  M.D.  (Sedona-Santa 
Ana)  — Active,  granted  Associate  (dues  exempt), 
account  Residency  Training,  effective  January  1, 
1967. 

MARICOPA  Maricopa  County  Medical  Society  called 
attention  to  a number  of  its  members  who  have 
decided  to  suspend  the  active  practice  of  medicine 
to  pursue  residency  training.  Its  Board  of  Directors 
has  established  policy  to  reduce  these  members’ 
dues  by  one-half  since  they  are  leaving  the  area 
this  year.  Since  they  receive  only  partial  benefits 
from  the  Society,  it  is  felt  only  part  of  tlie  dues 
should  be  charged.  This  Association  is  requested 
to  give  a similar  reduction  in  dues  for  members 
leaving  mid-year  for  postgraduate  or  military  serv- 
ice duty.  It  was  pointed  out  that  neither  the  By- 
Laws  of  ArMA  nor  AMA  provide  therefor,  except- 
ing in  the  instance  of  a new  member  accepted  for 
membership  on  or  after  July  first. 

Referred  to  Articles  of  Incorporation  and  By- 
Laws  Committee  for  discussion. 

Avi  Ben-Ora,  M.D.  (Phoenix)  — Active  to  Asso- 
ciate (dues  exempt),  account  Residency  Training, 
effective  July  1,  1967,  forwarding  one-half  dues 
(1/1/67-6/30/67).  Unable  to  grant  in  absence  of 
By-Law  provision  therefor  as  to  dues. 

John  Allen  Jones,  M.D.  (Phoenix)  — Active, 
granted  Associate  (dues  e.xempt),  account  Residency 
Training,  effective  September  1,  1967. 

Frank  M.  Kilgard,  M.D.  (Phoenix)  — Active, 
granted  Associate  (dues  exempt),  account  retire- 
ment, effective  January  1,  1967. 

Martin  S.  Kleckner,  Jr.,  M.D.  (Phoenix)  — Active 
to  Associate  (dues  exempt),  account  retirement 
reason  of  health),  effective  January  1,  1965.  Mem- 
ber suspended  February  15,  1965,  account  non- 
payment of  1965  dues,  dropped  from  membership 
January  1,  1966.  TABLED. 

Thomas  E.  McCauley,  M.D.  (Phoenix)  — Active, 
granted  Associate  (dues  exempt),  account  Military 
Service,  effective  January  1,  1967. 

Ruth  L.  Steckl,  M.D.  (Phoenix)  — Active,  granted 
Service  (one-quarter  dues),  account  full-time  em- 
ployment — Maricopa  County  Health  Department, 
effective  January  10,  1967. 

Wayne  F.  Winn,  M.D.  (PhoenLx)  — Active  to 
Associate  (dues  exempt),  account  Residency  Train- 
ing, effective  May  1,  1967,  forwarding  one-half 
dues  (1/1/67-6/30/67).  Unable  to  grant  in  absence 
of  By-Law  provision  therefor  as  to  dues. 

PIMA  Ronald  Charles  Almgren,  M.D.  (Tucson)  — 
Active  (dues  exempt  1966  account  financial  hard- 
ship), granted  Active  (dues  exempt  account  contin- 
uing financial  hardship),  effective  January  1,  1967. 

Lindsay  E.  Beaton,  M.D.  (Deceased  2/8/67) 
(Tucson)  — Family  requests  1967  dues  refund  — 
both  ArMA  and  AMA.  Granted  refund  of  ArMA 
1967  dues.  As  regards  refund  of  1967  AMA  dues, 
this  is  matter  for  determination  of  that  Body  and 
family  should  make  request  known  corresponding 
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direct  with  AM  A.  Determined  to  refer  this  matter 
to  the  Articles  of  Incoqroration  and  By-Laws  Com- 
mittee for  discussion. 

Thomas  P.  K.  Lim,  M.D.  (Tucson)  — Active, 
granted  Associate  (dues  exempt),  account  Residency 
Training,  effective  February  10,  1967. 

Edward  S.  Lundgren,  M.D.  (Tucson)  — Active, 
granted  Service  (one-quarter  clues),  account  full- 
time employment  — Tucson  VA  Hospital  — April 

1966,  pending  receipt  of  dues,  effective  January  1, 

1967. 

Proposed  Meeting  Schedule 

Adopted  the  following  meeting  schedule  for  1967-68; 


Board  of  Directors 


May 

21,  1967 

January 

14,  1968 

July 

9,  1967 

March 

10,  1968 

September 

10,  1967 

April 

23,  1968 

November 

12,  1967 

(Annual  Meeting) 

Executive  Committee 

May 

20,  1967 

November 

11,  1967 

July 

8,  1967 

January 

13,  1968 

September 

9,  1967 

March 

9,  1968 

Professional  Committee 

June 

11,  1967 

December 

10,  1967 

October 

8,  1967 

February 

18,  1968 

Legislative  Committee 

October 

22,  1967 

December 

17,  1967 

February 

11,  1968 

Benevolent  and  Loan  Fund  Committee 
August  20,  1967 


House  of  Delegates 

Blue  Shield  Task  Force  — Report 

Dr.  Jarrett  advised  that,  in  accordance  with  the 
adopted  recommendations  of  the  Reference  Committee 
on  Resolutions  of  our  House  of  Delegates,  April  30, 
1966,  relating  to  Resolution  No.  8,  Blue  Shield  Organ- 
ization, the  Task  Force  of  the  National  Association  of 
Blue  Shield  Plans  undertook  and  completed  its  investi- 
gation and  has  submitted  its  report,  copies  of  wliich 
have  been  prepared  and  distributed  to  all  Delegates  and 
Alternate  Delegates,  including  members  of  this  Board. 
Its  conclusion: 

“The  Task  Force  has  been  unable  to  identify 
any  problem  confronting  Arizona  Blue  Cross- 
Blue  Shield  in  terms  of  its  operations,  or  of  its 
relations  to  the  physicians  and  hospitals  who 
provide  health  care,  or  of  its  ability  to  function 
effectively  as  a prepayment  mechanism  repre- 
senting the  physicians  and  hospitals  of  Arizona, 
that  would  be  resolved  or  materially  changed 
hy  establishing  separate  executive  directorships 
for  Blue  Cross  and  for  Blue  Shield.” 

Any  further  action  will  be  the  prerogative  of  the 
House. 


AMA  Disability  Insurance  Program 

Dr.  Melick  reviewed  briefly  correspondence  received 
from  the  Charles  O.  Finley  & Co.,  Inc.,  of  Chicago, 
Brokers,  the  Continental  Casualty  Co.  and  the  AMA 
relating  to  the  group  Disability  Insurance  Program  in 
effect,  available  to  members  of  AMA.  He  expressed 
the  view  that,  in  his  opinion,  there  has  been  consider- 
able misunderstanding  among  the  membership  regard- 
ing the  program;  further,  that  the  action  of  AMA  has 
been  considerate  and  the  Board  of  Trustees  is  well 
versed  in  the  way  the  program  should  be  carried  out. 
RECEIVED. 

Dr.  Hudson  reviewed  the  history  of  the  program 
commencing  just  prior  to  his  association  with  the  AMA 
Board  of  Trustees  in  1961.  Despite  the  fact  that  an 
independent  Actuary,  hired  by  the  Board,  following 
review  of  the  then  proposed  program,  would  have  noth- 
ing to  do  with  it,  and  question  raised  as  to  whether 
such  a program,  should  be  activated  in  the  light  of  other 
similar  programs  in  operation  through  State  and  County 
Medical  Societies  and  Specialty  Societies,  the  Board  did 
approve  it.  The  irrogram  had  unique  features  and  these 
unique  features  are  its  weakness  — the  easy  acceptance 
of  policyholders  without  evidence  of  insurability  and 
taking  people  into  a lifetime  retirement.  The  Board  in- 
teqDieted  the  will  of  the  House  of  Delegates  to  mean 
that  it  wants  some  kind  of  i^rogram  continued.  The 
Insurance  Committee  is  still  meeting  and  it  is  anticipated 
the  Board,  within  a couple  of  weeks,  will  receive  addi- 
tional information.  This  will  be  reported  to  the  House, 
Ijossibly  with  alternate  recommendations,  and  that  Body 
will  make  the  final  decision  at  the  June  annual  meeting. 
RECEIVED. 


ArMA  Resolution  No.  15  — Physicians 
on  Hospital  Boards 

Approved  interim  Presidential  appointment  of  Bertram 
L.  Snyder,  M.D.  (Phoenix),  as  a member  of  the  ArMA 
Ad  Hoc  Liaison  Committee  with  the  Arizona  Hospital 
Association. 

The  AMA  House  of  Delegates  in  Clinical  Session  last 
held  in  Las  Vegas,  Nevada,  adoirted,  as  amended.  Res- 
olution No.  43,  introduced  by  the  California  Delegation, 
reciting  the  following: 

“RESOLVED,  that  the  American  Medical  Associa- 
tion recommend  that  each  hospital  should  have 
at  least  one  voting  doctor  of  medicine  on  its 
Coverning  Board  who,  preferably,  shall  either 
be  appointed  or  elected  by  the  hospital  medical 
staff  from  its  membership;  and  be  it  further 
“RESOLVED,  that  such  representation  shall  take 
place,  wherever  feasible.” 

Dr.  Jarrett  commented  that  it  is  felt  hy  ArMA’s  Com- 
mittee that  something  could  he  accomplished  at  the 
national  level  if  AMA  would  meet  with  the  American 
Plospital  Association  seeking  the  latter’s  cooperation  by 
handing  down  information  to  the  state  hospital  associa- 
tions that  it  was  not  against  the  irolicy  of  AHA  to  lane 
physician  members  on  hospital  boards  of  directors  or 
trustees  with  the  right  to  vote.  Discussion  ensued  fol- 
lowing outline  of  attempts  made  this  past  fiscal  >car 
on  the  part  of  ArMA’s  Committee  to  achieve  for  Arizona 
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such  recognition  in  all  community  hospitals,  recognizing 
that  some  nineteen  out  of  fifty-five  hospitals  do  now 
have  such  representation. 

Unless  it  is  desirable  on  the  part  of  this  Association 
to  introduce  a resolution  in  the  AMA  House  of  Dele- 
gates expressing  such  desire,  Dr.  Hudson  agreed,  on 
official  request  from  ArMA,  to  include  the  subject  on 
the  agenda  of  the  next  liaison  meeting  with  the  American 
Hospital  Association.  SO  ORDERED. 

Board  of  Directors 

Board  of  Medical  Examiners  — Vacancy 

The  term  of  Zenas  B.  Noon,  M.D.  (Nogales-Santa 
Cruz),  present  member  of  the  Board  of  Medical  Exam- 
iners, State  of  Arizona,  expires  June  30,  1967. 

Inasmuch  as  tire  Medicine  and  Surgery  Act,  Chapter 
13,  A.R.S.,  precludes  reappointment  of  Dr.  Noon  at  this 
time,  John  F.  Kahle,  M.D.  (Flagstaff-Coconino),  and 
Deward  G.  Moody,  M.D.  (Nogales-Santa  Cruz),  were 
nominated,  the  names  of  at  least  two  candidates  to  be 
submitted  to  the  Governor  for  his  selection  to  fill  the 
vacancy  anticipated  July  1,  1967,  as  prescribed  by 
statute.  It  was  directed  that  the  Governor  be  so  informed. 
AMA  Council  on  Voluntary  Health  Agencies  — Meeting 

Dr.  Melick  reported  that  he  has  served  on  the  AMA 
Council  on  Voluntary  Health  Agencies  for  nearly  three 
years  and  feels  it  is  a worthwhile  project  which  is  to 
become  thoroughly  familiar  with  the  various  fund- 
raising activities  of  organizations  such  as,  but  not  lim- 
ited to,  the  National  Foundation,  Heart  Association, 
Cancer  Society,  et  al;  determine  the  purpose  of  each 
and  whether  the  money  collected  is  actually  being  dis- 
pensed therefor;  and  establishing  medical  qualifications 
for  recognition.  It  is  recommended  that  this  Association 
establish  a similar  local  state  committee  to  be  known 
as  the  Council  on  Volimtary  Health  Agencies.  The  AMA 
Council  is  scheduled  to  meet  in  Scottsdale,  February  2 
and  3,  1968.  It  is  anticipated  there  will  be  from  four 
to  eleven  Western  States  in  attendance.  Appointment  of 
an  ArMA  Council  at  this  time  would  afford  opportunity 
for  it  to  become  acquainted  with  the  project  and  par- 
ticipate in  the  program  February  next.  RECOMMEN- 
DATION NOTED. 

Club  Membership 

On  motion  regularly  made  and  unanimously  carried, 
directed  that  the  Central  Office  Advisory  Committee 
investigate  the  matter  and  establish  a satisfactory  mem- 
bership in  a club  or  private  organization  deemed  desir- 
able to  accomplish  this  purpose  (to  provide  a facility 
for  the  President  and  possibly  other  officers  of  the 
Association  to  meet  on  legitimate  ArMA  business). 
Southern  District  Director 

Warren  D.  Eddy,  Jr.,  M.D.  (Tucson),  Southern  District 
Director,  submits  resignation  as  a member  of  the  Board 
of  Directors.  No  action  required  inasmuch  as  Dr.  Eddy’s 
term  expires  with  this  annual  meeting  and  the  House 
of  Delegates  will  consider  a replacement  April  29,  1967. 

Board  of  Directors  of  Pima  County  Medical  Society 
advises  tlrat  in  meeting  held  April  17,  1967,  it  officially 
acted  to  submit  the  name  of  Alma  K.  Hansen,  M.D., 
as  a candidate  for  Southern  District  Director  (1967-69), 
as  a running  mate  with  Dr.  Herman  S.  Rhu,  Jr.  Such 
recommendation  will,  of  necessity,  be  required  to  be 
made  by  nomination  from  the  floor  of  the  House  of 


Delegates  Saturday  next.  It  was  pointed  out  that  Dr. 
Hansen  is  currently  certified  an  Alternate  Delegate  from 
Pima  Society,  who  is  not  eligible  to  run  for  office, 
excepting  on  recertification  as  a Delegate. 

Articles  of  Incorporation 
and  By-Laws  Committee 

On  motion  regularly  made  and  unanimously  carried, 
the  problem  of  membership  and  dues  be  referred  to 
the  Articles  of  Incorporation  and  By-Laws  Committee 
for  study  and  then  referral  to  the  Board  of  Directors. 

Benevolent  and  Loan  Fund  Committee 

Dr.  Cloud  reported  that  he  had  received  a letter  dated 
April  19th  from  Robert  M.  Kirk,  Manager,  Members 
Retirement  Section  of  the  Management  Services  Div- 
ision of  AMA,  stating  that  the  consolidation  of  the  ArMA 
Medical  Student  Loan  Fund  with  the  AMA-ERF  Fxmd 
is  progressing  satisfactorily  and  it  is  expected  to  have 
a contract  with  the  Valley  National  Bank  signed  shortly. 

Federal  Services  Committee 

Membership 

Approved  interim  Presidential  appointment  of  Deraid 
G.  May,  M.D.  (Phoenix),  as  member  of  the  Federal 
Services  Committee  for  the  term  1967-70,  to  serve  as 
chairman  of  its  subcommittee  on  mental  health  legisla- 
tion. 

Accepted  resignation  of  Sidney  R.  Kemberling,  M.D. 
(Tucson),  as  a member  of  the  Federal  Services  Commit- 
tee serving  as  chairman  of  its  subcommittee  on  Indian 
Health. 

Title  XIX  Planning  — Report 

Dr.  Steen  reported  on  the  activity  of  the  Federal 
Services  Committee  and  particularly  the  study  under- 
taken as  relates  to  Title  XIX  planning.  He  called  upon 
Dr.  Reed,  chairman  of  the  Title  XIX  subcommittee,  to 
present  his  comments. 

Dr.  Reed  states  that  he  considers  the  plan  developed 
to  the  point  where  it  is  ready  for  legal  review  dependent 
upon  action  taken  by  the  Board.  The  plan,  copies  of 
which  were  presented  to  each  Board  member,  is  based 
upon  the  format  suggested  by  the  Department  of  Health, 
Education  and  Welfare.  The  outline  is  the  result  of 
conferences  held  by  the  Committee  with  the  help  of  the 
State  Board  of  Health  and  its  advisors. 

Of  primary  importance  to  the  practicing  physician 
are  the  eligibility  standards  outiined.  The  dollar  amount 
has  been  left  blank  which  would  limit  or  describe  those 
who  are  eligible.  It  is  felt  that  tliis  is  a matter  which 
should  be  left  up  to  the  Legislature.  Exhibit  “A”,  range 
$0  to  $3200.00  provides  for  a family  of  four,  which 
chart  shows  the  projected  program  costs  after  predict- 
able use  factors  are  applied  totalling  $12,967,369.00. 
This  would  be  Arizona’s  share  in  the  program  with  the 
Federal  share  being  approximately  $23,000,000.00,  or  a 
total  cost  as  projected  by  the  statistician  of  $36,944,- 
000.00.  It  would  include  the  five  basic  coverages  in 
addition  to  certain  dental,  optometric  and  drug  costs. 
Arizona  currently  spends  something  in  the  neighborhood 
of  $15,000,000.00.  Any  attempt  to  try  and  limit  the 
number  of  those  who  might  be  covered  has  been  avoid- 
ed as  this  is  considered  the  prerogative  of  the  Legisla- 
ture. 

The  “basic  five”  coverages  include:  “in-patient  hos- 
pital services,”  “out-patient  hospital  services,”  “other 
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laboratory  and  x-ray  services,”  “skilled  nursing  services,” 
and  “physician  services”  wherever  furnished.  The  law 
provides  that  these  must  be  incorporated  in  any  Title 
XIX  legislation  undertaken.  In  addition,  essential  “drugs” 
and  “medical  supplies”  supplied  by  a licensed  physician 
within  tlie  scope  of  his  practice  are  included,  as  may 
be  authorized  by  state  law  and  recommended  by  a 
committee  of  physicians  appointed  by  the  Commissioner 
of  the  State  Department  of  Health  from  a Ust  of  names 
to  be  furnished  by  the  Arizona  Medical  Association  and 
the  Arizona  Osteopathic  Association. 

Dental  services,  surgery  related  to  the  jaw  or  any 
structure  contiguous  to  the  jaw;  or  the  reduction  of  any 
fracture  of  the  jaw  or  any  facial  bones  when  provided 
by  a practitioner  who  has  been  licensed  to  practice 
dentistry  under  the  laws  of  the  State  or  under  compar- 
able license  or  laws  of  other  states,  subject  to  prior 
authorization  being  obtained  for  repair  and  replacement 
of  dentures  from  the  State  Health  Department; 

Optometric  services  and  optometric  materials  for  the 
correction  of  visual  defect  with  eyeglasses  prescribed 
by  a physician  skilled  in  diseases  of  the  eye  or  by  an 
optometrist  hcensed  to  practice  optometry,  whichever 
practice  the  individual  patient  may  select,  subject,  how- 
ever, to  prior  authorization  being  obtained  from  the 
State  Health  Department  when  eyeglasses  are  provided 
by  a physician,  optometrist  or  optician; 

When  prescribed  by  a licensed  physician,  licensed 
medical  and  nursing  home  care  services  for  individuals 
twenty-one  years  of  age  or  older; 

When  preseribed  by  a lieensed,  out-patient  hospital 
diagnostic  laboratory  and  x-ray  services,  and  other  diag- 
nostie  screening,  preventive  and  rehabilitating  services 
to  an  out-patient  by  a hospital  or  by  others. 

Exclusions  are  set  forth  in  the  report. 

As  regards  method  of  payment,  the  usual  and  cus- 
tomary fee  concept  has  been  used.  Payments  for  out- 
patient hospital  services  will  be  on  this  same  basis  in 
accordance  with  standards  approved  by  the  State  Health 
Department,  not  to  exceed  the  amount  that  would  be 
charged  in  respect  to  patients  who  are  not  recipients 
of  public  assistance  for  a comparable  service  under 
comparable  circumstances. 

As  to  the  future  course  of  this  Committee,  providing 
it  is  the  will  of  the  Board  or  House  of  Delegates  to 
appoint  such  a committee  for  the  coming  year,  it  was 
recommended: 

1.  That  we  have  legal  review  of  the  plan  to  make 
sure  of  its  proper  legal  approach; 

2.  That  we  send  out  a proposed  letter  to  seleeted, 
interested  individuals  or  group  organizations,  for- 
warding a copy  of  the  plan,  seeking  comments  and 
any  changes  recommended,  setting  a time  hmit  of 
sixty  days  for  response; 

3.  That  the  Title  XIX  subcommittee  of  the  State 
Legislature  be  eontacted  by  the  ArMA  Committee 
and  its  subeommittee  in  conjunction  with  its 
Legislative  Committee. 

It  was  regularly  moved  and  unanimously  carried  that 
the  report  be  aecepted  as  presented. 

It  was  determined  to  include  on  the  agenda  of  the 
next  Board  meeting  further  reeommendations  of  the 
Federal  Services  Committee  dealing  with  (a)  Indigent 


Medicare  Patients  — Assignments;  (b)  Medicare  Fee 
Financed  Foundations;  and  (c)  recommendation  of  ap- 
pointment of  Charles  P.  Dries,  M.D.  (Phoenix)  to  mem- 
bership on  the  Federal  Services  Committee  to  serve  as 
chairman  of  the  subcommittee  on  OEO  programs.  Re- 
garding item  (b),  it  was  announced  that  two  resolutions 
pertaining  thereto  will  be  introduced  in  the  House  of 
Delegates  tomorrow. 

Legislative  Committee 

Membership 

Approved  established  staggered  terms  for  previously 
appointed  members  to  the  Legislative  Committee,  i.e., 
Doctors  Chester  G.  Bennett  (Phoenix)  1966-69;  C. 
Truman  Davis  (Mesa)  1966-68;  Arthur  V.  Dudley,  Jr. 
(Tucson)  1966-67;  Richard  O.  Flynn  (Tempe)  1966-69; 
Donald  F.  Griess  (Tucson)  1966-69;  Gordon  J.  Hippert 
(Tucson)  1966-68;  Robert  J.  Oliver  (Tucson)  1966-67; 
and  Lowell  C.  Wormley  (Phoenix)  1966-67. 

Chapter  131,  A.R.S.  — 1967  Emergency  Aid 

Counsel  reported  briefly  that  the  Association  had 
before  the  State  Legislature  this  year  a Good  Samaritan 
measure.  The  Legislature  passed  a bill,  the  wording  of 
which  was  other  than  that  included  in  the  Association- 
supported  measure  and  followed  the  Mississippi  Act 
which  had  been  endorsed  by  AMA.  The  Attorney  Gen- 
eral was  asked  to  render  an  opinion  on  whether  the 
Act,  passed  by  the  Legislature,  is  constitutional.  It  was 
declared  unconstitutional  in  which  Counsel  agreed  for 
tlie  reason  that  it  removed  one  segment  of  the  pubhc  — 
namely  those  who  would  be  present  at  the  scene  of  an 
accident,  whether  they  would  be  physicians  or  not,  from 
ordinary  negligence  liability,  and  there  is  a specific 
provision  in  the  Constitution  which  says  that  you  may 
not  relieve  any  particular  group  from  Lability.  The  bill 
of  the  Legislature  is  now  law  until  it  is  contested  in 
the  Courts.  It  will  serve  as  a deterrent  to  people  who 
do  not  understand  it  well. 

Professional  Committee 

AMA  Nursing  Conference 

Designated  William  G.  Payne,  M.D.  (Tempe)  and 
Dermont  W.  Melick,  M.D.  (Phoenix),  alternate,  to  rep- 
resent this  Assoeiation  at  the  scheduled  nursing  confer- 
ence sponsored  by  the  AMA  Committee  on  Nursing 
to  be  held  in  Chicago,  October  6,  1967. 

Medical  Education  — Millis  Report 

Dr.  Melick  stated  that  all  should  by  now  have  heard 
of  the  Millis  Report  deaUng  with  the  family  primary 
physician  concept.  It  is  one  of  three  other  reports 
referable  to  the  subjeet  reviewed  quite  thoroughly  by 
the  Section  on  Medical  Education  of  the  Professional 
Committee.  A resolution  will  be  introduced  in  the  House 
tomorrow  wherein  it  is  concluded  that  the  Millis  Report 
be  approved  in  spirit;  however,  a resolution  condemning 
it  or  giving  unqualified  support  appears  not  in  order 
at  this  time. 

Membership 

Approved  interim  Presidential  appointment  of  Robert 
J.  Antos,  M.D.  (Phoenix),  as  a member  of  the  Profes- 
sional Committee  for  the  term  1967-70,  to  serve  as 
chairman  of  the  Section  on  Poison  Control,  recently 
reactivated. 

Approved  interim  Presidential  appointment  of  Robert 
S.  Ganelin,  M.D.  (Phoenix),  as  a member  of  the  Pro- 
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fessional  Committee  for  the  term  ending  in  1967  to  fill 
a vacancy  and  serve  as  chairman  of  the  Section  on 

Public  Health. 

Safety  — Automotive  Crash  Injury  Research  Program 
Approved  Association  participation  in  the  proposed 
Arizona-Cornell  Automotive  Crash  Injury  Research  Pro- 
gram, a proposed  study  of  injury  producing  passenger 
car  accidents  in  this  State  including  districts  in  Phoenix, 
Holbrook,  Claypool,  Tucson,  Flagstaff,  Nogales  and 
Kingman.  Other  participating  organizations  are  the 
Arizona  Highway  Patrol,  the  Arizona  State  Department 
of  Plealth,  and  the  Arizona  Hospital  Association.  The 
project  has  the  endorsement  of  the  Section  on  Safety  of 
the  Professional  Committee  and  is,  to  some  degree, 
similar  to  that  successfully  conducted  in  Arizona  by 
Cornell  several  years  ago. 

Disaster  Medicine  — Immunization 

Dr.  Baker  reported  on  the  national  adult  and  pediatric 
immunization  program  inaugurated.  Elimination  of 
measles  has  been  chosen  a project  for  1967.  A plan  has 
been  developed  for  Arizona,  primarily  a private  medical 
practitioner’s  program,  encompassing  tetanus,  smallpox 
and  diphtheria  in  adults  in  addition  to  measles  in  both 
adult  and  child.  The  May  issue  of  ARIZONA  MEDICINE 
will  be  devoted  to  immunization  initiating  the  program. 
A professional  public  relations  educational  program  is 
planned  to  be  concluded  by  July  1967,  emphasizing 
both  the  present  need  for  immunization  and  its  im- 
portance as  a life-time  continuing  program,  stressing 
the  part  of  the  practitioner’s  office  as  the  primary  site 
for  this  accomplishment.  The  schedule  projects  com- 
mencement in  late  August  1967,  to  continue  toward  a 
peak  level  over  a period  of  from  eight  to  twelve  weeks. 
Active  participation  by  the  Arizona  Pharmaceutical  As- 
sociation, members  of  state  and  county  medical  societies, 
Arizona  Hospital  Association,  Arizona  State  Nurses’ 
Association,  and  county  and  state  public  health  depart- 
ments is  anticipated.  Estimated  total  cost  of  the  public 
relations  campaign  is  $11,000.00. 

Authorized  an  additional  $10,000.00  appropriated  to 
the  Professional  Committee  for  this  immunization  project, 
a sum  of  $1,000.00  having  been  previously  appropriated 
therefor;  and  approved  the  program. 

Board  of  Health  — Premature  Infants 

Dr.  Yount,  Jr.,  as  President  of  the  Arizona  State  Board 
of  Health,  presented  for  discussion  the  special  demon- 
stration project  for  the  passport  and  care  of  premature 
infants  being  organized  by  its  Department  of  Maternal 
and  Child  Health.  The  hiring  of  a neonatologist  or  con- 
sultant (pediatrician)  part  time  for  the  project  by  the 
State  is  the  point  in  question  as  to  the  desirability  and 
cost.  Reference  was  made  to  the  costly  obstetrical  and 
gynecological  program  in  Pinal  County  based  upon  the 
number  of  peoj)le  to  benefit.  To  be  eligible  for  this  new 
project,  babies  must  be  from  outside  tire  metropolitan 
Phoenix  area,  since  the  project  is  aimed  at  sparsely 
settled  areas  in  Arizona  where  hospital  equipment  facil- 
ities and  trained  teams  for  the  care  of  the  premature 
are  not  readily  available.  The  question;  does  this  Asso- 
ciation favor  the  Health  Department  proceeding  with 
this  project,  and  others  may  present  themselves,  in  which 


instance  the  department  may  hire  doctors  who  will  go 
out  and  practice  medicine  in  the  community.  MATTER 
TABLED. 

Woman’s  Auxilary 

Program  of  the  Woman’s  Auxiliary  for  1967-68  and 
estimated  budget,  including  an  appropriation  of  $1,000.00 
anticipated  to  be  received  from  the  Association,  pre- 
sented by  Mrs.  E.  B.  Jolley,  President-Elect.  RECEIVED. 

Public  Relations  Committee 

Martin  G.  Fronske,  M.D.  (Flagstaff),  expresses  appre- 
ciation for  having  been  nominated  to  receive  the  A.  H. 
Robins  Community  Service  Award.  RECEIVED. 

Scientific  Assembly  Committee 

Camelback  Inn  (Scottsdale)  extends  invitation  to  host 
this  Association’s  1968  annual  meeting  (choice:  4/23-27; 
10/8-12;  11/5-9)  and/or  the  1969  meeting  (choice: 
4/22-26).  REEERRED  TO  COMMITTEE. 

Communications 

SAMA  — Membership 

Student  American  Medical  Association  expresses 
thanks  for  ArMA  sustaining  membership  subscription. 
RECEIVED. 

Family  of  Lindsay  E.  Beaton,  M.D. 

The  family  of  Lindsay  E.  Beaton,  M.D.,  e.xpresses 
appreciation  for  kind  e.xpression  of  sympathy  by  this 
Association.  RECEIVED. 

Anatomical  Board 

Philip  H.  Krutzsch,  Ph.D.,  Professor  and  Head  of 
Department  of  Anatomy,  University  of  Arizona  College 
of  Medicine,  e.xpresses  appreciation  for  audience  granted 
him  January  twenty-ninth  and  enthusiasm  and  support 
demonstrated  by  the  Board  of  Directors  in  the  operating 
procedures  of  the  Anatomy  Board.  RECEIVED. 

Staff  Bonus 

Inadvertently  omitted  from  the  agenda  of  the  Jan- 
uary Board  meeting,  staff  of  the  Central  Office  expresses 
grateful  appreciation  for  the  thoughtfulness  of  the 
remembrance  at  Christmas  time.  RECEIVED. 

Utah  State  Medical  Association 

Utah  State  Medical  Association  e.xpresses  disagree- 
ment with  the  AMA  House  of  Delegates’  action  to 
rescind  the  receipted-bill  clause  of  the  Medicare  law. 
A resolution  is  intended  to  be  introduced  at  tire  forth- 
coming annual  meeting  in  Atlantic  City  to  reverse  this 
decision. 

It  was  regularly  moved  an  unanimously  carried  that 
the  ArMA  Delegates  to  AMA  be  instructed  to  support 
the  Utah  position  when  it  comes  up  at  the  AMA  meet- 
ing in  Atlantic  City. 

Olher  Business 

Museum  of  Pioneer  Medicine 

Dr.  Dysterheft  presented  a letter  dated  March  fif- 
teenth, received  from  Carl  E.  Behle,  Director,  Public 
and  Professional  Relations,  Arizona  Blue  Shield,  suggest- 
ing the  creation  of  a Museum  of  Pioneer  Medicine  in 
Arizona,  as  a joint  project,  offering  his  assistance. 

It  was  regularly  moved  and  rmanimously  carried  that 
this  matter  be  referred  to  the  History  and  Obituaries 
Committee  for  study  and  report  to  this  Board. 

Publishing  Commitlee 

Dr.  Schoen  reported  upon  the  meeting  of  his  Pub- 
lishing Committee  held  Sunday  last  presenting  two  items 
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of  business  directed  referred  to  this  Board  for  considera- 
tion, each  invohing  the  Medical  Society  of  the  United 
States  and  Mexico,  (1)  dealing  with  subscription  to 
ARIZONA  MEDICINE  by  the  doctors  of  Mexico,  and 
(2)  reference  of  that  society  in  the  masthead  of  ARI- 
ZONA MEDICINE. 

It  was  regularly  moved  and  unanimously  carried  that 
the  members  of  the  Medical  Society  of  the  United 
States  and  Mexico  (non-members  of  ArMA)  be  asked 
to  subscribe  to  ARIZONA  MEDICINE  paying  the 
subscription  fee  which  is  cirrrently  $5.00. 

Determined  to  table,  at  least  for  the  present,  decision 
to  remove  from  the  ARIZONA  MEDICINE  journal 
masthead  reference  to  the  Medical  Society  of  the  United 
States  and  Mexico. 

Chairman  Comments 

Dr.  Dudley  e.xpressed  to  the  Board,  this  being  his  last 
act  as  chairman,  “I  wish  to  thank  each  and  every  mem- 
ber of  the  Board,  the  executive  staff  and  the  girls 
behind  the  executive  staff  that  are  in  attendance.  It  has 
been  my  pleasure  to  represent  you  and  I wish  to  thank 
you  all  for  your  most  diligent  efforts.” 

MEETING  ADJOURNED  AT  12:01  A.M. 

Charles  E.  Henderson,  M.D. 

Secretary 


BOARD  OF  DIRECTORS 

Meeting  of  the  Board  of  Directors  of  The  Arizona 
Medical  Association,  Inc.,  held  Sunday,  May  21,  1967, 
in  the  Convention  Center  of  the  Safari  Hotel,  Scotts- 
dale, Arizona,  convened  at  10:10  a.m.,  Arnold  H. 
Dysterheft,  M.D.,  President  and  Acting  Chairman, 
presiding. 

Roll  Call 

PRESENT:  Drs.  Beckwith,  Harry  S.;  Brooks,  Jack  E.; 
Dew,  Philip  E.;  Dudley,  Jr.,  Arthur  V.,  President-Elect; 
Dysterheft,  Arnold  H.,  President;  Finke,  Howard  W.; 
Flynn,  Richard  O.,  Vice  President;  Grobe,  James  L.; 
Heileman,  John  P.,  Secretary;  Henderson,  Charles  E.; 
Jarrett,  Paul  B.;  Landeen,  Fred  H.,  Treasurer;  Melick, 
Demiont  W.;  Moody,  Deward  G.;  Price,  Robert  A.; 
Rhu,  Jr.,  Hermann  S.;  Sattenspiel,  Edward;  Schoen, 
Roland  F.;  Standifer,  John  J.;  Steen,  William  B.;  Young, 
Woodson  C. 

Counsel: . Mr.  Jacobson,  Edward. 

Staff:  Messrs.  Carpenter,  Robert,  Executive  Secretary, 
ArMA;  Robinson,  Bruce  E.,  Assistant  Executive  Secre- 
tary, ArMA;  Boykin,  Paul  R.,  Executive  Secretary, 
BOMEX. 

Guests:  Messrs.  Blazek,  James  J.,  Administrator,  Phoe- 
nix Medicare  Claim  Administration,  Aetna;  Stewart, 
Robert  E.,  Assistant  Secretary,  Aetna;  Dr.  Chesser,  Ian 
M.,  Chairman,  Medical  Economics  Committee,  ArMA; 
Mr.  Fisher,  Charles  A.,  Insiurance  Broker;  Mr.  Bromley, 
Jr.,  John  R.,  Vice  President  and  Trust  Officer,  Guaranty 
Bank. 

EXCUSED:  Drs.  Cloud,  Daniel  T.;  Derickson,  Philip 
G.;  Dexter,  Richard  L. 

Welcome 

The  President  and  Acting  Chairman,  Dr.  Arnold  H. 
Dysterheft,  in  behalf  of  the  Board  of  Directors,  e.xtended 
a cordial  welcome  to  and  introduced  the  newly  elected 
members  to  this  Board:  Drs.  Philip  E.  Dew  (Tucson), 


Southern  District  Director;  James  L.  Grobe  (Phoenix), 
Central  District  Director;  John  P.  Pleileman  (Phoenix), 
Secretary;  Edward  Sattenspiel  (Phoenix),  Central  District 
Director;  John  J.  Standifer  (Kingman),  Northwestern 
District  Director;  and  Woodson  C.  Young  (Phoenix), 
Central  District  Director. 

Board  Organization 

Richard  O.  Flynn,  M.D.,  Vice  President,  was  duly 
nominated  and  elected  by  acclamation  Chairman  of  the 
Board  of  Directors  for  1967-68.  He  assumed  the  Chair 
at  this  point. 

Minutes 

Approved  minutes  of  the  meeting  of  the  Board  of 
Directors  held  April  25,  1967. 

Aetna  Life  and  Casualty  Company 
— Medicare 

CHAIRMAN: 

We  have  with  us  this  morning  representatives  of  the 
Aetna  Life  and  Casualty  Company,  Intermediary 
for  Medicare  (Public  Law  89-97,  Title  XVHI,  Part 
B)  who  have  sought  an  audience  with  this  Board, 
the  result  of  action  of  our  House  of  Delegates, 
April  29,  1967.  Most  of  us  know  Mr.  James  J. 
Blazek,  Administrator  of  the  Phoenix  Medicare 
Claim  Administration  of  Aetna,  and  with  him  is  Mr. 
Robert  E.  Stewart,  Assistant  Secretary  of  Aetna. 
I will  call  upon  Mr.  Blazek  to  open  the  discussion. 
Mr.  Blazek. 

MR.  BLAZEK: 

I have  been  asked  to  speak  to  you  following  the 
results  of  Resolution  No.  10  (1966)  asking  for 
another  Carrier.  I would  like  to  introduce  to  you 
Mr.  Stewart,  our  Assistant  Secretary,  who  is  in 
charge  of  all  of  the  states  in  which  Aetna  has 
Medicare  Offices.  Mr.  Stewart. 

MR.  STEWART: 

Referring  to  the  resolution  recently  passed  by  your 
House  of  Delegates  whereby  the  State  Association 
now  requests  the  Department  of  HEW  to  replace 
Aetna  Life  and  Casualty  as  Medicare  Part  B Admin- 
istrator in  Arizona,  and  at  the  earliest  possible 
moment,  we  have  asked  ourselves  time  and  again 
where  we  failed  the  doctors  of  Arizona.  Perhaps 
we  have  been  too  obsessed  with  providing  good 
claim  service,  and  maybe  we  have  overlooked  some- 
thing along  the  way.  In  any  event,  we  have  not  yet 
come  up  with  an  answer  to  our  satisfaction.  There- 
fore I am  in  hopes  that  you  will  be  able  to  give  us 
some  clues  as  to  where  we  have  gone  astray,  so 
that  we  can  try  to  live  up  to  your  expectations  dur- 
ing whatever  time  we  have  left. 

Reviewing  our  administration  of  the  Medicare  Pro- 
gram Part  B in  Arizona,  since  its  inception  in  July 
of  1966,  when  we  started  out,  we  had  to  make 
plans  to  staff  an  office  to  work  our  procedures, 
etc.,  well  in  advance  of  July,  1966.  So,  about  March 
or  April,  we  had  to  come  to  some  conclusions  as  to 
type  of  office  procedures  we  would  follow,  even 
though  at  that  time  it  wasn’t  clear  as  to  what  the 
workload  volume  would  be,  and  what  regulations 
the  Social  Security  Administration  would  hand 
down  to  guide  the  various  Carriers.  Indeed,  many 
of  the  regulations  that  were  made  by  the  SSA 
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have  had  to  do  with  the  actual  processing  of  claims 
and  were  not  released  until  well  after  July  first,  and 
when  they  were  released,  they  were  changed  time 
and  again  requiring  changes  in  our  various  proce- 
dures. On  the  basis  of  original  estimates  given  to 
us  by  SSA  as  to  the  volume  of  work  and  their 
procedures,  we  figured  that  we  would  need  twenty- 
seven  people  in  Arizona  to  handle  the  claims  for 
beneficiaries  in  Arizona  under  Part  B.  It  may  interest 
you  to  know  that,  at  the  present  time,  we  have 
ninety-four.  This  rapid  expansion  was  a problem, 
for  when  you  find  yourself  with  twenty-seven  or 
thirty  people  according  to  your  original  estimate  and 
the  claims  start  increasing  overnight,  you  can’t  go 
out  and  just  hire  an  additional  seventy  people  today 
and  have  them  come  in  tomorrow  and  process  all 
of  these  claims  the  way  they  are  supposed  to  be 
processed.  So  we  had  the  problem  of  recruiting, 
of  getting  additional  office  space,  of  getting  addi- 
tional equipment,  etc.,  and  at  the  same  time,  try  to 
keep  the  backlog  of  claims  from  building  to  propor- 
tions that  were  impossible.  I can  say  now  that  the 
backlog  was  increasing  considerably,  and  by  Jan- 
uary 1967,  our  Phoenix  Office  had  something  like 
twenty  thousand  bills  that  were  unprocessed.  All 
this  time  we  were  training  new  people  in  an  effort 
to  keep  the  backlog  from  growing  bigger  and  to 
reduce  it  as  fast  as  possible.  We  called  upon  people 
from  other  offices  that  we  have  throughout  the 
country.  In  November  and  December,  we  brought 
in  thirteen  to  fifteen  people  at  various  times  from 
other  offices  throughout  the  country;  trained  to  help 
streamline  their  procedures  so  that  we  could  give 
these  people  things  to  do  that  would  not  be  too 
technical  so  that  we  could  use  the  people  that  we 
had  already  trained  for  the  more  technical  aspects 
of  processing  claims.  Christmas  and  New  Year’s 
were  coming  up,  so  we  sent  these  people  home; 
however,  the  first  week  in  January  we  brought  in 
another  crew  of  them.  They  were  here  for  the 
entire  month  of  January.  In  February,  we  brought 
back  another  crew  of  fifteen  people;  all  the  time, 
trying  to  reduce  this  backlog  and  get  our  claim 
payments  on  a current  basis.  By  the  end  of  Feb- 
ruary, we  were  about  as  current  as  we  could  pos- 
sibly be  and  operate  within  the  framework  that 
SSA  had  set  down  for  Carriers  to  operate  under. 


You  might  be  interested  in  a letter  that  is  written 
to  John  Hill,  President  of  Aetna  Life  Insurance 
Company,  on  April  5,  1967,  from  the  Department 
of  HEW.  I would  like  to  read  it  to  you.  “Dear  Mr. 
Hill:  In  our  haste  to  release  contract  renewal  letters 
a week  before  the  notice-of-intent  date  of  April  2, 
we  omitted  stating  in  our  letter  of  March  25  that 
your  nmnber  of  weeks  of  work  on  hand,  1.5  weeks, 
was  among  the  lowest  in  the  country,  and  that  the 
percentage  of  claims  pending  over  thirty  days  was 
only  17.8  percent  as  compared  to  the  national 
average  of  24.5  at  the  end  of  February.  We  are 
very  gratified  by  the  achievement  of  your  Medicare 
Operation  as  reflected  by  these  two  important 


indexes.  Sincerely  yours,  Arthur  Hess,  Director  — 
Bureau  of  Health  Insurance.” 

We  did  work  hard.  I think  that  we  were  fortmiate 
and  had  it  over  some  other  Carriers  in  that  we 
were  able  to  draw  on  persormel  of  some  one  him- 
dred  and  thirty  claim  offices  throughout  the  coun- 
try to  come  in  and  get  us  out  of  a jam.  This  is 
nothing  new  to  us,  of  course.  We  do  transport  om: 
personnel  into  any  office  from  any  office  in  cases 
of  emergency,  and  this  is  what  we  did. 

Since  February,  the  office  here  in  Phoenix  has  been 
operating  between  one  and  two  weeks.  Assuming 
there  is  a clean  claim,  we  are  paying  them  in  from 
one  to  two  weeks  from  the  time  that  they  are 
received.  It  will  probably  never  be  possible,  under 
the  existing  procedures,  to  pay  a claim  in  much  less 
than  five  days,  and  I would  hke  to  tell  you  a little 
bit  why  this  is  so.  You  have  got  to  understand  the 
procedure.  When  a bill  comes  in  from  a physician  or 
from  a beneficiary,  a Carrier  must  query  Baltimore 
as  to  the  status  of  the  beneficiary’s  coverage  — 
whether  he  is  eligible  in  the  first  place,  and,  if  he 
is  eligible,  what  the  status  of  his  deductible  is. 
Let’s  assume  that  a claim  comes  in  our  office  on 
Monday.  We  then  have  to  prepare  a coded  sheet 
that  is  put  on  the  teletype  machine  in  omr  office 
which  is  linked  direct  to  Baltimore.  Say  that  this 
goes  in  on  Monday;  it  is  received  in  Baltimore  in 
the  evening;  and  shortly  after  it  is  received,  they 
search  their  master  records  to  determine  ehgibihty 
and  the  status.  This  procedmre  in  the  beginning 
was  taking,  by  the  time  that  we  got  our  reply  back 
from  Baltimore,  anywhere  from  one  week  to  a 
week  and  a half,  to  just  get  the  reply  back,  because 
of  the  massiveness  of  this  program,  as  they  were 
getting  these  requests  from  every  Carrier  in  the 
coimtry,  and  they  had  their  problems  straightening 
out  their  programming  in  order  to  get  the  rephes 
back.  This  has  improved;  but,  even  now,  it  is  taking 
anywhere  from  three  to  four  days  to  get  a reply 
back  from  Baltimore.  So  the  claim  comes  in  on 
Monday  and  we  question  Baltimore.  We  aren’t  going 
to  know  what  the  status  of  this  person’s  coverage 
and  deductible  is  under  the  most  favorable  condi- 
tions until  about  Thursday.  As  soon  as  we  get  it, 
if  we  get  right  on  it,  we  aren’t  to  get  that  draft  out 
to  the  physician  of  the  beneficiary  until  probably 
Friday.  Tliis  is  under  the  very  best  of  conditions. 
Now,  this  is  the  procedure;  so  that  when  we  say 
that  we  are  (In  Mr.  Hess’s  letter)  — that  we  are 
1.5  weeks  behind,  when  you  subtract  the  minimum 
time  of  one  week  from  that,  we  still  are  operating 
about  three  to  five  days  behind  schedule.  Of 
course,  if  you  have  already  processed  a deductible, 
then  you  can  process  the  claim  as  soon  as  you  get 
it,  and  I believe  those  are  going  out  about  three 
to  five  days  from  the  date  they  are  received  — 
anyway,  within  a week.  I wanted  you  to  know  a 
little  bit  about  what  the  processing  procedure  was. 

We  also,  as  you  know,  when  we  started  out  on  this 


602 


Arizona  Medicine 


program,  we  asked  from  your  Association  to  recom- 
mend some  doctors  that  we  could  use  as  consult- 
ants, because  we  felt  that  it  is  important  that  the 
medical  profession  have  a part  in  determining 
questionable  cases.  This  is  certainly  much  better 
than  having  a third-party  carrier  decide  unilaterally 
that  this  is  proper,  or  isn’t  proper,  or  this  or  that 
charge  is  too  high  or  low,  etc.  We  have  used  con- 
sultants that  have  been  recommended  by  your 
Association  and  by  the  various  County  Societies  on 
many  occasions,  and  we  are  most  grateful  for  the 
cooperation  that  they  have  given  us.  You  also  set 
up  Review  Committees  to  assist  us  on  the  real 
tough  cases,  and  we  have  not  found  it  necessary  to 
review  with  the  Committee  — usually  in  talking 
with  the  consultant  and  by  talking  with  the  doctors 
themselves,  we  have  been  able  to  resolve  the  ques- 
tionable issues  without  taking  it  so  far  as  the  Re- 
view Committee. 

Considering  all  of  this,  then,  it  is  most  difficult  to 
understand  your  request  that  we  depart  from  the 
Medicare  scene  in  Arizona.  It  seems  to  us  that  we 
have  done  everything  that  we  can  think  of  to  bring 
good  administration  to  the  doctors  and  beneficiaries 
of  Arizona,  and  yet  it  seems  to  us  that  you  have 
seen  fit  to  vote  out  a Carrier  that  is  paying  claims 
about  as  fast  as  any  Carrier  in  the  country  and 
faster  than  most  of  them.  You  have  also  decided  to 
vote  out  a Carrier  who,  in  its  Part  A operations, 
and  we  do  operate  in  Part  A,  is  probably  making 
payment  to  hospitals,  full  health  agencies,  and 
extended  care  facilities  quicker  than  any  Carrier  in 
the  country.  SSA  has  not  released  figures,  but  on 
Part  A we  are  paying  claims  to  hospitals  on  an 
average  of  within  two  to  four  days  from  the  date 
the  bill  is  received.  If  anyone  doubts  that,  I would 
be  very  glad  to  give  you  a list  of  every  hospital, 
nursing  home,  health  agency  that  we  are  serving 
throughout  the  country,  and  you  may  take  it  upon 
yourself  to  write  them  and  ask  them  what  service 
they  are  getting  from  us.  I mention  the  Part  A 
only  because  of  your  resolution.  In  considering 
another  Carrier,  you  were  doing  so,  under  the 
reasons  given,  because  of  the  satisfactory  job  this 
Carrier  was  doing  for  hospitals  in  the  State  of 
Arizona.  I am  sure  that  he  is  doing  a very  satisfac- 
tory job,  but  I challenge  that  Carrier  to  say  that 
he  is  paying  claims  to  Arizona  hospitals  faster  than 
we  are  paying  to  the  hospitals,  nursing  homes, 
health  agencies,  etc.  You  have  also  seen  fit  to  vote 
out  the  largest  commercial  writer  of  health  cover- 
ages in  the  world.  This  is  the  station  that  Aetna  Life 
and  Casualty  enjoys,  and  I suggest  to  you  that  we 
do  not  enjoy  this  station  because  of  inferior  services 
to  the  public  that  we  serve.  You  have  also  seen  fit 
to  vote  out  a company  that  pioneered  the  concept 
of  usual  and  customary  type  insurance  plans;  and, 
finally,  you  have  voted  out  a Carrier  that,  along 
with  the  Medical  Association,  fought  against  the 
Medicare  legislation  down  to  the  bitter  end.  What 
is  done  is  done.  We  are  very  sorry.  We  are  per- 
plexed. All  we  hope  is  that  either  today  or  after 
your  meeting  today,  you  can  give  us  some  idea  as 


to  where  we  can  improve.  In  closing,  let  me  say 
this  morning,  as  Director  of  Medicare  Operations, 
I respectfully  ask  you;  Centlemen,  how  did  we  stall? 

DR.  DYSTERHEFT: 

We  thank  you,  Mr.  Stewart,  for  coming.  As  you 
know,  we  have  a Federal  (now  Covemmental)  Serv- 
ices Committee  that  meets,  and  you  are  surely 
invited  to  all  of  our  meetings,  and  I urge  you 
to  attend. 

MR.  STEWART  AND  MR.  BLAZEK  LEFT  THE 
MEETING  AT  THIS  POINT. 

Considerable  discussion  ensued.  Past  experiences 
throughout  the  state  were  recited,  many  of  which  were 
not  favorable  toward  the  Carrier.  This  Association  initial- 
ly recommended  to  HEW  the  appointment  of  Blue 
Shield  as  the  Carrier.  It  was  considered  improper  for 
Maricopa  County  Medical  Society  to  act  unilaterally, 
as  it  did,  recommending  another  Carrier.  In  any  event, 
the  House  has  spoken. 

Professional  Committee 

Perinatal  and  Maternal  Mortality  Subcommittee 
of  the  Public  Health  Subcommittee 

Hermann  S.  Rhu,  Jr.,  M.D.,  Chairman  of  the  Subcom- 
mittee on  Perinatal  and  Maternal  Mortality  of  the  Sub- 
committee on  Public  Health  of  the  Professional  Commit- 
tee, requested  that  consideration  be  given  to  the  estab- 
lishment of  his  Subcommittee  (Perinatal  and  Maternal 
Mortality)  as  a separate  and  independent  committee.  A 
motion  was  made  and  seconded  that  this  be  done.  The 
Chair  ruled,  however,  that  such  motion  was  not  proper, 
and  he  directed  that  the  matter  be  referred  to  the  Ar- 
ticles of  Incorporation  and  By-Laws  Committee  for  study. 

Arizona  Council  on  Volunlary 
Health  Agencies 

DR.  MELICK; 

I am  not  sure  where  this  should  be  — if  it  is  a 
subcommittee.  I presume  it  might  be  a Subcommit- 
tee of  the  Professional  Committee;  however,  this  is 
a worthwhile  activity,  and  I think  it  would  help  all 
of  the  citizens  of  the  State  of  Arizona,  especially 
die  Medical  Association,  to  get  down  to  basic  brass 
tacks  with  not  only  the  Vohmtary  Health  Associa- 
tions we  have  in  the  State,  such  as  the  Heart 
Association,  Cancer,  etc.,  so  that  they  can  give  us 
an  account  of  what  they  are  doing,  but  it  shall  be 
in  conformity  with  their  medical  criteria.  I have 
never  brought  this  before  this  Association  before 
because,  for  the  last  two  and  one-half  years,  we 
have  been  working  on  it,  trying  to  get  something 
basic  to  start  with,  so  that  we  can  actually  control 
these  people  who  want  to  get  out  and  raise  funds 
for  most  anything  you  can  think  of,  plus  the  fact 
that  those  that  are  in  the  field  should  be  looked  at 
with  a critical  eye  occasionally.  I would  suggest, 
therefore,  that  a subcommittee  be  set  up  under  tiie 
Professional  Committee,  a committee  of  three  or 
five  members  to  be  called  whatever  you  want  to 
call  it,  that  has  to  do  with  the  voluntary  associations. 
Whether  or  not  this  is  done,  the  AMA  Council  is 
going  to  meet  here  next  February,  and  we  are 
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inviting  all  of  the  men  in  the  Western  States  to 
send  representatives  into  Phoenix  in  order  to  hope 
that  their  associations  will  do  the  same  thing  that 
I hope  will  be  done  here  today.  I’m  the  only  repre- 
sentative of  this  Council  west  of  the  Mississippi, 
and  most  of  the  states  west  of  the  Mississippi  have 
not,  so  far,  set  up  these  Councils;  but,  the  Councils 
that  are  set  up  are  working  real  well  — Florida  and 
Indiana.  The  man  who  sits  on  the  Council  from 
Florida  has  a great  deal  of  information;  also,  the 
man  from  Indiana  has  a great  deal  of  information 
which  could  be  brought  to  this  February  meeting. 
You  and  I have,  over  a period  of  years,  al- 
ways wondered  what  they  did  with  their  money 
and  why  we  endorsed  some  and  not  others,  and, 
especially,  these  fly-by-night  people  who  come  in 
here  and  collect  money  and  God  knows  where  it 
goes.  I think  it  is  really  a worthwhile  activity,  and 
I hope  that  you  will  accept  this  suggestion.  This 
is  the  AM  A Council  on  Health  Agencies. 

It  was  regularly  moved  and  unanimously  carried  that 
a subcommittee  be  appointed  as  a Subcommittee  of  the 
Medical  Economics  Committee. 

Benevolent  and  Loan  Fund  Committee 

It  was  reported  that  a contribution  of  $10.00  was 
received  from  Samuel  L.  Cohen,  M.D.,  in  memory  of 
the  passing  of  the  mother  of  Carl  J.  Freund,  M.D.,  to 
be  deposited  in  the  Benevolent  and  Loan  Fund  of  this 
Association.  A letter  expressing  appreciation  and  thanks 
for  this  contribution  has  been  forwarded.  RECEIVED. 

Central  Office  Advisory  Committee 

Financial  Report 

Dr.  Landeen  reviewed  the  financial  report  covering 
the  first  four  months  of  this  year  to  and  including  April 
30,  1967,  reciting  total  “REVENUES”  received  amount- 
ing to  $159,563.00  ($197,658.00  budgeted)  and  “EX- 
PENDITURES” of  $56,895.42  ($204,795.28  budgeted, 
as  amended). 

This  Board  has  determined  upon  a comse  of  deficit 
spending  during  the  early  months  of  tliis  year.  The 
Treasurer  cautioned  the  Board  to  take  a good  look  at  its 
financial  i^osition  in  the  light  of  such  deficit  spending 
and,  from  here  on  out,  take  an  extremely  careful  atti- 
tude on  the  further  spending  of  money  that  we  do  not 
have. 

To  meet  existing  deficits,  the  following  additional 
airpropriations  were  authorized: 

521  Audit  $293.00 

500z  Resolution  No.  15  (Committee) . . 300.00 
Accepted  the  report  of  the  Treasurer. 

Membership  Classifications 

MARICOPA  Charles  B.  Huestis,  M.D.  (Phoenix)  — 
Service  (one-quarter  dues),  granted  Service  (dues 
exempt  account  70  years  of  age),  effective  January 
1,  1968. 

Governmental  Services  Committee 

The  Board  of  Directors,  in  meeting  held  April  25, 
1967,  because  of  the  lateness  of  the  hour,  determined 
to  include  on  the  agenda  of  its  next  meeting  certain 
recommendations  received  from  its  then  Ad  Hoc  Com- 
mittee on  Federal  Services.  They  are  herein  listed  below: 

1.  Indigent  Medicare  Patients  — Assignments 

Recommends  to  the  Board  of  Directors  and  urges 


their  approval  that,  in  cases  of  patients  whose 
medical  care  is  the  responsiiblity  of  the  coimty, 
state  or  city  government  and  who  are  also  eligible 
for  Medicare  benefits,  the  accepting  of  assignments 
by  the  physician  for  eighty  percent  of  his  fees  be 
approved;  and  that  the  county,  state  or  city  govern- 
ment be  responsible  for  the  balance  of  the  fee 
(deductibles  and  co-insurance). 

2.  Medicare  Fee  Financed  Foundations 

Recommends  that  the  Arizona  Medical  Association 
establish  a state-wide,  non-profit  foundation  with 
autonomous  coimty  chapters  which  would  receive 
Medicare  fees  for  indigent  Medicare  patients,  and 
fees  paid  for  services  on  Utilization  Review  Com- 
mittees, and  from  other  sources,  the  foundation  to 
carry  out  the  collection  aspects  of  the  program. 
Each  doctor  would  choose  whether  or  not  the  funds 
collected  would  stay  in  the  foundation  to  support 
its  programs  or  were  to  be  turned  over  to  him. 
This  recommendation  was  included  in  House  Sub- 
stitute Resolution  numbered  20  and  21,  adopted 
April  29,  1967. 

Recommends  that  the  Arizona  Medical  Association 
should  provide  legal  and  other  assistance  to  estab- 
lish this  foundation  and  chapters,  likewise  included 
in  House  Substitute  Resolution  numbered  20  and 
21,  adopted  April  29,  1967. 

Recommends  that  each  county  chapter  should  set 
the  fee  that  its  members  should  charge  hospitals 
for  the  time  spent  on  Utilization  Review  Committee 
work.  This  fee  should  be  based  on  a time-dollar 
factor,  plus  percentage  of  Medicare  patient  occu- 
pancy. 

Recommends  that  county  chapters  bill  hospitals  for 
services  on  an  itemized  basis  for  each  individual 
to  provide  doctors  correct  tax  information,  and  also 
each  irhysician  may  then  elect  to  contribute  or 
keep  his  fee. 

Recommends  that  an  explanatory  letter  from  the 
Arizona  Medical  Association  be  directed  to  the 
presidents  of  the  county  medical  societies  and  phy- 
sicians serving  as  Chiefs  of  Staff  in  hospitals,  stat- 
ing that  it  is  the  Association’s  decision  that  doctors 
be  paid  for  serving  on  utilization  committees  and 
in  hospitals  and  clinics  caring  for  Medicare  patients. 

It  was  regularly  moved  and  imanimously  carried  that 
the  report  of  the  Governmental  Services  Committee  be 
accepted.  A further  motion  that  this  report  be  imple- 
mented lacked  a second. 

A further  recommendation  tliat  Charles  P.  Dries,  M.D. 
(Phoenix)  be  appointed  a member  of  the  Governmental 
Services  Gommittee,  to  serve  as  Ghainnan  of  its  Sub- 
committee on  OEO  Programs,  was  referred  back  to  the 
Gommittee  for  attention.  Dr.  Dries  has  accepted  the 
appointment  to  serve  as  a member  on  the  Committee; 
however,  he  declined  acceptance  of  the  Chairmanship. 

Scientific  Assembly  Committee 

Communications  were  received  from  Robert  W.  Virtue, 
M.D.,  Professor  of  Anesthesiology,  University  of  Colorado 
Medical  Center;  James  S.  Miles,  M.D.,  Professor  and 
Head  of  Division  of  Orthopedics,  University  of  Colorado 
Medical  Center;  and  C.  Wesley  Eisele,  M.D.,  Associate 
Dean,  Postgraduate  Medical  Education,  University  of 
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Colorado  Medical  Center,  each  expressing  appreciation 
for  the  hospitality  extended  to  them  during  their  par- 
ticipation in  the  Scientific  Section  of  the  Annual  Meet- 
ing of  this  Association.  RECEIVED. 

Communications 

AMA-ERF  Donation 

Merlin  K.  DnVal,  M.D.,  Dean,  College  of  Medicine, 
University  of  Arizona,  expresses  appreciation  for  the 
AMA-ERF  donation  to  the  College  of  Medicine  in  the 
sum  of  $6,440.64.  RECEIVED. 

Arizona  Chapter  — American  College  of  Surgeons 
Presented  by  the  Arizona  Chapter  of  the  American 
College  of  Surgeons  and  read  was  a resolution  com- 
mending Paul  B.  Jarrett,  M.D.,  immediate  Past  President 
of  ArMA,  and  e.xtending  its  appreciation  for  his  past 
diligent  and  tireless  efforts  on  behalf  of  the  College, 
the  Maricopa  County  Medical  Society,  and  the  Arizona 
Medical  Association.  RECEIVED. 

Student  American  Medical  Association 

Merlin  K.  DuVal,  M.D.,  Dean,  College  of  Medicine, 
University  of  Arizona,  acknowledges  receipt  of  a copy 
of  Resolution  No.  2,  adopted  by  the  House  of  Delegates 
of  this  Assoeiation  in  Annual  Meeting  held  April  29, 
1967,  encouraging  the  formation  of  a chapter  of  the 
Student  American  Medical  Association  on  the  campus  of 
the  College  of  Medicine  at  the  earliest  opportune  time, 
and  assures  the  membership  that  the  College  will  do  its 
part  to  see  that  the  wishes  are  known  among  the  student 
body.  RECEIVED. 

AMA  President 

Mrs.  Ruth  Hudson,  in  behalf  of  Charles  L.  Hudson, 
M.D.,  President  of  the  American  Medical  Association, 
expresses  their  grateful  appreciation  for  the  hospitaHty 
extended  to  them  during  their  visitation  during  the  76tli 
Annual  Meeting  of  this  Association.  RECEIVED. 

Other  Business 

Physicians  on  Hospital  Boards  of  Directors 

Dr.  Melick  introduced  the  following  resolution  and 
moved  for  its  adoption: 

WHEREAS,  the  Arizona  Medical  Association  and  the 
California  Medical  Association  have  passed  resolu- 
tions to  the  effect  that  the  boards  of  direetors  of 
all  hospitals  should  have  as  members  one  or  more 
physicians  with  full  voting  privileges;  and 
WHEREAS,  the  American  Medical  Association  has 
endorsed  these  resolutions  by  action  of  its  House 
of  Delegates;  and 

WHEREAS,  The  American  College  of  Surgeons  is  on 
record  as  recommending  that  physicians  serve  on 
hospital  boards  of  directors;  and 
WHEREAS,  both  the  American  Medical  Association 
and  the  American  College  of  Surgeons  are  full  vot- 
ing members  of  the  Joint  Commission  on  Aceredi- 
tation  of  hospitals;  therefore  be  it 
RESOLVED,  that  a requirement  of  accreditation  of 
hospitals  sliall  hereafter  be  dependent  on,  as  one 
of  the  requirements,  that  each  hospital  shall  give 
evidence  of  having  one  or  more  physicians  on  their 
board  of  directors  with  full  voting  privileges. 

It  was  regularly  moved  and  unanimously  carried  that 
this  resolution  be  adopted. 

Employee  Leave  of  Absence 

It  was  regularly  moved  and  unanimously  carried  that 


this  Board  approve  a leave  of  absence  for  Paul  R. 
Boykin. 

Club  Membersliip 

Disapproved,  at  this  time,  the  acquisition  of  club 
membersliip  for  Officers  of  the  Association. 

Comprehensive  Area  Planning 
DR.  BROOKS: 

I would  like  to  speak  of  something  that  a number 
of  the  members  here  are  acquainted  with.  This  is 
concerning  the  Area  Planning  situation  here  in  the 
city.  I am  not  too  clear  on  the  exact  legislation,  but 
there  is  Federal  legislation  that  has  passed  (89-749). 
Appropriations  have  not  been  passed  yet  to  set  up 
Planning  Boards  in  the  various  states.  These  Boards 
will  be  appointed  by  the  Governor,  and  at  the 
moment  there  is  some  confusion  as  to  who  will  be 
in  charge,  who  will  comprise  the  Board  here  in  the 
state  of  Arizona.  There  have  been  two  reports 
received.  One  was  that  the  Board  would  be  made 
up  by  the  Department  of  Plealth,  and  the  other 
was  that  there  would  be  included  the  Children’s 
Colony  and  one  other  group,  the  Arizona  State 
Hospital  Board,  in  addition  to  the  Chairman  of  the 
Board  of  Health.  This  is  what  came  out  of  the 
report  in  the  papers.  In  addition,  there  will  be  an 
Advisory  Board  of  twenty-five  members  that  are 
supposed  to  represent  the  various  segments  of  the 
community  in  which  Medicine  would  have  only 
one  small  representation,  if  any  at  all.  The  law 
states  that  the  majority  is  to  be  comprised  of  con- 
sumer groups.  This  removes  the  hospital  people. 
The  reason  I bring  this  up  is  because  in  Maricopa 
County  we  have  what  is  called  a Health  Planning 
Facility  Council,  and  on  our  Planning  Comicil  we 
have  very  definite  medical  representation.  We  have 
six  physician  members  on  this  board  and  this  is  what 
we  hope  to  continue.  In  the  past  two  weeks  there 
has  been  a move  that  the  Community  Council  take 
into  consideration  the  type  of  action  that  is  being 
taken  in  setting  up  the  Advisory  Board  to  the  State 
Board  in  that  the  majority  of  representation  should 
be  the  consmner,  and  they  hope  to  have  a meeting 
in  which  they  will  call  all  interested  parties.  And, 
actually,  the  statement  is,  in  setting  out  the  alarm, 
they  have  already  received  requests  from  one  hun- 
dred and  twenty-five  groups  who  want  to  be  repre- 
sented on  the  Area  Planning  Council.  As  you  can 
see,  any  society  is  going  to  have  equal  representa- 
tion with  the  Medical  Society,  and  to  smnmarize 
this,  I think  that  it  would  be  of  help  if  the  State 
Society  issued  an  expression  that  it  is  their  feeling 
that  the  existing  Planning  Council  has  now  been 
in  operation  for  a number  of  years  and  has  full- 
time staff  and  has  been  doing  tlie  job  and  actually 
is  ready  to  take  over  this  role.  Tlie  bill  says  tliat 
wherever  there  exists  a Planning  Council,  that  they 
can  be  continued  on.  So  I would  urge  that  our 
Society  e.xpress  itself  to  the  Phoenix  Community 
Council  and  to  the  Planning  Council  of  Maricopa 
concerning  this  matter. 

Discussion  ensued. 

It  was  regularly  moved  and  unanimously  carried  that 
the  President,  Dr.  Dysterheft,  write  a letter  to  tlie 
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Governor  reminding  him  of  tire  previous  correspondence 
and  again  asking  him  to  appoint  the  Arizona  State 
Department  of  Health  as  the  sole  administration  agency 
in  accordance  with  the  provisions  of  the  law. 

It  was  regularly  moved  and  unanimously  carried  that 
this  Association  exert  all  tlie  influence  it  can  to  utilize 
any  presently  existing  Planning  Councils  as  the  Area 
Planning  Council  to  conform  with  existing  legislation; 
and  that  physican  representation  be  continued;  and  that 
it  be  continued  in  other  committees  throughout  the  state 
to  be  formed  in  the  state. 

Retirement  Plan 
DR.  CHESSER 

I am  not  appearing  here  today  as  an  insurance 
salesman.  I am  here  today,  however,  to  ask  your 
approval  of  a plan  which  we  have  evolved  involving 
the  Keogh  legislation,  or  the  fuel  bill  as  it  was 
better  known,  which  would  give  us  retirement 
benefits  with  some  attached  advantages.  I have  with 
me  this  morning  Mr.  Charles  A.  Eisher,  who  is  our 
broker  of  record  to  investigate  and  recommend  and 
work  with  us  on  these  insurance  problems;  also, 
Mr.  John  R.  Bromley,  Jr.,  Vice  President  and  Trust 
Officer  of  the  Guaranty  Bank.  There  is  not  an  insur- 
ance man  in  Arizona  or  Phoenix  who  would  not 
like  to  be  in  the  position  tliat  Mr.  Fisher  is  in,  and, 
in  fact,  since  his  appointment  as  broker  of  record, 
the  insurance  people  have  been  showing  up  from 
all  over  the  place  who  have  little  or  no  interest  in 
this  organization  or  the  economic  problems  of 
physicians,  who  now  want  to  get  in  on  the  gravy 
train.  Similarly,  at  the  time  we  began  the  original 
investigation  of  this,  there  was  only  one  bank  that 
was  interested,  and  this  was  the  Guaranty  Bank. 
In  recent  weeks,  the  Southern  Arizona  Bank  and 
the  Valley  Bank  have  become  interested  because 
they  apparently  are  being  carried  along  with  the 
times.  Some  urgency  to  this  is  that  many  members 
of  the  Association,  to  my  knowledge,  are  already 
investing  in  HR-10  programs  as  individuals.  As  a 
result  of  our  investigation,  we  feel  that  the  indi- 
vidual approach  to  the  HR- 10  program  is  not  in 
the  best  interest  of  the  physician,  financially  at 
least,  because  it  severely  Hmits  him  in  what  he 
does,  and  Mr.  Bromley  and  Mr.  Fisher  are  going 
to  point  this  out  briefly  to  you.  In  the  last  six  or 
eight  months  working  with  Mr.  Fisher,  seeing  the 
tremendous  amount  of  time  he  has  put  into  this 
program  even  to  the  point  of  ignoring  some  of  his 
own  private  practice  as  a certified  life  underwriter, 
I have  every  confidence  in  him,  and  I have  found 
him  to  be  willing  to  sit  down  and  explain  any  of 
the  points  which  an  ignorant  sometimes  doesn’t 
know  about  insurance.  If  this  is  on  an  individual 
basis,  it  places  us  all  in  the  position  of  being  con- 
sumers of  a material  which  we  don’t  know  too  much 
about  — that  is,  most  of  us.  To  have  the  abilities 
of  Mr.  Fisher  behind  us  as  well  as  Mr.  Bromley 
as  Trust  Officer  of  tlie  Guaranty  Bank,  gives  us 
a tremendous  advantage.  It  also  gives  us  the  advan- 
tage of  volume,  and  as  long  as  the  volume  is  high 
enough,  then,  of  course,  our  cost  rate  for  investment 
dollars  decreases.  In  discussion  of  this,  Mr.  Fisher 


and  I came  up  with  a plan  which  we  have  chosen 
to  call  the  ARMADA  Plan.  This  came  about  be- 
cause ArMA  is  our  Association  and  DA  is  the 
Dental  Association.  We  hope  to  have  this  combined 
under  a single  trust  with  the  Dental  Association  so 
that  it  would  represent  the  ArMA  and  the  Dental 
Association  to  increase  the  volume  of  the  dollar 
invested.  Whether  or  not  this  would  be  a combined 
plan  would  depend  somewhat  on  your  pleasure  and 
on  the  pleasure  of  the  Dental  Association.  I would 
like  Mr.  Fisher  to  briefly  state  the  points. 

Both  Mr.  Fisher  and  Mr.  Bromley  reviewed  the  pro- 
posed program,  submitted  charts  and  more  detailed 
information  for  review  and  submitted  to  questions.  Fol- 
lowing the  latter,  both  Mr.  Fisher  and  Mr.  Bromley  were 
excused  from  the  meeting,  and  it  was  determined  to 
adjoirrn  for  luncheon  during  which  further  discussion 
in  this  regard  would  be  held. 

During  the  luncheon,  considerable  discussion  ensued. 
Of  most  concern  to  the  Board  was  the  fact  that  the 
proposed  program  had  not  been  considered  by  the 
Medical  Economics  Committee  and  had  only  the  support 
of  its  Chairman.  While  the  Board  expressed  confidence 
in  its  Chairman,  it  was  pointed  out  to  him  that  it  is  not 
customary  in  presenting  a plan  of  this  magnitude  to 
receive  it  without  committee  deliberation  and  recom- 
mendation. 

It  was  regularly  moved  and  carried  that  this  Board  of 
Directors  approve  in  principle  the  plan  submitted  by 
Dr.  Chesser,  Mr.  Bromley  and  Mr.  Fisher,  subject  to 
legal  opinion  of  qualification  of  the  plan  submitted  to 
the  Arizona  Medical  Association. 

MEETING  ADJOURNED  AT  2:00  P.M. 

John  P.  Heileman,  M.D. 

Secretary 


ERRATA 

June  1967  issue,  page  516,  Resolution  No.  12:  FOR 
Introduced  by  The  Maricopa  County  Delegation; 
Subject:  Usui  and  Customary  Fees— Arizona  Blue 
Shield  READ  Introduced  by  Chester  G.  Bennett, 
M.D.,  Delegate,  on  behalf  of  the  Arizona  Ophthal- 
mological  Society,  Sponsor  of  the  Resolution;  Sub- 
ject: Certification  of  Medical  Necessity  for  Hospital- 
ization of  Medicare  Patients. 


24-HOUR  AIR  AMBULANCE  SERVICE 


A L.  mooRe  & sons 


Mortuary  and  Air  Ambulance  Service 

Adams  at  Fourth  Ave.  / Phoenix  / AL  2-341 1 
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Armada  Assurance  Agencv,  Inc. 

"Dedicated  to  the  service  of  Arizona  Physicians" 


THE  AGENCY  DEVELOPED  & INCORPORATED  TO  ADMINISTER 
THE  INSURANCE  PORTION  OF  YOUR  HR  10  PROGRAM 


CHARLES  FISHER,  C.L.U. 
President 


I.R.S.  APPROVED 
BALANCED 
FLEXIBLE 


ROBERT  KLEY 
Vice  President 


MEET  THE  PEOPLE  WHO 
WILL  BE  AT  YOUR  SERVICE 


The  Armada  Agency  also 
Offers  Complete  Service  in: 

ESTATE  PLANNING  & CONSERVATION 
LIFE  INSURANCE 
DISABILITY  INCOME 
BUSINESS  OVERHEAD 
PROFESSIONAL  LIABILITY 
FIRE  & CASUALTY 

— PHOENIX  — 

Suite  91 1 

3550  N.  CENTRAL 
264-1059 
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Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food^-® 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations. ^’2  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.^’® 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 
staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 


attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 

Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Now  available: 

New!  Ready-mixed  Ilosone  Liquid  125! 
(Contains  erythromycin  estolate  equiva- 
lent to  125  mg.  erythromycin  base  per 
5-cc.  teaspoonful.) 


nn  700970 

Ilosone  ® 

Erythromycin  Estolate 


( See  next  page  for  prescribing  information.) 
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IlosoneV  the  most  active  oral  form  of  erythromycin 


Description:  Ilosone  is  the  most  active  form  of  oral  erythromy- 
cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci) . The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  also  been  useful  in 
gonorrhea  and  syphilis.  Since  penicillin  is  the  drug  of  choice  for 
the  treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Adverse  Reactions:  Data  obtained  from  seven  years’  use  of  pro- 
pionyl  ei’ythromycin  ester  and  erythromycin  estolate  (Ilosone) 
indicate  that  hepatic  dysfunction  with  or  without  clinical  jaun- 
dice may  occur  during  or  following  courses  of  therapy  with  the 
drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  de- 
veloped in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly,  usually  within 
forty-eight  hours,  if  the  drug  is  readministered  to  sensitive  pa- 
tients. Eosinophilia  was  noted  in  peripheral  blood  counts.  The 
findings  readily  subsided  without  apparent  residual  effects  when 
treatment  was  discontinued.  Recovery  was  delayed  in  one  re- 
ported instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnoi-mal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 


In  those  cases  mentioned  above  in  which  jaundice  appeared  t 
be  definitely  related  to  use  of  the  drug,  laboratory  findings  wer 
characterized  by  increased  direct-reacting  bilirubin,  elevate 
alkaline  phosphatase  levels,  negative  or  weakly  positive  cephali 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutami 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  noi 
mal  cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has  ni 
been  reported  in  other  patients  taking  prolonged  courses  of  th 
medication.  Patients  with  chronic  infection  have  been  given  1 1 
to  2 Cm.  of  the  drug  daily  for  periods  of  two  to  six  months,  an 
patients  with  rheumatic  fever  have  taken  prophylactic  doses  o 
0.5  Cm.  daily  for  two  years  without  difficulty.  In  one  group  o 
144  patients  who  received  the  drug  daily  for  two  years,  no  jaui 
dice  was  noted.  It  was  of  interest  that  members  of  six  of  thes 
patients’  families,  who  were  not  taking  the  drug,  had  episode 
of  jaundice  during  the  study  pei’iod. 

Transaminase  and  serum  alkaline  phosphatase  levels  wet 
determined  in  a group  of  fifty-four  adults  and  children  who  too 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  months  a 
rheumatic  fever  prophylaxis.  The  results  were  compared  wif 
those  of  a similar  group  of  forty-four  patients  who  received  pet' 
icillin.  There  were  no  cases  of  jaundice  in  either  group.  Elevatio: 
of  SGPT  and  serum  alkaline  phosphatase  levels  during  thecoun 
of  treatment  was  observed  in  one  patient  treated  with  Ilosor. 
and  in  two  patients  treated  with  penicillin.  Seven  other  patient 
in  the  group  receiving  Ilosone  and  four  others  in  the  penicilli 
group  showed  elevations  in  one  of  the  tests  at  some  time  durin, 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  wer 
reported  in  102  pediatric  patients  who  received  short-term  (ter. 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  infec 
tions.  Results  of  liver  function  tests  in  these  patients  wer 
comparable  to  those  in  a similar  control  group  who  had  receive 
penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepatic  e: 
fects  are  observed  in  a small  proportion  of  individuals  as  a resu. 
of  a local  stimulating  effect  of  the  medication  on  the  alimentar; 
tract;  however,  the  normal  intestinal  gram-negative  bacteria: 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the  us 
of  erythromycin,  there  have  been  occasional  reports  of  urticarial 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 
Administration  and  Dosage:  Ilosone  is  administered  orally. 

Ilosone  Pulvules®,  Ilosone  Liquid  125,  Ilosone,  125,  for  Ora. 
Suspension,  Ilosone  Drops,  Ilosone  Chewable  Tablets. 

For  infants  and  for  children  under  twenty-five  pounds  of  bod; 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours;  fc 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hour.- 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushed  an 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dosag 
of  Ilosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythromyci: 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosage  i 
20  to  30  Cm.  given  in  divided  doses  for  a period  of  ten  to  fiftee 
days.  Close  follow-up  of  the  patient  is  necessary  since  erythrc 
mycin  drugs  have  not  had  adequate  evaluation  in  all  stages  c 
syphilis.  Examiinations  of  spinal  fluid  are  recorhmended  as  par 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days  an  I 
recommended.  In  the  treatment  of  gonorrhea,  patients  with  ! i 
suspected  lesion  of  syphilis  should  have  a dark-field  examinatio::j 
before  receiving  antibiotics,  and  monthly  serologic  tests  shoul'j 
be  made  for  a period  of  three  months.  ij 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.F.,  125  and  250  mg'| 
(equivalent  to  base) , in  bottles  of  24  and  100. 

Ilosone  Liquid  125,  Oral  Suspension,  U.S.P.,  125  mg.  (equivalerJ 
to  base)  per  5-cc.  teaspoonful,  in  60-cc.  and  pint-size  package.'! 

Ilosone,  125,  for  Oral  Suspension,  N.F.,  125  mg.  (equivalenj 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  packages 

Ilosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  10-cc.-sia« 
packages,  with  dropper  calibrated  at  25  and  50  mg.  ! 

Tablets  Ilosone  Chewable,  N.E,  125  mg.  (equivalent  to  base)  i 
in  bottles  of  50.  [03  2 767  j 

References:  1.  Griffith,  R.  S.,  and  Black,  H.  R.:  Am.  J.  M.  Sc.,  ZJf7:S9,  19M  ; 

2.  Griffith,  R.  S.,  and  Black,  H.  R. : Antibiotics  & Chemother.,  J2;398,  19S2  ■ 

3.  Hirsch.  H.  A.,  Pryles,  C.  V.,  and  Finland,  M.:  Am.  J.  M.  Sc., 

2SS.-198,  1960. 

Additional  inf  ormation  available  to  physicians  upon  request. 

Eli  Lilly  and  Company , Indianapolis,  Indiana  U6206. 
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alcohafism: 


B and  C vitamins  aid  therapy.  Therapeutic  amounts  of  B and  C vitamins  can 
be  important  in  the  management  of  the  alcoholic  patient.  In  alcoholism,  as  in 
many  chronic  illnesses,  STRESSCAPS  vitamins  aid  therapy. 


Each  capsule  contains: 

Vitamin  Bi  (as  Thiamine  Mononitrate)  10  mg 

Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  B6  (Pyridoxine  HCI)  2 mg 

Vitamin  B|2  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  "reminder" 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

691  -6-39't.’ 


lissue's  hding  nicely. 
Yieti  anxietiy  slows 
his  steps  tjowapdrecovepy. 

By  helping  overcome  anxiety  and  tension  which  can 
thwart  the  convalescent's  progress,  Equanil  (me- 
probamate) often  may  play  an  important  role  in 
medical  and  surgical  aftercare. 


Cautions:  Carefully  supervise  dose  and  amounts  prescribed,  especially  for  patients  prone  to  overdose 
themselves.  Excessive  prolonged  use  may  result  in  dependence  or  habituation  in  susceptible  persons— 
as  ex-addicts,  alcoholics,  severe  psychoneurotics.  After  prolonged  high  dosage,  drug  should  be  withdrawn 
gradually  to  avoid  possibly  severe  withdrawal  reactions  including  epileptiform  seizures.  Side  effects 
include  drowsiness  and,  rarely,  allergic  or  idiosyncratic  reactions.  These  reactions,  sometimes  severe, 
can  develop  in  patients  receiving  only  1 to  4 doses  who  have  had  no  previous  contact  with  meprobamate. 
Mild  reactions  are  characterized  by  urticarial  or  erythematous  maculopapular  rash.  Acute  non-thrombo- 
cytopenic  purpura  with  petechiae,  ecchymoses,  peripheral  edema  and  fever  have  been  reported. 
If  an  allergic  reaction  occurs,  meprobamate  should  be  stopped  and  not  reinstituted.  Severe  reactions, 
observed  very  rarely,  include  angioneurotic  edema,  bronchial  spasms,  fever,  fainting  spells,  hypo- 
tensive crises  (1  fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Warn 
patients  of  possible  reduced  alcohol  tolerance.  Should  drowsiness,  ataxia,  or  visual  disturbances 
occur,  dose  should  be  reduced.  If  symptoms  persist,  patients  should  not  operate  vehicles  or 
dangerous  machinery.  A few  cases  of  leucopenia,  usually  transient,  have  been  reported  follow- 
ing prolonged  dosage.  Other  blood  dyscrasias— aplastic  anemia  (1  fatal  case),  thrombocyto- 
penic purpura,  agranulocytosis  and  hemolytic  anemia— have  occurred  rarely,  almost  always 
in  the  presence  of  known  toxic  agents.  One  fatal  case  of  bullous  dermatitis  following  inter- 
mittent use  of  meprobamate  with  prednisolone  has  been  reported.  Prescribe  very  cautiously 
for  patients  with  suicidal  tendencies.  Suicidal  attempts  should  be  treated  with  immediate 
gastric  lavage  and  appropriate  supportive  therapy. 

Contraindications:  History  of  sensitivity  to  meprobamate. 

Composition:  Tablets,  200  mg.  and  400  mg.  meprobamate.  Coated 
Tablets,  Wyseals®  EQUANIL  (meprobamate)  400  mg.  Continuous- 
Release  Capsules,  Equanil  L-A  (meprobamate)  400  mg. 

Wyeth  Laboratories 
Philadelphia,  Pa. 


Professionally  posed. 
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Additional  information  available  to  bhysiciana  upon  request.  ELI  LILLY  AND  COISPANY,  INDIANAPOLIS,  INDIANA  W206. 
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ORIGINAL  ARTICLES 


Diaphragmatic  Eventration  with  Liver  Hernia 


Cecil  C.  Vaughn,  M.D. 


The  uncommon  condition  of  eventration  of  the  diaphragm  is  thoroughly 
reviewed,  and  an  unusual  case  in  a thirty-three-year-old  patient  is 
presented  in  detail.  The  surgical  treatment  is  well  described  and  illustrated. 


Diaphragmatic  eventration  was  first  described 
by  Petit  in  the  eighteenth  century/  Baclard* 
is  credited  with  coining  the  term  eventration 
which  literally  means  out  of  ( E ) the  belly  ( ven- 
ter ) . It  may  be  defined  as  an  abnormal  elevation 
of  a phrenic  leaf  as  a result  of  aplasia,  paralysis 
or  atrophy/ 

Etiology; 

The  etiology  may  be  obscure.  Congenital  even- 
tration usually  occurs  on  the  left  side  and  is  in- 
frequently associated  with  extra-lobar  sequestra- 
tion of  the  lung.®  Ravitch  and  Handelsman^  de- 
scribed defects  in  the  right  diaphragm  with  her- 

333  West  Thomas  Road 
Phoenix,  Arizona  85013 

After  July  1,  1967,  Department  Thoracic  and  Cardiovascular 
Surger>v,  University  of  Utah,  Medical  Center,  Salt  Lake  City, 
Utah. 


niation  of  liver  in  infants.  These  were  considered 
as  a variant  of  diaphragmatic  hernia;  however, 
biopsy  of  the  weak  segment  of  the  plirenie  leaf 
showed  muscle  tissue  in  three  or  four  cases, 
seemingly  classifying  them  as  localized  eventra- 
tion with  liver  hernia.  These  authors  felt  the  eti- 
ology was  possibly  “localized  affection  of  dia- 
phragmatic innervation”.  Bulgrin  and  Holmes® 
described  autopsy  findings  of  eventration  of  the 
diaphragm  with  high  renal  ectopia.  Acquired 
diaphragmatic  eventration  (partial  or  complete) 
is  usually  caused  by  phrenic  nerve  involvement, 
which  may  be  secondary  to  irritation  by  tumor, 
suppuration,  poliomyelitis,  influenza,  syphilis,  al- 
cohol or  lead  poisoning.  Pericarditis,  subphrenic 
abscess,  aneurysms,  echinococcus,  infection,  lung 
abscess  and  cholectystitis  have  been  reported  as 
etiologic  agents  in  eventration  of  the  diaphragm.' 


July,  1967 
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Symptoms: 

Localized  eventration  of  the  diaphragm  with 
liver  hernia  presents  as  a right  pericardiophrenie 
mass  in  the  chest  roentgenogram.  The  lesions  are 
usually  asymptomatic,  being  found  on  survey  or 
routine  chest  X-rays.  They  may  cause  severe  em- 
barrassment in  the  infant.^  Wolfson  and  Gold- 
man^ presented  a case  of  strangulating  diaphrag- 
matic hernia  of  the  liver  with  symptoms  of  nau- 
sea, vomiting  and  epigastric  pain.  Their  case 
was  successfully  operated  upon. 

Diagnosis: 

The  differential  diagnosis  of  a right  pericardio- 
phrenie mass  must  inelude  posterior  sulcus  neur- 
ogenic tumors,  pericardial  cyst  or  diverticulum, 
hernia  of  the  foramen  of  Morgagni,  primary 
lung  lesions,  primary  tumor  or  cyst  of  the  dia- 
phragm, loealized  eventration  of  the  diaphragm 
with  liver  hernia.  Chest  X-rays  in  the  erect  pos- 
terior-anterior and  lateral  position  will  localize 
the  lesion  and  rule  out  neurogenic  lesions.  Lat- 
eral views  frequently  show  the  perieardial  cyst  in 
a tear  drop  configuration  as  it  extends  between 
the  right  middle  and  lower  lobe  of  the  lung. 
Cardiac  fluoroscopy  aids  in  ruling  out  peri- 
cardial lesions.  Herniae  of  the  foramen  of  Mor- 
gagni usually  oceur  on  the  right  because  of  the 
heart  on  the  left;  they  may  contain  only  omen- 
tum. Barium  enema  may  show  tenting  of  the 
transverse  colon  or  the  inverted  “V”  sign  in  Mor- 
gagni hemiae.  At  cardiac  fluroscopy  the  hernia 
may  appear  larger  on  expiration  as  the  intra- 
abdominal pressure  is  increased.  Tomograms  are 
of  inestimable  value  in  localizing  lesions  in  the 
pulmonary  parenchyma.  Primary  neoplasms  and 
cysts  of  the  diaphragm  can  often  be  diagnosed 
by  pneumothorax  and  pneumoperitoneum.  Lil- 
enthaF  stressed  the  diagnostie  difficulties  inher- 
ent in  right  pericardiophrenic  masses  and  urged 
the  use  of  pneumothorax  and  pneumoperitoneum 
in  the  pre-operative  evaluation  of  these  patients. 
An  operative  diagnosis  of  localized  diaphrag- 
matic eventration  with  liver  hernia  was  made  in 
a patient  who  presented  with  an  asyrnpomatic 
right  cardiophrenic  mass. 

Treatment: 

Surgical  treatment  of  localized  diaphragmatic 
eventration  requires  appropriate  reconstruction 
of  the  eventrated  segment.  It  is  hoped  that  this 
presentation  will  aid  those  called  upon  to  diag- 
nose similar  lesions  and  make  them  more  cog- 


nizant of  the  possibility  of  this  uncommon  be- 
nign condition. 

L.B.M.,  thirty-three-year-old  Pima  Indian  fe- 
male, was  found  to  have  an  asymptomatic  right 
cardiophrenic  mass  on  routine  chest  X-ray  in 
March,  1963.  At  that  time  she  was  evaluated  with 
complete  chest  X-rays  including  tomograms, 
barium  enema  and  upper  G.I.  series  at  another 
hospital.  A diagnosis  was  not  forthcoming  from 
these  observations;  an  exploratory  thoractomy 
was  recommended  but  refused  by  the  patient. 
She  remanied  asymptomatic.  On  May  5,  1964, 
she  was  admitted  to  the  United  States  Public 
Health  Service  Indian  Hospital,  Phoenix,  Ari- 
zona, for  evaluation  on  the  unchanged  mass.  She 
denied  weight  loss,  dysphagia,  hemoptysis,  night 
sweats  or  cough.  The  past  history  and  system 
review  were  non-contributory.  Physical  examina- 
tion revealed  a normotensive,  slightly  obese  In- 
dian female  in  no  distress.  Auscultation  and  per- 
cussion of  the  chest  showed  no  evidenee  of  rales, 
pleural  or  pericardial  friction  rub  or  evidence  of 
pulmonary  eonsolidation.  There  was  no  evidence 
of  pulmonary  osteoarthropathy.  The  rest  of  the 
physical  examination  was  not  remarkable.  Chest 
X-rays  in  the  posterior-anterior  and  lateral  view 
(Figures  1 and  2)  showed  the  right  cardio- 
phrenic mass  causing  slight  elevation  of  the  right 
ventricle.  Cardiac  fluoroscopy  delineated  the 
nonpulsating  mass  separate  from  the  heart;  the 
size  was  unchanged  throughout  the  respiratory 
cyele.  Barium  enema  and  upper  gastrointestinal 
series  was  normal.  Other  laboratory  values  in- 
cluded B.U.N.  15.7  mg.%,  F.B.S.  78  mg.%,  hemo- 
globin 12.7  gms.%,  hematocrit  41%,  W.B.C.  6,- 
150.  The  EKG,  urinalysis  and  serologic  test  for 
syphilis  were  normal. 

Course  In  The  Hospital: 

After  the  described  studies  were  completed, 
thoracotomy  was  recommended.  A right  thora- 
cotomy was  performed  through  the  sixth  inter- 
eostal  space  without  rib  resection.  The  mass  was 
found  to  measure  three  by  two  centimeters  in 
the  medial  portion  of  the  central  diaphragm 
just  under  and  in  contact  with  the  right  ventricle 
(Figure  3).  Filmy  adhesions  from  the  mass  to 
the  lung  were  dissected  away.  The  consistency 
was  firm;  an  area  of  attenuated,  flaccid  dia- 
phragmatic tissue  corresponding  to  the  size  of 
the  mass  could  be  picked  up  and  separated  from 
the  firm  portion  of  the  mass.  A phrenicotomy  in- 
cision was  made  along  the  anterior  border  of  the 
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locally  eventrated  segment  of  diaphragm  expos- 
ing the  mass  as  a nodule  of  liver  tissue  extend- 
ing into  the  defeet  (Figure  4).  The  liver  ap- 
peared gi'ossly  normal  except  for  a minimal  band 
of  constriction  at  the  base  of  the  nodule  cor- 
responding to  the  edges  of  the  eventrated  seg- 
ment. The  attenuated  diaphragmatic  membrane 
was  imbricated  over  the  liver  nodule  with  mat- 
tress sutures  of  double  O blaek  silk.  (Figure  5). 


Figure  3. 

Mass  (arrow)  as  first  exposed  at  operation.  The  right 
lower  lobe  of  the  lung  has  been  reflected  superiorly 
exposing  adhesions  between  the  mass  and  lung. 


Figure  1. 

Posterior-anterior  chest  X-ray  showing  smooth,  well 
circumscribed  spherical  density  in  the  right  cardio- 
phrenic  angle. 


Figure  2. 

Right  lateral  view  showing  density  above  mid-diaphragm. 
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Neither  the  liver  or  the  eventrated  diaphrag- 
matic segment  was  biopsied.  The  chest  was 
closed  in  routine  fashion  using  two  chest  cathet- 
ers connected  to  underwater  seal.  The  chest 
tubes  were  removed  after  forty-eight  hours. 
The  patient  was  discharged  on  her  tenth  post- 
operative day  after  an  uneventful  convalescence. 
Comments; 

Localized  eventration  of  the  right  diaphragm 
with  liver  hernia  is  a distinct  possibility"  in  the 


Figure  4. 

Phrenicotomy  incision  along  anterior  border  of  even- 
trated segment  showing  the  herniating  nodule  of  grossly 
normal  appearing  liver.  Note  small  area  of  constriction 
at  the  base  of  the  nodule  (arrow). 
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differential  diagnosis  of  right  cardiophrenic 
masses.  Appropriate  use  of  chest  X-ray,  barium 
examination  of  the  upper  and  lower  gastroin- 
testinal tract,  cardiac  fluoroscopy,  tomography 
and  diagnostic  pneumoperitoneum  should  reveal 
the  nature  of  the  lesion.  With  a diagnosis  of 
asymptomatic  localized  diaphragmatic  eventra- 
tion with  liver  hernia,  thoracotomy  would  not 
seem  justified. 


Figure  5. 

Mattress  sutures  of  double  O blaek  silk  have  been 
placed  and  tied  imbricating  the  eventrated  segment  of 
diaphragm  as  in  vest  over  pants  umbilical  herniorrbaphy. 


Periodic  follow  up  of  these  patients  is  required 
because  of  the  possibility  of  enlargement  of  the 
hernia  with  liver  strangulation  or  the  develop- 
ment of  extrinsic  pressure  on  the  heart,  lungs, 
and  great  vessels.  At  operation,  simple  imbrica- 
tion of  the  eventrated  diaphragmatic  segment 
with  non-absorable  mattress  sutures  is  all  that  is 


required;  liver  biopsy  is  unnecessary  unless 

gross  changes  are  obvious.  Neoplasia  of  the  her- 
niating liver  has  not  been  reported. 

Summary: 

1.  The  etiology  of  eventration  of  the  dia- 
phragm is  reviewed. 

2.  Localized  eventration  of  the  right  dia- 
phragm with  liver  hernia  is  usually  asymp- 
tomatic. Respiratory  distress  in  infants  and 
liver  strangulation  in  an  adult  have  been 
discussed. 

3.  The  differential  diagnosis  of  right  cardio- 
phrenic masses  is  discussed. 

4.  A case  presentation  is  given  in  which  an 
operative  diagnosis  of  localized  diaphrag- 
matic eventration  with  liver  hernia  was 
made. 

5.  Indication  for  surgeiy  when  the  diagnosis 
is  kno^vn  should  include  liver  strangulation, 
rapid  enlargement  of  the  defect,  or  extrinsic 
pressure  on  the  heart,  lungs,  or  great  ves- 
sels. 

6.  Operative  treatment  usually  requires  only 
imbrication  of  the  eventrated  segment  by 
non-absorbable  mattress  sutures.  Liver  bi- 
opsy is  unnecessary  unless  gross  changes 
are  obvious.  Neoplasia  of  the  herniating 
liver  has  not  been  reported. 
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Hypopituitary  Crisis  in  Sheehan  s Syndrome- 
Review  of  the  Problem  and  Its  Treatment 


George  L.  Monto,  M.D."  Donald  E.  Bedingfeid,  M.D."* 


This  case  report  again  demonstrates  the  dangers  of  treating  hypopituitarism 
with  only  thyroid  replacement.  The  other  target  organs,  especially  the 
adrenal  glands,  need  replacement  also.  Without  it,  disaster  may  occur. 


Ithough  the  major  characteristics  of  hypo- 
pituitarism due  to  post  partum  necrosis  of  the 
pituitary  have  been  recognized  as  a clinical  en- 
tity since  as  early  as  1872,  the  syndrome  has  re- 
mained a frequent  problem  in  diagnosis/  In  the 
event  of  its  major  complications,  especially  in 
hypopituitary  crisis,  it  has  remained  a problem  in 
treatment,  despite  the  availability  of  replacement 
hormones.  Sheehan  clarified  the  syndrome  of  hy- 
popituitarism and  emphasized  the  role  of  post 
partum  pituitary  necrosis  as  a frequent  cause  of 
the  condition.^  He  described  the  associated  clin- 
ical findings  of  failure  of  lactation,  amenorrhea, 
loss  of  axillary  and  pubic  hair,  genital  and  breast 
atrophy,  sup erin volution  of  the  uterus,  symp- 
toms of  hypothyroidism  and  various  degrees  of 

“Deputy  Chief,  Department  of  Internal  Medicine 
““Chief,  Department  of  Internal  Medicine 
U.  S.  Public  Health  Service 
Indian  Hospital,  Gallup,  New  Mexico 


adrenocortical  insufficiency.  He  observed  that 
in  96  cases  which  showed  pituitary  lesions  at 
post  mortem  examination  62  patients  died  in 
coma. 

Although  more  attention  has  been  given  to  the 
treatment  of  myxedema  coma,  both  primary  and 
secondary  to  hypopituitarism,  a recent  review  of 
the  literature  revealed  that  of  63  patients  in 
myxedema  coma  who  were  treated  with  various 
types  of  thyroid  hormone,  67%  died.®  The  addi- 
tional problem  of  adrenal  insufficiency  which 
often  accompanies  this  condition  complicates 
the  treatment  considerably.  In  the  Indian  popu- 
lation where  delivery  of  the  newborn  may  oc- 
cur in  the  home  without  the  attendance  of  a 
physician  there  is  probably  an  increased  inci- 
dence of  Sheehan’s  syndrome  and  its  complica- 
tions. This  case  is  presented  to  illustrate  the 
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problem  of  diagnosis  in  Sheehan’s  syndrome,  and 
some  of  the  methods  now  available  for  the  treat- 
ment of  hypopituitary  crisis. 

Case  History 

A 65-year-old  Navajo  female  (E.B.)  was  ad- 
mitted to  this  hospital  in  a comatose  state  on 
January  4,  1966.  Friends  revealed  that  the  pa- 
tient had  been  essentially  “well”  until  the  pre- 
vious evening  when  she  complained  of  a vague 
feeling  of  “sickness”.  No  history  of  antecedent 
infection,  exposure,  nausea,  or  vomiting  was  ob- 
tained. In  her  late  twenties,  during  the  delivery 
of  an  infant  in  the  home,  the  patient  had  con- 
siderable hemorrhage  resulting  in  the  death  of 
the  newborn.  Subsequently  she  developed  com- 
plete amenorrhea.  In  June  of  1963  the  diagnosis 
of  probable  panhypopituitarism  was  established 
and  the  patient  maintained  on  thyroid  extract 
and  hydrocortisone.  Her  last  visit  as  an  out- 
patient occurred  fourteen  months  prior  to  this 
admission,  and  she  had  been  without  any  medi- 
cation for  over  thirteen  and  one-half  months  of 
this  period.  The  patient  was  known  to  have  had 
two  generalized  convulsions  on  the  day  of  ad- 
mission. The  second  convulsion  was  observed  on 
the  ward  shortly  prior  to  treatment. 

Physical  examination  revealed  a relatively 
well -nourished  comatose  patient  with  a rectal 
temperature  of  94. 4F  and  an  unobtainable  blood 
pressure.  The  skin  was  slightly  edematous,  pale 
and  waxy.  No  axillary  or  pubic  hair  were  noted. 
The  eyebrows  were  sparse  and  the  eyelids  ex- 
tremely edematous.  The  neck  was  supple  and  the 
thyroid  unremarkable.  The  heart  was  not  en- 
larged and  no  murmurs  were  audible.  The  lungs 
were  clear.  The  abdomen  was  slightly  distended. 
On  an  earlier  admission,  the  vagina  and  uterus 
were  found  to  be  atrophic.  Deep  tendon  reflexes 
were  present  with  a markedly  prolonged  relax- 
ation phase. 

Laboratory  examination  on  blood  drawn  prior  to 
treatment  revealed  a serum  sodium  of  122 
mFq/L,  potassium  of  3.6  mFq/L,  chloride  of 
103  mFq/L,  calcium  of  4.7  mFq/L,  and  CO^ 
combining  power  of  14  mFq/L  (normal  is  18  to 
21  mFq/L  at  this  altitude  of  6,600  feet).  Later  a 
plasma  cortisol  was  2 ug/100  (normal  5 to  20 
ug/100  ml).  Protein  bound  iodine  was  2.2 
ug/100  ml.  The  blood  sugar  level  was  18  mgm/ 
100  ml  ( Somogyi-Nelson  method).  Hemoglobin 
was  10  g.  X-rays  of  the  chest  were  normal.  An 


electrocardiogram  revealed  low  voltage  gen- 
erally, and  low  T waves  over  the  lateral  pre- 
cordium. 

Administration  of  intravenous  glucose,  100  ug 
of  triiodothyronine  and  200  mg  of  hydrocortisone 
was  begun  with  the  patient’s  blood  pressure  be- 
coming normal  in  about  one  hour.  She  also  be- 
came responsive  to  painful  stimuli  at  that  time. 
Six  hours  after  admission  she  became  responsive 
to  verbal  stimuli.  Rectal  temperature  12  hours 
after  admission  was  98F  and  soon  after  became 
normal.  Fourteen  hours  later,  100  ug  of  triiodo- 
thyronine and  100  mg  of  hydrocortisone  were 
again  given  intravenously.  The  following  day, 
the  patient  was  able  to  take  liquids  by  mouth 
and  was  begun  on  50  ug  of  triiodothyronine  by 
mouth  daily.  After  recovery  from  coma,  the  pa- 
tient exhibited  bizarre  behavior  characterized 
by  inappropriate  laughter  and  lack  of  co-opera- 
ation  with  ward  personnel.  After  several  days, 
her  behavioral  status  improved  generally.  Deep 
tendon  reflexes  continued  to  show  a markedly 
prolonged  relaxation  phase  on  photomotogram 
for  three  weeks  after  admission,  although  an 
electrocardiogram  was  normal  at  this  time.  The 
patient  was  begun  on  oral  thyroid  extract  and 
glucocorticoids.  She  was  discharged  having  re- 
fused to  consider  nursing  home  care.  An  exam- 
ination in  the  outpatient  clinic  two  weeks  after 
discharge  revealed  normal  reflexes  and  general- 
ized improvement. 

Diagnostic  Studies 

The  diagnosis  of  panhypopituitarism  was  sug- 
gested when  the  patient  was  previously  hospital- 
ized in  January  of  1963.  At  that  time  she  was 
being  treated  for  what  appeared  to  be  primary 
myxedema.  Protein  bound  iodine  determinations 
were  between  1 and  2 ug/100  ml.,  and  a mar- 
kedly depressed  uptake  was  observed  at  that 
time.  Thirty-six  days  after  initiation  of  thyroid 
extract,  then  at  a dose  of  30  mg  three  times  daily, 
she  developed  fever,  abdominal  pain,  weakness, 
nausea  and  diarrhea.  Parenteral  fluids  were 
given  but  she  soon  became  comatose.  Labora- 
tory examination  revealed  serum  sodium  of  105 
mFq/L,  potassium  of  4.6  mFq/L,  chloride  of 
86  mFq/L,  and  an  eosinophilia  of  33%  on  dif- 
ferential blood  count.  Urinary  17  ketogenic  ster- 
oids were  5.1  mg  in  24  hours.  After  she  was 
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given  50  units  of  ACTH  and  hydrocortisone,  her 
condition  improved.  ACTH  and  corticoid  were 
discontinued,  and  one  month  later  a 24  hour 
urine  collection  revealed  17  Icetogenic  steroids 
of  6.3  mg,  and  17  ketosteroids  of  1.7  mg.  After 
two  days  stimulation  with  an  intravenous  in- 
fusion of  ACTH,  a 24  hour  urine  collection  on 
the  second  day  revealed  17  ketogenic  steroids 
of  16.5  mg.  Skull  x-rays  were  normal.  A metyra- 
pone  test  of  adrenal  function  was  performed.  A 
24  hour  urine  collection  the  day  following  ad- 
ministration of  this  drug  demonstrated  a 17  keto- 
genic steroid  that  was  below  the  control  level.  A 
water  loading  test  was  performed,  and  the  pa- 
tient exhibited  a subnormal  water  load  excre- 
tion. The  patient  refused  transfer  to  another 
hospital  with  facilities  for  TSH  stimulation  with 
subsequent  radioactive  iodine  uptake  studies. 

After  two  months  on  thyroid  replacement  ther- 
apy, a determination  of  24  hour  urinary  gonadot- 
ropin (FSH)  was  over  6 and  under  16  mouse 
uterine  units  (normal  in  postmenopausal  women 
over  50  units). 

The  patient  was  re-admitted  soon  after  dis- 
charge, having  been  on  only  thyroid  replacement 
therapy.  She  complained  of  abdominal  pain,  and 
soon  became  comatose.  Again  she  improved  with 
parenteral  steroid  therapy.  When  examined  four 
months  after  discontinuing  medication,  she  was 
hypotensive,  but  not  in  coma  or  electrolyte  im- 
balance. Serum  cholesterol  was  302  mg/100  ml. 
Protein  bound  iodine  was  1.6  ug/100  ml  and  a 
24  hour  urine  collection  contained  0.8  mg  of  17 
ketogenic  steroid.  During  administration  of  in- 
travenous ACTH  on  two  consecutive  days,  a 24 
hour  urine  collection  the  first  day  showed  17 
ketogenic  steroid  of  4.5  mg,  and  during  the  sec- 
ond day  of  ACTH  administration  it  rose  to  11 
mg.  Skull  x-rays  were  again  normal.  She  was 
placed  on  thyroid  extract  and  hydrocortisone. 
After  eight  days  treatment  with  thyroid  replace- 
ment, a 24  hour  urinary  gonadotropin  (FSH) 
was  under  six  mouse  uterine  units.  She  was  later 
discharged  improved,  on  appropriate  therapy. 

Discussion 

Two  lines  of  evidence  helped  to  establish  the 
diagnosis  of  hypopituitarism  in  this  patient. 
First,  she  gave  the  history  of  total  amenorrhea 
following  a delivery  in  the  home  associated  with 
heavy  blood  loss  and  death  of  the  newborn. 
Complete  amenorrhea  usually  occurs  in  Shee- 
han’s syndrome,  and  is  of  considerable  signifi- 


cance in  patients  suspected  of  having  hypopitui- 
tarism.^ Amenorrhea  occasionally  may  occur 
some  time  after  delivery,  and  in  one  reported 
case,  menopause  oecurred  at  a normal  age.® 

Thyroid  deficiency  is  usually  seen  in  Sheehan’s 
syndrome  although  this  too  may  not  always  be 
the  case.®  Our  patient  exhibited  a low  protein- 
bound  iodine  and  other  signs  of  hypothyroidism. 
Although  her  serum  cholesterol  was  slightly  ele- 
vated, it  has  been  shown  that  in  myxedema 
coma  it  may  be  normal  or  elevated,  and  in  Shee- 
han’s syndrome  it  is  more  often  elevated  than 
normal.  It  is  felt  that  this  should  not  be  consid- 
ered a distinguishing  test  to  separate  hypopitui- 
tary  myxedema,  and  primary  myxedema.®  A TSH 
stimulation  test,  although  not  done  in  this  pa- 
tient, is  very  helpful  in  distinguishing  myxedema 
of  pituitary  origin  from  primary  myxedema. In 
patients  having  Addison’s  disease  with  associated 
hypothyroidism  ( Schmidt  syndrome ) one  would 
not  necessarily  expect  a response  to  TSH,  since 
almost  complete  destruction  of  the  thyroid  has 
been  reported  in  this  condition.®  Skull  films  are 
essential  to  rule  out  tumor  as  a cause  of  hypo- 
pituitarism. 

Hypoadrenalism  secondary  to  hypopituitarism 
was  demonstrated  in  this  patient  who  exhibited 
low  17  ketogenic  steroid  production  as  shown 
by  low  plasma  and  urinary  levels.  She  responded 
to  ACTH  stimulation  with  an  increased  urinary 
excretion  of  17  ketogenic  steroid  and  showed  an 
absence  of  response  to  metyrapone.  This  sug- 
gested hypopituitarism,  and  although  evidence 
of  hypoadrenalism  occurs  in  myxedema,  such 
patients  appear  to  respond  in  a normal  fashion 
to  metyrapone  administration.®  It  has  been  sug- 
gested that  myxedema  patients  who  do  not  re- 
spond normally  to  metyrapone  be  investigated 
for  hypopituitarism.  It  has  also  been  suggested 
that  the  low  urinary  17  ketogenic  steroids  in  pa- 
tients witli  myxedema  is  due  to  a combination  of 
a decreased  direct  effect  of  thyroid  hormone  on 
the  adrenal  cortex  itself,  and  an  indirect  effect  by 
modification  of  secretion  or  degradation  of 
ACTH.^“  In  the  patient  presented,  plasma  cor- 
tisol was  well  below  normal  which  is  typical  in 
patients  with  hypopituitarism.'^ 

Gonadotropins  are  a useful  determination  in 
patients  suspected  of  hypopituitarism,  especially 
in  postmenopausal  women,  since  urinary  gona- 
dotropic activity  is  normally  inci'eased  postmeno- 
pausally.  A low  urinary  output  of  gonadotropins 
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suggests  hypopituitarism  in  these  individuals. 
The  absence  or  decrease  in  excretion  of  gonado- 
tropin is  also  seen  in  severe  malnutrition,  or  se- 
vere hypothyroidism,  therefore  this  test  alone  is 
not  always  helpful  in  distinguishing  hypopituitar- 
ism.^ However  gonadotropins  (FSH)  should 
theoretically  increase  in  those  individuals  with 
severe  hypothyroidism  and  a low  FSH  who  have 
been  under  treatment  and  are  euthyroid.  In  the 
patient  discussed,  gonadotropin  (FSH)  deter- 
minations remained  low  despite  treatment  with 
thyroid  extract  for  more  than  one  month. 

Treatment 

Despite  the  availability  of  thyroid  replace- 
ment therapy,  the  mortality  rate  in  patients  with 
myxedema  coma  of  pituitary  or  thyroid  origin 
has  remained  high.  In  1949  Sheehan  reviewed 
96  cases  which  at  post-mortem  examination  re- 
vealed various  degrees  of  pituitary  necrosis, 
65%  died  in  coma.^ 

In  the  case  presented,  hypoglycemia  was  a 
striking  feature  and  may  have  been  partly  re- 
sponsible for  the  convulsion  observed,  although 
convulsions  are  seen  in  a significant  number  of 
individuals  with  myxedema  without  hypogly- 
cemia especially  when  the  myxedema  has  not 
been  treated."  Hypoglycemia  apparently  con- 
tributes significantly  to  the  clinical  picture  in  the 
terminal  stages  of  hypopituitarism.  In  9 out  of 
14  patients  in  hypopituitary  coma  in  whom  the 
blood  sugar  was  done,  it  was  recorded  as  be- 
tween 10  and  30  mgm/100  ml.  When  intraven- 
ous glucose  was  given  to  19  patients  who  were 
in  hypopituitary  coma,  15  regained  conscious- 
ness although  they  became  comatose  again  and 
died  a day  or  so  later. ^ In  the  case  presented, 
the  initial  clinical  improvement  was  possibly 
due  to  prompt  administration  of  glucose,  al- 
though adrenal  steroids  and  triiodothyronine 
were  also  given  initially. 

It  has  been  recommended  that  adrenocortical 
steroids  be  given  as  initial  treatment  for  all 
patients  with  primary  or  secondary  myxedema 
coma,  especially  since  the  differentiation  of  pri- 
mary and  secondary  myxedema  can  seldom  be 
made  at  the  bedside."’  " The  dangers  of  corti- 
coid  administration  have  also  been  pointed  out, 
especially  in  those  patients  with  cardiac  disease 
or  evidence  of  congestive  heart  failure."  How- 
ever in  some  cases  of  myxedema  coma  with  ap- 
parent adrenal  insufficiency,  and  certainly  in 


known  cases  of  hypopituitary  myxedema  there 
would  be  little  argument  against  using  adrenal 
corticosteroids.  In  pituitary  insufficiency  with 
myxedema,  the  administration  of  thyroid  alone  is 
hazardous  since  acceleration  of  the  metabolism 
may  accentuate  adrenal  insufficiency."  In  hypo- 
pituitarism mineral  corticoids  are  not  necessarily 
indicated  in  long  term  therapy  if  the  patient 
can  maintain  an  adequate  salt  intake.^ 

Considerable  controversy  exists  over  the  choice 
of  thyroid  replacement  therapy  in  myxedema 
coma  of  primary  or  secondary  nature.  In  a 
recent  article,  there  were  seven  cases  of  sur- 
vival in  myxedema  coma  in  patients  who  had 
received  large  doses  (300  to  500  micrograms) 
of  L-thyroxine  intravenously."  Previous  exper- 
iences with  L-thyroxine,  in  these  cases  adminis- 
tered in  smaller  dosages,  often  orally,  were  not 
successful  inasmuch  as  there  was  recorded  an 
overall  mortality  of  80%  in  its  use  in  20  patients.^ 
It  has  been  argued  that  L-triiodothyronine  would 
appear  to  have  greater  efficacy  due  to  its  more 
rapid  onset  of  action.^  There  was  reported  a 
detectable  effect  of  the  parenterally  administered 
drug  within  six  hours.  By  mouth,  euthyroid  state 
was  achieved  in  one-fourth  the  time  required 
by  desiccated  thyroid  or  sodium  L-thyroxine." 
Triiodothyronine  has  been  administered  intra- 
venously, intramuscularly,  and  by  gastric  tube. 
Various  cardiac  arrhythmias,  and  myocardial 
infarction  have  been  ascribed  to  its  uses."  In 
at  least  one  instance  of  arrhythmia,  that  of 
ventricular  tachycardia,  metaraminol  had  been 
used  simultaneously."  It  has  been  suggested 
that  the  early  cardiovascular  effects  of  thyroid 
hormone  may  be  due  to  augmentation  of  the 
physiologic  effects  of  sympathomimetic  amines. 
Certainly  vasopressors  should  be  used  cautiously 
in  patients  receiving  triiodothyronine.  Despite 
its  objections,  triiodothyronine  treatment  in 
myxedema  coma  would  appear  to  carry  a lower 
mortahty  rate  than  treatment  with  other  agents.® 
Although  it  would  appear  that  triiodothyronine 
is  rapidly  absorbed  from  the  gut,  as  demon- 
strated in  the  rapid  improvement  of  certain 
patients  to  whom  it  was  administered  in  this 
fashion,"  there  would  be  the  same  well  known 
dangers  involved  in  intubation  of  the  comatose 
patient,  in  myxedema  crisis. 

Circumstances  precipitating  the  coma  of  myxe- 
dema or  hypopituitarism  should  be  sought  and 


622 


Arizona  Medicine 


treated  appropriately.  The  patient  presented 
demonstrated  no  evidenee  of  infection,  diarrhea, 
exposure,  or  other  precipitating  factors.  Some  pa- 
tients in  coma  may  exhibit  a low  grade  fever, 
rather  than  hypothermia  if  an  infectious  process 
is  present.  The  use  of  external  heat  to  raise  the 
body  temperature  is  generally  felt  to  be  of 
little  therapeutic  value  and  may  precipitate  cir- 
culatory collapse.  Usually  the  body  temperature 
returns  to  normal  with  triiodothyronine  in  24 
to  48  hours. 

There  is  also  severe  depression  of  the  res- 
piratory center  in  myxedema  coma,  as  well  as 
hypoventilation.  Sheehan  commented  upon  the 
shallow  respirations  in  the  patients  he  reported 
with  coma  associated  with  hypopituitarism.  Car- 
bon dioxide  narcosis  has  been  incriminated  as 
a causal  factor  as  have  obesity,  pulmonary  stasis, 
and  poor  pulmonary  ventilation  due  to  myxe- 
dematous involvement  of  the  thoracic  wall  and 
muscles  of  respiration.^”  Assisted  ventilation  may 
be  beneficial  in  the  coma  of  thyroid  and  pituitary 
origin. 

Fluids,  although  imperative  in  treating  the 
patient  with  myxedema  or  hypopituitary  coma, 
should  be  administered  with  extreme  caution. 
The  inability  to  excrete  a water  load  has  been 
demonstrated  in  primary  and  invariably  in  sec- 
ondary myxedema  and  in  adrenal  insufficiency. 
Evidence  has  been  presented  elsewhere  that 
“inappropriate”  ADH  secretion  may  play  a role 
in  this  impaired  water  excretion,  as  well  as  the 
hyponatremia  that  is  seen  in  these  patients.^^ 
In  secondary  myxedema  the  defect  in  water 
excretion  is  usually  corrected  by  the  administra- 
tion of  adrenal  glucocorticoids. 

Summary 

A patient  is  reported  with  Sheehan’s  syndrome 
and  severe  myxedema  who  had  developed  adren- 
al crisis  while  under  treatment  for  myxedema. 
On  her  present  admission  she  presented  the  gen- 
eral appearance  of  a person  with  myxedema 
coma.  When  her  laboratory  data  became  avail- 
able, it  was  apparent  that  severe  adrenal  insuf- 
ficiency was  also  an  important  consideration. 
On  the  basis  of  the  problems  outlined  in  the 
treatment  of  this  patient,  it  is  felt  that  the 
physician  should  seek  to  rule  out  hypopituitarism 
in  a myxedema  patient,  with  and  without  coma, 
for  treatment  with  only  thyroid  replacement 
where  secondary  adrenal  insufficiency  co-exists 
may  lead  to  fatal  Addisonian  crisis. 


Hypopituitary  crisis  and  myxedema  coma  of 
thyroid  and  pituitary  origin  carry  a high  mor- 
tality and  demand  prompt  attention.  Treat- 
ment in  the  case  presented  consisted  initially  of 
triiodothyronine  and  hydrocortisone  intraven- 
ously, as  well  as  glucose.  No  complications  of 
the  treatment  were  observed. 

In  the  Caucasian  population,  the  cardiac  stat- 
us appears  to  be  much  more  serious  a consider- 
ation than  it  was  in  this  case,  as  arteriosclerotic 
disease  is  much  more  common  in  the  general 
population,  than  among  the  Navajos.^^ 

Although  Sheehan’s  syndrome  and  hypopitui- 
tarism of  such  a degree  are  relatively  rare,  it 
must  be  suspected  as  a cause  of  coma  in  a 
population  unsophisticated  in  matters  pertaining 
to  medicine,  and  where  delivery  of  an  infant 
may  occur  in  the  home  without  a physician  in 
attendance. 

Acknowledgement:  L-Triiodothyronine  (Cyto- 
mel)  was  kindly  provided  by  Smith,  Kline  and 
French  Laboratories,  Philadelphia,  Pennsylvania. 
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The  Role  of  Antibiotics  and  Steroids 
in  Secondary  Fungal  Infections -A  Review 


Arthur  F . Di  Salvo,  M.D. 


The  potent  drugs  available  to  the  physician  today  must  be  administered 
carefully.  Here  is  a good  review  article  about  the  possible  deleterious 
effects  of  the  common  types  of  drugs  used  today.  They  are  antibiotics  and 
steroids. 


During  the  past  fifteen  years  there  has  been 
widespread  recognition  of  a new  problem 
concerning  fungal  infections  superimposed  on 
other  disease  processes.  In  many  instances,  pa- 
tients have  been  predisposed  to  these  infections 
by  treatment  with  antibiotic  or  chemotherapy. 
Patients  being  treated  with  life-saving  drugs 
have  often  succumbed  to  secondary  infections 
which  were  the  consequence  of  therapy.  The 
change  in  the  clinical  condition  of  the  patient 
has  been  correlated  with  the  onset  of  the  super- 
infection®® and  some  patients  who  have  suc- 
cumbed had  been  on  antibiotic  therapy  for 
less  than  two  weeks  when  infection  became 
evident.®®' 


Communicable  Disease  Center 
Atlanta,  Georgia  30333 


The  nature  of  the  organisms  causing  these 
secondary  infections  are  such  that  widespread 
use  of  the  term  “opportunistic  fungi”  has  come 
into  use  to  describe  these  agents.  In  June  1962, 
an  International  Symposium  on  Opportunistic 
Fungus  Infections  was  held  at  Duke  University 
to  discuss  this  new  and  real  threat  to  medical 
therapy.  In  the  introduction  to  this  meeting. 
Dr.  R.  D.  Baker  set  the  definition  of  this  term.® 
“The  committee  of  the  symposium  suggested  that 
the  term  opportunistic  fungi  designate  ubiqui- 
tous saprophytes  and  occasional  pathogens  that 
invade  the  tissue  of  man  or  animals  with  1 ) pre- 
disposing diseases  such  as  leukemia,  diabetes, 
lymphoma,  cancer  and  aplastic  anemias;  or  2) 
predisposing  conditions  such  as  agammaglobu- 
linemia, neutropenia,  splenectomy,  and  roentgen 
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therapy  and  the  use  of  steroids  and  antileukemia 
and  antibiotic  drugs.” 

Keye  and  Magee^^  reviewed  the  records  of 
almost  16,000  autopsies  occurring  from  1919- 
1955.  They  divided  these  into  four  time  periods: 
A - The  pre-sulfonamide  period  1919-1936 

B - Sulfonamide  period  1937-1941 

C - Penieillin  period  1942-1947 

D - Multiple  antibiotic  period  1948-1955 

They  concluded  that  the  incidence  of  primary 
pulmonary  fungus  infeetions  has  not  inereased 
but  the  incidenee  of  secondary  fungus  infections 
has  been  growing.  This  has  been  well  substanti- 
ated.“^'  Hotter  and  Collins®®  reviewed  the 
cases  of  202  patients  in  a cancer  hospital  with 
mycotie  infections  and  found  that  in  91%  of  the 
patients  the  myeosis  was  seeondary  to  their  basie 
disease.  Lymphomas  and  leukemias  were  most 
frequently  assoeiated  with  mycosis.  Similar  re- 
ports of  a high  ineidence  of  mycoses  in  patients 
with  neoplastic  diseases  were  made  by  oth- 
ers.^' 55,  64,  15,  32  Qj^  tuberculosis  eavities  are  often 
seeondarily  infected  with  aspergillus.^®’  There 
have  also  been  reports  of  opportunistic  fungi 
occurring  in  dermatology,®®  ophthalmology,'^®  uro- 
logy,®®  eardiac  surgery,^®  and  in  psyehiatrie  pa- 
tients treated  with  some  tranquilizers.^® 

The  leading  eause  of  secondary  infections 
has  been  Candida  «Zhicmw.^®' 

47,  60,  61,  62,  75,  80,  82  Aspergillus,^^'  ®®'  ®®'  ®®  Mucor® 

4,  57,  68,  75,  83  otliers^®'  have  also  been 

incriminated.  These,  usually  saprophytic  organ- 
isms, are  ready  to  invade  a host  whenever  the 
resistence  is  lowered.  A change  in  the  normal 
baeterial  organisms  has  been  shown  to  be  exerted 
by  the  antibioties,®®’  ‘‘®’  ®^’  ” sulfonamides'*^’ 

and  steroids^®  or  a mixture  of  these.*®’  *® 

Laboratory  Studies 

A.  In  Vitro 

Numerous  investigators  have  made  laboratory 
studies  on  the  effects  of  steroids  and  antibioties 
upon  the  fungi.  The  organism  which  has  been 
studied  most  has  been  C.  albicans  due  to  the 
high  incidence  of  this  organism  as  a seeondary 
invader.  The  results  of  the  studies  are  often 
contradictory. 

In  vitro  studies  by  Woods,  et  al.^^  showed  no 
inerease  or  suppression  of  growth  of  C.  albicans 
by  various  dilutions  of  aureomycin,  penieillin  or 
ehloramphenieol.  This  was  confirmed  by  Robin- 
son®* who  investigated  five  popular  antibiotics 
and  showed  that  the  growth  of  C.  albicans  was 


not  affected  by  their  presence.  Seligmann’s  re- 
search into  the  virulenee  enhaneing  aetivities 
of  aureomyein  demonstrated  that  this  antibiotie 
failed  to  promote  the  growth  of  C.  albicans  in 
liquid  or  solid  media.®® 

Pappenfort  and  Sehnall  also  investigated  the 
effects  of  aureomycin.®®  Their  report  shows  that 
when  they  used  the  drug  preparation  intended 
for  parenteral  use,  the  results  were  the  same  as 
those  previously  mentioned.  However,  when  they 
used  aureomycin  that  was  prepared  for  oral  use, 
stimulation  of  the  growth  of  C.  albicans  was  evi- 
dent. Contrary  findings  were  also  reported  by 
Huppert  and  Cazin  who  demonstrated  that 
aureomyein,  bacitracin  and  neomycin  stimulate 
the  growth  of  C.  albicans  in  vitro.^^ 

The  studies  of  Campbell  and  Heseltine  more 
closely  parallel  an  in  vivo  situation.**  They  pre- 
pared eultures  of  mouse  feces  and  human  throat 
swabs.  One  pereent  tetraeyeline  HCl  was  added 
to  the  eultures,  which  were  then  incubated  and 
filter  sterilized.  The  resulting  infusion  was  inoc- 
ulated with  C.  albicans.  Appropriate  control  cul- 
tures were  sterilized  before  addition  of  tetraey- 
cline  and  incubation.  They  found  that  the  growth 
of  C.  albicans  was  enhanced  in  the  tubes  where 
die  natural  flora  was  pre-treated  with  tetracy- 
eline.  It  appears  that  the  antibiotic  acts  on  the 
bacterial  flora  to  release  a substance  which  stim- 
ulated growth  of  C.  albicans. 

B.  In  Vivo 

In  vivo  experiments  on  the  animal  level  have 
shown  that  the  intraperitoneal  administration 
of  either  aureomycin  or  C.  albicans,  in  mice, 
in  a standard  dose  was  not  lethal.  A combination 
of  the  organism  and  the  antibiotic,  inoculated 
simultaneously,  was  highly  virulent  for  mice.®® 

Terramycin  and  cortisone  have  the  same  effect 
of  enhancing  the  virulence  of  C.  albicans  in  miee 
when  injected  intraperitoneally.  This  effect  was 
not  noticed  when  either  the  drug  or  challenge 
dose  of  the  organism  were  given  orally  or  sub- 
eutaneously.  If  aureomycin  or  terramycin  was 
given  intravenously  to  mice  simultaneously  with 
the  organism,  the  Candida  infection  was  sup- 
pressed.®* 

Huppert,  et  al,  claim  that  aureomycin  in- 
creases the  incidenee  of  C.  albicans  in  the  in- 
testine of  miee®®  and  that  it  stimulates  the 
growth  of  the  organism.®®  It  has  also  been  dem- 
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onstrated  that  penicillin  inoculation  of  chick 
embryos  infected  with  Candida  will  increase  the 
mortality  rate.^® 

The  work  of  Kligman  indicates  that  experi- 
mental histoplasmosis  was  not  enhanced  by  the 
broad  spectrum  antibiotics.  These  same  agents 
were  not  stimulatory  for  blastomycosis,  coccidi- 
odomycosis  or  sporotrichosis  in  animals.^'* 

The  influence  of  cortisone  on  experimental 
fungus  infections  in  mice  has  been  studied  by 
Louria  et  al.*^  They  presented  evidence  of  an 
enhancement  of  the  virulence  of  Candida  albi- 
cans, by  cortisone.  Histoplasmosis  and  Crypto- 
coccosis was  enhanced  to  a much  lesser  degree. 

Sidransky  and  Verney  exposed  mice  to  spores 
of  Aspergillus  flavus  and  then  inoculated  them 
with  various  doses  of  cortisone.®^  Mice  receiving 
1.25  mg.  of  cortisone  had  a mortality  of  20-40 
percent;  those  receiving  2.5  mg.  cortisone  had  a 
mortality  rate  of  50-60  percent  and  those  receiv- 
ing 5 mg.  cortisone  had  a mortality  rate  of  80-84 
percent.  In  contrast,  mice  exposed  to  spores  but 
not  receiving  cortisone  had  an  11-14  percent 
mortality  rate. 

Attempts  have  been  made  to  simulate  disease 
states  which  predispose  to  invasion  by  oppor- 
tunistic fungi.  A popular  laboratory  tool  has 
been  to  induce  alloxan  diabetes  in  experimental 
animals.  One  group,  working  with  rabbits  pre- 
pared in  this  manner,  challenged  these  animals 
with  the  fungus  Rhizopus.^^  After  a period  of 
incubation  the  alloxan  diabetic  rabbits  and  a 
similar  group  of  controls  were  sacrificed,  autop- 
sied  and  tissue  sections  studied.  It  was  their 
opinion  that  hyperglycemia  did  not  increase  the 
susceptibility  of  the  rabbits  to  this  fungus. 

Another  group,  from  the  same  laboratory, 
working  with  mice  infected  with  Rhizopus  con- 
cluded that  hyperglycemia  did  not  alter  the 
host  response  to  mycotic  invasion.®®  Other  in- 
vestigators, using  alloxan  diabetic  mice,  found 
these  animals  were  highly  susceptible  to  spores 
of  Aspergillus  flavus  as  opposed  to  control  mice.®® 
The  dead  mice  had  developed  a fatal  pulmonary 
aspergillosis. 

Chick  studied  the  enhancement  of  aspergillosis 
in  leukemia.*^  He  inoculated  twenty-five  two-day- 
old  chickens  intravenously  with  myeloblastosis 
virus.  A similar  group  of  chicks  were  used  as 
controls.  Rlood  smears  were  prepared  daily  until 
leukemic  cells  were  seen  in  the  peripheral  blood. 


Then  both  groups  were  inoculated  intraperiton- 
eally  with  Aspergillus  fumigatus.  When  a leu- 
kemic chick  died,  its  corresponding  control  was 
sacrificed  and  complete  autopsies  were  per- 
formed. Microscopic  sections  of  the  organs  were 
studied.  Myeloblastosis  increased  the  suscept- 
ibility of  chicks  to  aspergillosis.  There  were 
extensive  lesions  in  the  leukemic  animals  with 
deeper  invasion  of  the  parenchyma  while  the 
controls  had  scattered  small  lesions  on  the 
serosal  surface  of  intra-abdominal  organs. 

Clinical  Studies 

The  investigation  of  the  incidence  of  fungal 
infections  during  chemothreapy  has  not  been 
limited  to  laboratory  research. 

Candida  albicans,  the  organism  usually  in- 
criminated, has  been  regarded  as  part  of  the 
normal  flora  of  man.  The  incidence  of  the  yeast 
in  normal  individuals  was  adequately  studied 
by  Robinson.®^  In  different  series  of  random  pa- 
tients this  organism  was  sought.  The  stool,  va- 
gina and  oropharnyx  were  cultured.  The  results 
of  685  bacterial  examinations  showed  that  C. 
albicans  occurred  in  14-16%  of  the  specimens. 
This  percentage  was  constant  in  groups  who 
had  received  antibiotics  as  well  as  those  not  so 
treated. 

A study  was  performed  on  patients  with 
bronchopulmonary  disease  whose  sputum  was 
negative  for  C.  albicans.^'^  Tetracycline  was  then 
administered  to  these  patients,  each  receiving 
250  mg.  four  times  per  day  for  five  days  (total 
of  5 grams ) . Candida  albicans  was  then  isolated 
from  the  sputum  of  33%  of  these  patients. 

A report  by  Torak”  described  thirteen  cases 
of  superinfection  due  to  Candida,  Aspergillus  or 
Mucor.  He  noticed  that  either  superficial  fungus 
infections  or  deep  fungus  infections  occurred 
depending  on  the  previous  therapy.  The  five 
cases  of  superficial  mycoses  had  all  received 
antibiotics,  one  patient  being  treated  with  ster- 
oids in  addition.  The  deep  mycoses  occurred  in 
eight  individuals  who  had  been  on  steroid  and 
antibiotic  therapy.  It  would  be  interesting  if  this 
phenomena  has  been  noticed  by  other  investi- 
gators. 

Patients  with  brucellosis  were  treated  with 
aureomycin  and  chloramphenicol.  Candida  al- 
bicans infections  appeared  to  be  stimulated  by 
this  treatment.  The  lesions  appeared  after  in- 
itiation of  these  specific  drugs. 
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A similar  occurrence  was  reported  by  Wolff.®" 
A patient  on  aureomycin  therapy  developed  a 
mondial  pneumonia.  Recovery  followed  after 
aureomycin  administration  was  stopped. 

A review  of  pediatric  literature  in  1963  dis- 
closed twenty-nine  cases  of  pulmonary  asper- 
gillosis in  children.®  Seventeen  of  these  children 
were  leukemie.  These  authors  concluded  that 
aspergillosis  is  more  frequent  in  the  pediatric  age 
group  than  has  previously  been  appreciated  and 
that  leukemic  children,  on  chemotherapy,  are 
highly  susceptible  to  secondary  invasion. 

This  evidence  implies  that  these  organisms 
may  represent  the  normal  flora  and  that  some 
change  must  occur  in  the  host  or  in  the  fungus 
to  cause  the  pathological  processes. 

Mechanisms  of  Action 

A.  Antibiotics 

The  exact  mechanisms  of  this  biological  phen- 
omenon remain  unkno^vn.  At  the  present  time 
the  evidence  indicates  that  during  therapy  the 
antibiotics  suppress  the  normal  flora  as  well 
as  the  pathogenic  organisms.  Other  causes  of 
antibiotic  induced  mycoses  suggested  are:  Direct 
stimulation  of  the  invading  organisms  and  de- 
pression of  antibody  formation.  Similar  mechan- 
isms have  been  proposed  for  the  effect  of  ster- 
oids. 

It  has  been  ascertained  that  during  the  course 
of  antibiotic  treatment  the  normal  flora  is  de- 
pressed. A new  resistant  flora  may  be  either 
bacteria  or  fungi. In  a specific  study  of 
the  effect  of  penicillin  on  bacterial  flora  of  the 
mouth  it  was  shown  that  this  change  occurs  in 
two  phases.  First,  the  penicillin  sensitive  organ- 
isms are  reduced.  This  was  followed  by  an  in- 
vasion of  gram  negative  bacilli.^®  This  situation 
is  advantageous  for  the  development  of  Candida 
albicans  infection. 

Similarly,  short  courses  of  oral  administration 
of  aureomycin  have  been  shown  to  depress  the 
normal  microbial  inhabitants  of  the  nasopharynx. 
The  organisms  which  were  resistant  to  this  drug, 
gram  negative  bacilli  and  certain  strains  of  staph- 
lococci,  were  predominant  after  therapy.®’  These 
alterations  of  the  nasopharyngeal  flora  have  also 
been  shown  to  occur  with  sulfonamide  admin- 
istration.^’ 

1.  Depression  of  Normal  Flora.  More  com- 
monly, it  is  the  fungi  that  take  advantage  of 
these  conditions.  Three  theories  have  been  pro- 
posed to  explain  why  the  normal  inhabitants 


do  not  regain  their  place  of  pre-eminence.  The 
simple  matter  of  competition  has  been  put  forth 
by  Woods  et  al.^'^  During  the  period  of  decreased 
normal  flora  the  fungi  profit  by  the  excess  nutri- 
ents present.  This  allows  them  to  become  well 
established  and  limits  the  amount  of  nutrients 
available  for  the  bacteria  to  re-establish  their 
typical  role. 

It  has  been  suggested  by  Huppert,  et  al.^^  that 
during  tlie  time  of  good  health  the  normal  flora 
of  the  host  exert  a specific  antibiosis  effect  on 
the  Candida  albicans  that  may  be  naturally  pres- 
ent. The  depression  of  these  normal  organisms 
permits  an  overgrowth  of  the  fungus. 

Another  effect  of  disturbing  the  intestinal  or- 
ganisms is  a reflection  of  the  vitamin  B status. 
This  group  of  vitamins  is  synthesized  by  bac- 
teria in  the  normal  intestinal  tract.  An  alteration 
in  the  typical  flora  will  produce  a correspond- 
ing alteration  in  the  endogenous  vitamin  B 
which  is  available  to  the  host.  This  deficiency 
was  alleged  to  make  the  host  more  susceptible 
to  fungus  infections."“  At  first  thought  this  ap- 
pears to  be  a logical  conclusion  if  enough  evi- 
dence could  be  produced. 

Beckman  states  that  the  role  of  vitamin  B de- 
ficiency, as  a cause  of  moniliasis,  is  not  sub- 
stantiated.® When  glossitis  and  stomatitis,  symp- 
toms of  vitamin  B deficiency,  are  present,  they 
usually  appear  in  two  to  five  days  after  chemo- 
therapy is  started.  Experiments  in  man  show  that 
it  takes  longer  than  this  to  establish  the  deficient 
state  when  vitamin  B intake  is  restricted.  It  has 
also  been  demonstrated  that  the  administration 
of  the  vitamin  has  not  produced  rapid  regres- 
sion of  the  symptoms  nor  has  prophylactic  use 
of  vitamin  B prevented  the  symptoms. 

2.  Direct  Stimulation.  Those  who  advocate  di- 
rect stimulation  of  the  secondaiy  invaders  by 
the  antibiotics  have  based  their  conclusions  on 
in  vitro  and  animal  experiments.’^’  ®*’  This 
hypothesis  has  not  been  demonstrated  in  man. 
Huppert  and  Gazin  suggest  that  the  superim- 
posed fungus  infections  during  antibiotic  ther- 
apy are  a result  of  biological  mechanisms  other 
than  direct  stimulation.®^ 

3.  Depression  of  Antibody.  Antibody  depres- 
sion is  not  as  obviously  attributed  to  antibiotics 
as  it  is  to  steroid  administration.  Allen  and 
Cooper,  working  with  mice,  claim  that  large 
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closes  of  chlortetracycline  did  not  show  any  sig- 
nificant decrease  in  antibody  production/  Slan- 
etz  fed  antibiotics  to  animals  for  a prolonged 
period  of  time.  He  indicates  that  there  was  a 
slight  decrease  in  antibody  production.^®  Stevens 
used  aureomycin,  dihydrostreptomycin,  terra- 
mycin  and  penicillin  in  rabbits.  This  work  shows 
that  these  antibiotics  markedly  depressed  the  im- 
mune response.  A uniform  study  of  this  action 
using  the  same  methods,  antibiotics  and  experi- 
mental animals  would  be  a worthy  study. 

B.  Steroids 

Steroid  treatment,  as  well  as  antibiotic  therapy, 
is  believed  to  be  responsible  for  secondary  fun- 
gal infections  ^ ®®'  Laboratory  and  clin- 

ical evidence  has  been  described  which  shows 
that  cortisone  has  an  enhancing  effect  on  patho- 
genic fungi,  usually  through  some  mechanism 
which  reduced  the  host  resistance.  The  ability 
to  produce  circulating  antibody  may  be  reduced 
or  the  quality  or  quantity  of  polymorphonuclear 
leukocytes  may  be  decreased.  The  impaired  leu- 
kocytes do  not  destroy  the  ingested  organisms.  It 
has  also  been  suggested  that  the  precursors  or 
products  of  steroid  metabolism  may  enhance 
secondary  infections.  Frankel  has  demonstrated 
in  vitro  that  this  was  not  the  case  with  Histo- 
plasma  capsidatum.^'’  Benedek  and  Montgomery 
claim  that  therepeutic  doses  of  ACTH  and  cor- 
tisone did  not  increase  the  infection  rate  in  an 
analysis  of  900  patient-months.® 

1.  Depression  of  Antibody.  Proponents  of  ster- 
oid implication  in  this  problem  offer  three  mech- 
anisms of  action.  The  depression  of  antibody  for- 
mation is  the  most  important  and,  therefore,  the 
most  controversial.  Some  evidence  has  been  pro- 
duced which  indicated  that  antibody  formation 
is  suppressed  by  cortisone.®®'  This  work  was 
done  in  vitro  or  in  animals.  Stolzer,  et  al.  came 
to  the  same  conclusion  in  studies  of  man.”  Others 
claim  that  ACTH  or  cortisone  does  not  alter  the 
antibody  response  in  man.'*®' 

2.  Depression  of  Lymphoid  Mass.  A second 
mechanism  is  the  depression  of  lymphoid  mass. 
Steroids  depress  the  plasma  cells  which  are  a 
site  of  antibody  production.  There  is  also  an  in- 
volution of  lymphoid  tissue  including  the  lymph 
nodes,  spleen  and  thymus.  Transient  lympho- 
cytopenia has  also  been  demonstrated.® 

3.  Diminished  Phagocytosis  Mechanism.  A 
third  mechanism  is  the  effect  of  cortisone  on 


phagocytosis.  The  blood  from  patients  under 
treatment  with  cortisone  or  ACTH  showed  a de- 
crease in  the  phagocytic  action  of  polymorpho- 
nuclear leukocytes.®® 

Present  Status 

Treatment  of  opportunistic  infections  is  the 
present  problem.  Nystatin,  which  is  poorly  ab- 
sorbed from  the  gastrointestinal  tract,  has  been 
used  successfully  against  Candida  albicans  on 
the  mucous  membranes  of  the  mouth,  in  the 
esophagus  and  gastrointestinal  tract.*®  It  has  also 
been  effective  against  cutaneous  forms  of  can- 
didiasis. Harrell  and  Thompson®®  advocate  the 
prophylactic  use  of  Nystatin;  however,  the  par- 
enteral form  has  been  withdrawn  from  the  mar- 
ket because  of  its  toxicity. 

Amphotericin  B is  also  effective  against  Can- 
dida albicans  and  is  the  drug  of  choice  in  asper- 
gillosis and  mucormycosis.*®'  ” The  one  draw- 
back is  that  administration  of  steroids  interferes 
with  the  antifungal  action  of  Amphotericin  B.® 

Surgery  is  often  the  preferred  treatment  in 
aspergillosis  and  phycomycosis.®®'  ®® 

Conclusions 

It  is  evident  that  secondary  fungus  infections 
are  appearing  with  greater  frequency.  Also  ap- 
parent is  the  fact  that  these  super-infections 
manifest  themselves  during  chemotherapy  for 
some  basic  disease.  Administration  of  antifungal 
agents  concomitent  with  therapy  has  been  sug- 
gested as  prophylaxis.  This  would  not  seem  to 
be  the  answer  for  two  reasons.  First,  there  are 
few  antifungal  agents  that  are  effective  against 
deep  mycoses.  Second,  the  promiscuous  use  of 
these  drugs  will  lead  to  the  establishment  of  re- 
sistant strains  of  fungi. 

Control  of  the  predisposing  disease  state  is  of 
primary  importance  as  is  periodic  review  of  the 
therapy  in  use.®®  This  is  especially  true  if  second- 
ary infection  occurred  while  broad  spectrum  an- 
tibiotics or  steroids  were  being  administered. 
Treatment  with  an  antibiotic  to  which  the  or- 
ganism is  sensitive,  and  adequate  dosage  of  the 
drug  is  essential.  General  supportive  measures  to 
the  patient  are  also  advocated. 
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To  Be  A Judge  Of  Character 


William  B.  McGrath,  M.D. 


Psychiatrists  speak  of  sociopathic  and  other  per- 
sonality disorders,  of  charaeter  neuroses  and 
emotional  immaturities.  These  terms  — and  they 
are  nearly  synonymous  — all  seem  to  be  describ- 
ing some  “thing,”  some  entity  called  personality 
or  character. 

No;  the  psychiatrist  is  quite  aware  of  the  pos- 
sible fallacies:  the  abstraction  and  reification 
(personality,  e.g. ) and  the  reverse  order  of  rea- 
soning. A sociopathic  personality  disorder  does 
not  “cause”  an  individual  to  defy  the  rules  of  so- 
ciety; contrariwise,  it  is  the  habitual  breaking  of 
the  rules  that  causes  us  to  label  the  individual 
sociopathic.  Something  called  hysteria  does  not 
result  in  an  autosuggested  paralysis  or  amnesia; 
it  is  the  other  way  around.  Epilepsy  does  not 
“cause”  convulsive  seizures;  the  history  of  con- 
vulsions calls  for  the  diagnosis  of  epilepsy. 

Phoenbc,  Arizona 


In  otlier  words  and  emphatically  the  psychia- 
trist is  concerned  not  with  what  a person  “is” 
but  with  what  he  does.  When  seientific  reference 
is  made  to  behaviour  disorders  (things  actually 
said  and  done)  we  also  have  to  avoid  any  im- 
plieation  of  moral  judgment. 

Now  there  are  various  behaviour  patterns  or 
traits  which  a child  might  find  expedient  and 
whieh  we  would  consider  appropriate  or  at  least 
tolerable:  the  infant’s  utterly  selfish  striving  for 
oral  gratification;  the  experimental  stubborn- 
ness of  the  child  vis-a-vis  authority;  the  seem- 
ingly playful  coquetishness  of  a daughter  com- 
peting with  the  mother  (and  all  other  women) 
for  the  attention  of  the  father  (and  all  other 
men). 

What  defines  a personality  disorder  — what  a 
personality  disorder  does  — is  to  continue  be- 
having in  a childish  manner.  He  has  simply  not 
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learned  or  been  taught  to  conduct  himself  as  an 
adult. 

1.  Inadequate  personality  types  resemble  cliil- 
dren  who  have  not  learned  to  take  responsibility. 
They  lack  resourcefulness.  When  something  very 
obvious  needs  to  be  done,  they  still  have  to  be 
told;  tidy  up  your  quarters;  don’t  spend  all  of 
your  allowance  the  first  day;  turn  off  the  tele- 
vision and  go  to  bed.  The  inadequate  are  inde- 
cisive and  they  look  about  for  guidance.  By 
their  indecision  they  allow  or  invite  stressful 
situations  to  develop,  and  then  they  become  in- 
effectual, go  to  pieces.  Their  “solution”  of  a pre- 
dicament may  be  to  run  away  or  to  take  a small 
overdose  of  sedatives.  They  are  unorganized. 
They  waste  energy  and  time  on  trivial  matters  at 
the  expense  of  getting  more  important  tasks  out 
of  the  way.  They  cannot  get  themselves  up  in  the 
morning  or  manage  to  be  on  time  for  an  appoint- 
ment. These  are  often  the  syndromes  of  the  in- 
timidated younger  sibling:  better  not  to  compete 
or  be  too  conspicuously  successful.  Inadequate 
personalities  have  not  relinquished  the  ( demand- 
ing) helplessness  of  children. 

2.  Schizoid  personality  types  are  like  children 
who  will  be  slapped  again  if  they  disagree  or 
protest.  They  freeze.  They  learn  never  to  express 
any  anger.  They  withdraw  behind  a mask  of  in- 
difference, of  non-feeling.  Not  having  had  per- 
mission to  speak  out,  they  will  remain  silent, 
aloof.  It  is  easier  to  listen  to  records  than  to 
people.  It  is  safer  to  play  with  inanimate  objects 
(collect  stamps,  e.g. ) than  to  come  into  contact 
with  persons.  “Because  thou  art  lukewarm  and 
neither  cold  nor  hot,  behold  I will  begin  to  spit 
thee  out  of  my  mouth.”  One  must  be  encour- 
aged both  to  hate  and  to  love  or  one  will  do 
neither. 

3.  Paranoid  personality  types  (not  the  dis- 
ease! ) remind  us  of  children  who  are  so  over- 
sensitive to  censure  that  they  lie  to  avoid  it  — 
and  their  rationalizations  are  so  automatic,  so 
habitual,  that  they  themselves  are  almost  con- 
vinced. They  believe  in  the  magic  of  words;  their 
excuse  or  avowed  intention  is  more  important 
than  the  fact  or  event.  A verbal  “explanation” 
will  do  away  with  reality.  A classical  example 


involved  a surgeon  who  was  reprimanded  for 
doing  a sterilization  procedure  in  his  office.  He 
solved”  the  problem  by  lettering  “Operating 
Room”  on  one  door  of  his  office.  Then  he  began 
“forgiving”  his  persecutors  who  could  not  agree 
that  by  changing  the  words  he  had  corrected 
the  malpractice.  Another  paranoid  physician  was 
in  the  habit  of  saying,  “Now  when  I was  at  Mayo 
Clinic—.”  When  it  was  discovered  that  he  had 
just  driven  through  the  grounds  on  a Sunday  aft- 
ernoon, he  sweetly  disclaimed  any  misrepresenta- 
tion, “forgave”  us  for  misunderstanding  him. 
Paranoids  are  poseurs.  (“  I am  not  a scientist; 
but  if  I wear  a beard  I will  look  like  a scientist 
and  then  people  will  treat  me  like  a scientist.”) 
In  their  affectations  they  solicit  special  defer- 
ences which  they  do  not  really  merit.  Though 
their  accomplishments  may  be  quite  ordinary 
they  cannot  bear  to  assess  themselves  or  be 
assessed  as  ordinary.  And  because  they  are  al- 
ways able  to  put  the  blame  someplace  else  they 
become  the  most  plausibly  dishonest  people  in 
the  world.  They  are  like  children  who  immedi- 
ately start  arguing,  “Well,  it  couldn’t  have  been 
my  fault.” 

4.  Emotionally  unstable  personality  types  are 
comparable  with  infants  and  eighth-graders  (as 
infants  and  eighth-graders  are  not  unlike ) . They 
over-react  to  everything.  They  cannot  take  no  or 
delay  for  an  answer.  Their  desires  are  anguished 
imperatives:  they  “have  to”  have  this  stereo  rec- 
ord or  that  pair  of  shoes  or  that  convertible  right 
now  or  they  will  just  die.  Any  frustration  will 
provoke  wailing  self  pity  or  a door-slamming 
temper  tantrum.  They  can  go  from  elation  to 
despair  in  ten  minutes.  They  can  “fall  in  love” 
on  a first  date.  When  they  are  wanting  something 
they  make  briefly  heroic  resolutions  and  court 
us  extravagantly;  otherwise  we  simply  do  not 
exist. 

5.  Obsessive-compulsive  personalities  bring 
into  adult  life  the  primitive  value  systems  of  the 
worried  child.  On  the  teeter-totter  of  their  con- 
science they  give  just  as  much  weight  to  their 
thoughts  and  feelings  as  they  do  to  their  actual 
words  and  deeds.  They  assign  themselves  an  im- 
possible task;  they  are  always  partly  in  the 
wrong.  No  matter  how  carefully  they  control 
their  words  and  deeds  they  are  still  unable  to 
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account  for  their  ambivalent  thoughts  and  feel- 
ings. Blaming  tliemselves  and  expecting  punish- 
ment even  for  the  uncontrollable  inner  workings 
of  their  minds,  they  ward  off  the  wrath  of  a be- 
wildered God  by  endless  ritual  atonements  and 
propitiations.  They  are  afraid  to  relax  — or  to 
let  anyone  else  relax  — lest  some  quite  normal 
anger  or  desire  might  bring  down  a bolt  of  light- 
ning on  their  heads.  Semantically  crippled,  they 
are  afraid  to  acknowledge  that  (like  the  rest  of 
us,  and  normally,)  they  have  mixed  feelings  of 
appreciation  and  resentment  toward  everyone  of 
any  relationship  to  them. 

6.  Passive-aggressive  personality  types  do  to 
others  what  obsessive-compulsives  do  to  them- 
selves: they  keep  score  — and  they  always  get 
even.  They  never  let  any  wrong  go  unpunished. 
The  aggressive  type  ( if  he  can  get  away  with  it ) 
will  carry  the  placard  of  protest.  Like  a little 
boy  furtively  discovering  the  anatomical  facts 
of  life,  he  will  pat  every  cocktail  waitress  or  em- 
brace every  woman  at  the  party.  Or  he  will  try 
hard  to  seduce  the  wives  of  his  “friends,”  not  out 
of  love  or  care  but  in  conquest.  The  aggressive 
type  may  be  an  overcompensating  promoter  or 
auctioneer  or  salesman  whose  motivation  is  less 
toward  the  sale  itself  than  toward  a smilingly 
sadistic  demonstration  that  he  has  dominated 
or  manipulted  his  customers.  He  may  have  a 
subtly  warped  kind  of  pseudo-generosity:  be- 
cause he  is  ready  to  do  anything  for  you  that  he 
wants  to  do,  he  expects  you  too  to  be  willing  to 
do  anything  that  he  wants.  If  there  is  conflict, 
your  objections  are  swept  aside.  Even  his  way 
of  speaking  is  sometimes  aggressive.  At  the  end 
of  a sentence  he  will  add,  “See?”  or  “Right?”  as 
if  you  had  better  not  disagree.  He  is  the  “life 
of  the  party”  as  long  as  he  gets  his  own  way. 
The  need  for  dominance  (really  the  fear  of  sub- 
mission) takes  first  and  constant  place  in  his 
economy.  (In  many  cases  when  psychiatrists  re- 
fer to  reaction  formations  against  latent  homo- 
sexuality they  mean  this  fear  of  subrnissiveness 
which  has  only  remotely  sexual  implications). 

Passive  types  of  passive-aggressive  personali- 
ties (the  other  half  of  sado-masochism)  are  no 
less  aggressive,  but  in  more  covert  and  indirect 
ways.  They  are  like  unhappy  children  who  will 
do  nothing  to  make  themselves  happier.  They 
will  sit  there  and  cry  or  sulk  until  someone  picks 


them  up  and  comforts  and  carries  them.  They  go 
on  strike.  They  had  rather  proclaim  their  griev- 
ance than  correct  it.  They  are  martyrs.  But  they 
do  get  revenge!  A man  on  his  honeymoon 
thoughtlessly  expressed  admiration  of  a show- 
girl’s figure.  His  flat-chested  wife  has  been  frigid 
ever  since.  A lawyer  found  fault  with  his  spouse’s 
tardiness  and  thereby  hurt  her  feelings.  Every 
morning,  just  as  he  is  hurrying  to  leave  for  work, 
she  comes  out  in  her  bathrobe  and  asks  if  he 
wants  her  to  fix  his  breakfast.  When  he  neglects 
her  and  indulges  his  flirtatiousness  at  a party, 
she  drinks  so  much  that  she  has  to  be  taken 
home.  With  wide-eyed  innocence  she  sabotages 
every  effort  he  makes  to  have  something  in  com- 
mon. One  way  or  another  she  will  emasculate 
him  — and  then  forgive  him  for  his  frantic  pro- 
tests. I know  a man  whose  mother  did  not  protect 
him  from  an  abusive  older  brother.  He  has  since 
spent  a lifetime  relentlessly  proving  that  no 
woman  can  make  him  feel  secure  or  happy.  Some 
kinds  of  obesity  and  almost  all  cases  of  anorexia 
nervosa  involve  the  passive-aggressive  personal- 
ity types. 

7.  Sociopathie  personality  types  are  grown-up 
children  who  have  failed  to  develop  any  supergo 
of  their  own.  They  engage  in  an  endless  contest 
with  authority.  They  feel  rather  triumph  than 
remorse  for  their  transgressions;  they  are  only 
sorry  if  they  get  caught.  They  seem  to  have  irre- 
sistible impulses;  i.e.,  demands  for  immediate 
gratification  of  their  wishes,  without  any  con- 
sideration for  the  rights  of  others.  But  the  alienist 
remembers  the  old  “policeman-at-elbow”  test. 
The  sociopath,  amoral  as  a savage,  will  behave 
himself  only  when  the  policeman  is  right  there 
beside  him.  He  will  treat  persons  as  the  alcoholic 
treats  whiskey  bottles,  — when  they  have  noth- 
ing more  to  offer  him  they  will  be  empty  and 
broken  and  cast  aside. 

Well,  space  permits  only  a sketchy  and  incom- 
plete identification  of  these  different  personality 
disorders.  What  do  they  have  in  common? 

They  aU  act  in  ways  that  were  necessary  or 
appropriate  in  childhood.  They  are  all  ego- 
centric, as  children  are;  and  as  a corollary  they 
are  incapable  of  thoughtful  concern  for  others. 
They  treat  others  as  they  treated  their  parents 
and  teachers,  and  they  expect  and  demand  to  be 
treated  as  if  they  were  children. 

Are  they  ill?  No;  not  in  the  usual  meaning  of 
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the  term.  Pattern  or  trait  disorders  of  the  per- 
sonality are  analogous  to  defects  of  physical 
stature  or  habitus  or  physique.  Just  as  one  may 
be  cursed  with  a relatively  stunted  or  ugly  body, 
one  may  grow  up  with  a weak  or  deformed  or 
offensive  personality. 

And  it  is  just  as  hard  to  change  the  basic  per- 
sonality structure  as  it  would  be  to  make  over 
or  improve  the  physiognomy  and  physique  of  an 
ill-bred  or  unfortunate  adult.  The  training  or  re- 
training of  any  of  the  personality  disorders  is  a 
long  and  arduous  task. 

How  do  we  teach  the  inadequate  to  assume 
adult  responsibility?  How  do  we  coax  the 
schizoid  back  from  his  exile?  Who  will  convince 
the  paranoid  that  his  rationalizations  are  un- 
necessary and  invalid?  Who  will  set  an  example 
of  dignity  and  restraint  for  the  emotionally  un- 
stable? Who  in  our  religious  culture  will  re-edu- 
cate the  obsessive-compulsive  to  judge  himself 
only  by  what  he  says  and  does  and  not  at  all  by 
what  he  thinks  and  feels?  Who  will  teach  the 
passive-aggressive  to  be  a good  sport  if  he  has 
never  been  one  before?  When  will  the  sociopath 
incorporate  a conscience  of  his  own  and  no 
longer  need  the  policeman-at-elbow? 

Personality  disorders  naturally  occupy  a classi- 
fication separate  from  the  various  psychoses  and 
neuroses  and  psychophysiological  disorders.  But 
this  may  be  a bit  misleading.  Inadequate,  schiz- 
oid, cyclothymic  and  paranoid  personalities  are 
often  pre-psychotic.  Emotionally  unstable,  ob- 
sessive-compvdsive  and  passive-aggressive  per- 
sonality types  are  pre-neurotic.  While  personality 
disorders  as  such  are  not  ill,  they  are  obviously 
most  vulnerable  to  psychotic  or  neurotic  break- 
downs. They  constitute  the  greatest  percentage 
of  patients  who  present  themselves  with  anxiety 
states  or  neurotic  depressions  or  hysterical  re- 
actions or  alcoholisms  or  sexual  deviations.  The 
defective  personality  structure  is  a scaffolding 
for  the  psychiatric  or  psychosomatic  illness. 
Hence  it  is  informative  in  most  cases  to  make 
two  ( vertical ) diagnoses : the  present  illness  and 
the  underlying  personality  disorder.  One  may 
treat  the  psychoneurotic  or  psychophysiological 
disturbance  by  conservative  means  and  with 
some  success.  If  one  will  take  the  trouble  to  un- 
derstand the  origins  and  characteristics  of  the 
personality  itself  there  will  be  less  likelihood  of 
disappointment  and  dismay  in  dealing  with  these 
unfortunates. 
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EMPHYSEMA 

ASTHMA 

CHRONIC  BRONCHITIS 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbital,  caution:  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HCl 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 


Precautions:  Usual  for  aminophylline-ephedrine- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 


MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
piediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
M anujacturers  of  ethical  pharmaceuticals  since  1856 


Tandearil* 

oxyphenbutazone 


Therapeutk:  Effects:  Jandean\  is  a nonhormonal  compound 
which  may  rapidly  resolve  inflammation  and  help  restore 
normal  joint  function.  Its  action  does  not  affect  pituitary- 
adrenal  function  or  impair  immune  responses.  Its  value 
in  osteoarthritis  is  especially  noteworthy  because  this 
disorder  responds  inconsistently  to  steroids  and  is 
often  resistant  to  salicylates.  Further,  indomethaefn  is 
limited  only  to  osteoarthritis  of  the  hip,  whereas  oxyphen- 
butazone is  effective  in  all  forms  of  the  disease. 

Contraindications:  Edema;  danger  of  cardiac  decompen- 
sation; history  or  symptoms  of  peptic  ulcer;  ranal, hepatic 
or  cardiac  damage;  history  of  drug  allergy;  history  of  blood 
dyscrasia.  The  drug  should  not  be  given  when  the  patient 
is  senile  or  when  other  potent  drugs  are  given  concurrently. 

Warning:  If  coumarin-type  anticoagulants  are  given  simul- 
taneously, watch  for  excessive  increase  in  prothrombin 
time.  Pyrazole  compounds  may  potentiate  the  pharmaco- 
logic action  of  sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving  such  therapy. 
Use  with  great  caution  in  the  first  trimester  of  pregnancy. 

Precautions:  Obtain  a detailed  history  and  a complete 
physical  and  laboratory  examination,  including  a blood 
count.  The  patient  should  be  closely  supervised  and  should 
be  warned  to  report  immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dysorasia);  sudden 
weight  gain  (water  retention);  skin  reactions;  blaok  or  tarry 
stools  or  other  evidence  of  intestinal  hemorrhage.  Make 
regular  blood  counts.  Discontinue  the  drug  and  institute 
countermeasures  if  the  white  count  changes  significantly, 
granulocytes  decrease,  or  immature  forms  appear.  Use 
greater  care  in  the  elderly  and  in  hypertensives. 

Adverse  Reactions:  The  most  common  are  nausea,  edema 
and  drug  rash.  The  drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic  ulcer.  Infre- 
quently, agranulocytosis,  or  a generalized  allergic  reaction 
may  occur  and  require  withdrawal  of  medication.  Stoma- 
titis, salivary  gland  enlargement,  vomiting,  vertigo  and 
languor  may  occur.  Leukemia  and  leukemoid  reactions 
have  been  reported  but  cannot  definitely  be  attributed  to 
the  drug.  Thrombocytopenic  purpura  and  aplastic  anemia 
may  occur.  Confusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and  transient  hearing  loss 
have  been  reported,  as  have  hyperglycemia,  hepatitis, 
jaundice,  and  several  cases  of  anuria  and  hematuria.  With 
long-term  use,  reversible  thyroid  hyperplasia  may  occur 
infrequently.  Moderate  lowering  of  the  red  cell  count 
due  to  hemodilution  may  occur. 

Dosage  in  Osteoarthritis:  The  initial  daily  dosage  in  adults 
is  300-600  mg.  in  divided  daily  doses.  When  improvement 
occurs,  dosage  should  be  decreased  to  the  minimum 
effective  level;  this  should  not  exceed  400  mg.  daily,  and 
is  often  achieved  with  only  100-200  mg.  daily. 

For  complete  details,  please  refer  to  full  prescribing 
information.  6562-VI(B)R 

Availability:  Tablets  of  100  mg. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 
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Geigy 


Tandearir  helps  osteoarthritic 
oxyphenbutazone  joifits  move  again 


3 out  of  4 osteoarthritics  com- 
pletely  or  markedly  improved 


Please  see  ad- 
joining page  for 
brief  prescribing 
summary. 

Sperling,  I.L. ; 3 Years'  Experience 
with  Oxyphenbutazone  in  the 
T reatment  of  Rheumatic  Disorders, 
Applied  Therapeutics  6:117,  1964. 

76.9%  of  407  patients 

Watts,  T.W  , Jr. : Treatment  of  Rheu- 

TA-4919  PC 

matoid  Disorders  with  Oxyphenbu- 
tazone. Clin  Med.  73:65,  1966. 

84.6%  of  39  patients 
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even  better  together 
in  mild  hypertension 

Serpasil-Esidrix 

(reserpine  and  hydrochlorothiazide  CIBA) 

Combination  Tablets 


Serpasil-Esidrix  combines  reserpine  (the  original,  and  most  widely  used, 
rauwolfia  alkaloid  developed  by  CIBA)  with  hydrochlorothiazide  (the  most 
widely  used  oral  diuretic,  also  a product  of  CIBA  research). 

a even  better  blood  pressure 
reduction— because  2 
anti  hypertensive  agents 
of  choice  often  work 
better  together 

One  drug  potentiates  the  antihypertensive  action  of  the  other.  Blood 
pressure  is  generally  controlled  with  relatively  low  dosages  of  each  com- 
ponent, often  resulting  in  minimized  side  effects. 

Although  each  component  alone  may  provide  adequate  therapy  in  many 
cases  of  mild  hypertension,  the  combination  offers  advantages  which  can- 
not be  achieved  with  single-drug  therapy. 


even  more  patient  benefits— 
because  complementary 
■■  actions  of  2 antihypertensive 
agents  extend  the  range 
of  advantages 

Reserpine,  in  addition  to  lowering  blood  pressure,  provides  central  calm- 
ing action  to  help  relieve  anxiety  and  tension;  provides  bradycrotic  action 
to  slow  the  rapid  heart. 

Hydrochlorothiazide,  in  addition  to  lowering  blood  pressure,  relieves 
edema;  permits  relaxation  of  salt  restriction. 

The  combination  provides  medication  in  one  tablet  instead  of  two;  one 
prescription  instead  of  two— encourages  patient  adherence  to  the  regimen, 
offers  economy. 

for  your  next  patient 
with  miid  hypertension 

Rx  Serpasii-Esidrix 

Combination  Tablets 

Please  see  following  page  for  prescribing  information. 


Serpasir-Esidrix’ 

(reserpine  and  hydrochlorothiazide  CIBA) 

Combination  Tablets 


INDICATIONS;  Mild  to  moderate  hypertension,  especially 
when  complicated  by  anxiety,  tachycardia,  or  edema. 

SIDE  EFFECTS  AND  PRECAUTIONARY  MEASURES 

Serpasil®  (reserpine  CI8A) 

Occasional  side  effects:  lassitude,  drowsiness,  nasal 
congestion,  looseness  of  stools,  increased  frequency  of 
defecation.  Rare  side  effects;  anorexia,  headache,  bi- 
zarre dreams,  nausea,  dizziness,  skin  rash. 

Severe  mental  depression  has  appeared  in  a small  per- 
centage of  patients,  primarily  in  a dosage  above  1 mg 
daily.  When  the  drug  is  discontinued,  depression  usually 
disappears,  but  hospitalization  and  shock  therapy  are 
sometimes  required. 

Caution:  Withdraw  reserpine  2 weeks  before  surgery,  if 
possible.  For  emergency  surgical  procedures,  give  vagal 
blocking  agents  parenterally  to  prevent  or  reverse  hypo- 
tension and/or  bradycardia. 

Because  reserpine  may  increase  gastric  secretion  of 
hydrochloric  acid,  use  cautiously  in  patients  with  peptic 
ulcer. 

Use  cautiously  with  digitalis,  quinidine,  or  guanethidine. 
Not  recommended  for  aortic  insufficiency. 

Esidrix®  (hydrochlorothiazide  CIBA) 

Contraindictions:  Oliguria,  renal  shutdown,  progressive 
hepatic  disease,  and  allergy  to  thiazides. 

Warnings:  Stenosis,  hemorrhage,  and  ulceration  of  the 
small  bowel  have  occurred  with  coated  potassium  tab- 
lets. Discontinue  such  medication  when  used  with  Esidrix 
if  gastrointestinal  disturbances  arise. 

Pay  special  attention  to  electrolyte  balance  of  patients 
with  severe  renal  or  hepatic  insufficiency.  In  patients 
With  cirrhosis  and  ascites,  watch  for  symptoms  of  im- 
pending hepatic  coma.  Thiazides  may  decrease  glucose 
tolerance;  use  cautiously  in  diabetics.  Hyperuricemia 
may  occur  but  is  readily  reversed  by  a uricosuric  agent. 
Lowering  of  blood  pressure  may  sometimes  result  fn 
nitrogen  retention,  particularly  in  patients  with  impaired 


renal  function.  Dosage  titration  is  necessary  in  such 
patients. 

Precautions:  Watch  for  signs  of  fluid  or  electrolyte  im- 
balance. Further  electrolyte  depletion  may  cause  hypo- 
chloremic alkalosis  and  hypokalemia.  Since  the  latter 
may  precipitate  digitalis  intoxication,  watch  carefully  pa- 
tients who  are  taking  digitalis  or  its  glycosides  or  those 
with  cardiac  arrhythmias.  In  severe  hypokalemia,  large 
oral  or  intravenous  doses  of  potassium  may  be  required. 

A few  infants  born  of  mothers  who  received  thiazides 
during  pregnancy  have  shown  bone  marrow  depression 
with  thrombocytopenia.  Hydrochlorothiazide  decreases 
responsiveness  to  exogenous  norepinephrine  and  in- 
creases responsiveness  to  tubocurarine.  Hypotensive 
episodes  under  anesthesia  have  been  observed  in  some 
patients  receiving  thiazides. 

Side  Effects:  In  addition  to  those  above,  nausea,  ano- 
rexia, headache,  restlessness,  constipation,  dizziness, 
paresthesias,  fatigue,  increased  sweating,  cramps  in 
arms  and  legs,  diarrhea,  abdominal  pain.  Rare  reactions: 
purpura  with  or  without  thrombocytopenia,  skin  rash, 
photosensitivity,  urticaria.  Sometimes  associated  with 
hydrochlorothiazide:  leukopenia,  agranulocytosis,  aplas- 
tic anemia,  pancreatitis,  jaundice,  necrotizing  vasculitis, 

DOSAGE 

Average  dosage  is  2 Tablets  #2  daily.  For  patients 
requiring  less  hydrochlorothiazide,  substitute  Tablets 
#1.  For  maintenance,  reduce  dosage  to  lowest  effective 
level.  When  necessary,  more  potent  antihypertensive 
agents  may  be  added  gradually  in  reduced  dosages. 

SUPPLIED 

Tablets  #2  (light  orange),  each  containing  0.1  mg  reser- 
pine and  50  mg  hydrochlorothiazide;  bottles  of  100  and 
1000.  Tablets  #1  (light  orange),  each  containing  0.1  mg 
reserpine  and  25  mg  hydrochlorothiazide;  bottles  of  100 
and  1000. 

Consult  complete  literature  before  prescribing. 

CIBA  Pharmaceutical  Company,  Summit,  N.  J.C  I B A 
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It  is  amazing  and  difficult  to  comprehend  the 
magnitude  and  immensity  of  the  social  legisla- 
tion, most  of  it  with  health  care  components, 
whieh  was  passed  by  the  89th  Congress.  To  as- 
sess this  legislation  insofar  as  its  impact  on  the 
people  is  concerned  from  its  social,  economic 
and  medical  implications,  presents  a manhour 
work  equivalent  of  astronomical  proportion  to 
effect  a basic  understanding  of  its  legal  require- 
ments. One  such  “sleeper”  act  signed  into  law 
by  the  President  on  November  3,  1966,  is  Public 
Law  89-749,  “The  Comprehensive  Health  Plan- 
ning and  Public  Health  Services  Amendments 
of  1966,”  described  by  the  Secretary  of  Health, 
Education  and  Welfare  as  one  of  the  most  im- 
portant health  bills  passed  by  a Congress  in  the 
past  thirty  years.  Little  has  been  heard  of  this 
until  recently,  since  the  two  top  agencies  need- 
ed to  implement  the  Act,  namely,  a single  State 
Agency  to  administer  or  supervise  the  adminis- 
tration of  the  State  Health  planning  function, 
and  its  advisory  council,  have  not  been  officially 
appointed  by  the  Covemor. 

The  dimensions  of  the  framework  in  Arizona’s 
Comprehensive  Health  Planning  would  include 
and  involve  the  cooperation  of  twenty  different 
State  Departments  and  agencies  performing 
legally  mandated  health  functions;  fourteen 
county  health  departments,  more  than  one  hun- 
dred voluntary  health  agencies,  along  with  many 
other  voluntary  and  licensed  State  Boards,  as 
well  as  the  State  Universities  and  Junior  Colleges 


involved  in  training  and  developing  health  man- 
power and  in  carrying  out  health  research.  This 
is  merely  a nutshell  survey  of  this  Act,  designed 
to  encourage  cooperative  efforts  among  govern- 
ment and  non-government  agencies,  organiza- 
tions and  groups  concerned  with  health  service 
facilities  and  manpower. 

The  appropriate  committees,  as  well  as  the 
Board  of  Directors  of  ARMA,  are  involved  in  the 
study  and  perhaps  propitious  evaluation  of  this 
public  law.  It  behooves  every  physician  to  fa- 
miliarize himself  well  with  all  of  its  facets,  for 
this  is  another  area  where  physicians’  services 
will  be  needed,  contracted  for,  asked  for  and 
given  to  agencies  with  governmental  directives 
and  overtones. 

Finally,  it  is  of  import  and  the  purpose  of  this 
message  that  the  membership  be  alerted  to  the 
fact  that  an  appropriate  single  state  agency  be 
appointed  as  the  state  agency  to  implement  this 
law  in  Arizona.  Your  Board  of  Directors  has 
twice  spoken,  seeking  this  agency  to  be  the 
State  Health  Department.  This  department  has 
the  unique  competency  and  capability  to  carry 
out  this  responsibility,  and  at  the  same  time  be 
fully  accountable  to  the  Governor  and  the  Leg- 
islature. 

Be  informed,  become  involved,  help  give  en- 
lightened guidance. 

Arnold  H.  Dysterheft,  M.D. 

President 


July,  1967 


639 


lelps  keep  calories  at  arm’s  length 


/lost  persons  have  a tendency 
d regain  lost  weight  easily. 

'reludin  is  nnade  to  order  for  such 
etients.  It  effectively  curbs  ap- 
etite  and  helps  them  stick  to 
"leir  diets. 

Preludin  keeps  patients  active. 
iecause  moderate  exercise  is 
isually  more  feasible  for  patients 
\/ho  are  not  grossly  overweight, 
Yeludin  should  be  doubly  benefi- 
:ial  for  them.  It  promotes  a sense 


of  well-being  that  activates 
patients... makes  them  feel  like 
doing  things. ..and  prompts 
them  to  get  the  exercise  your 
weight-control  program  calls  for. 

Preiudin  effectively  reduces 
appetite.  Preludin's  ability  to  help 
patients  shed  weight  has  been 
described  in  more  than  300  pub- 
lished clinical  reports  involving  more 
than  10,000  patients.  It  will  work  in 
your  weight-control  programs  too. 


reludin®  tablets  of  25  mg. 
ndurets®  prolonged-action  tablets  of  75  mg. 
osage:  One  25  mg.  tablet  two  or  three  times  daily, 
r one  75  mg.  Endurets  tablet  once  daily. 
ontraindications:  Severe  coronary  artery  disease, 
yperthyroidism,  severe  hypertension,  nervous 
istability,  and  agitated  prepsychotic  states.  Do  not 
se  with  other  CNS  stimulants,  including  MAO 
ihibitors. 

/arning;  Do  not  use  during  the  first  trimester  of 
regnancy  unless  potential  benefits  outweigh 
ossible  risks. 

recautions:  Use  with  caution  in  moderate  hyper- 
msion  and  cardiac  decompensation.  Cases  involving 
buse  of  or  dependence  on  phenmetrazine  hydro- 


chloride have  resulted  in  a psychotic  illness 
manifested  by  restlessness,  mood  or  behavior 
changes,  hallucinations,  or  delusions.  Do  not 
exceed  recommended  dosage. 

Side  Effects:  Dryness  or  unpleasant  taste  in  the 
mouth,  urticaria,  and  (rarely)  overstim.ulation, 
insomnia,  dizziness,  nausea,  urinary  frequency 
or  nocturia,  or  headache. 

For  complete  details,  please  see  full  Prescribing 
Information.  (B)46-560A 

Under  license  from  Boehringer  Ingelheim  G.m.'>  i L 

Geigy  Pharmaceuticals,  Division  of 

Geigy  Chemical  Corporation.  Ardsley,  New  York 


ARIZONA'S  PROFESSIONAL  AIR  AMBULANCE  SERVICE 

CUTTER  AVIATION,  INC.  sky  harbor,  phoenix 

Radar  equipped  Beechcraft  with  Certified  Instrument  Flight  Capability  to  any  point  in  the  U.S. 

and  Western  Canada.  For  reliable  24-Hour  Service  call 

CUTTER  AVIATION 

273-1237  946-2754 


method  so  rapid  and 

^ yow  Jtist  swab ... 

^ press... and  discard. 

Results,  read  at  48  to  72  hours,  are  comparable 
in  accuracy  to  those  of  older  standard  intradermal  tests.  The 
self-contained,  disposable  unit  requires  no  refrigeration  and  is 
stable  for  two  years.  Side  effects  are  possible  but  rare:  vesiculation,^ 
ulceration,  or  necrosis  at  test  site.  Contraindications:  none,  but  use  v\  ith* 
caution  in  active  tuberculosis.  Available  in  boxes  of  5 and  cartons  of  25^ 

LEDERLE  LABORATORIES,  A Division  of 
^^■■■^/American  Cyanamid  Company,  Pearl  River,  N.Y. 

448-7-4965 


rouTINE  TB  screening  with 
ITJBERCULIN,  TINE  TEST 

(Rosenthal)  Lederle 
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The  First  Class:  A Profile— 


The  competition  is  now  over  and  the  32  posi- 
tions in  the  first  class  of  Arizona’s  new  College 
of  Medicine  are  filled.  There  is  no  denying  that 
we  are  very  pleased  with  the  results  and  we  are 
looking  forward  to  the  arrival  of  this  first  class 
with  much  enthusiasm. 

Apparently  there  was  enough  public  discus- 
sion, and  publicity  in  such  journals  as  the  Journal 
of  the  American  Medical  Association,  about  the 
projected  opening  of  this  medical  school,  to 
stimulate  a broad  level  of  interest  from  potential 
students  throughout  the  United  States  and  from 
several  foreign  countries.  Letters  of  inquuy  with 
respect  to  the  first  class  had  already  begun  to 
arrive  in  our  office  early  in  1965  and,  by  late 
summer  of  1966  we  had  received  between  1100 
and  1200  such  letters.  All  of  these  did  not  mature 
into  qualified  applicants,  of  course.  However, 
approximately  600  did.  Out-of-state  applications 
outnumbered  those  from  Arizona  residents  by 
about  five  to  one.  This  is  not  unexpected.  On  the 
contrary,  although  it  is  an  interesting  statistic,  it 
should  not  detract  from  the  more  important  ob- 
servation that  we  had  over  130  fully  qualified 
applications  from  residents.  This  is  almost  twice 
as  many  as  Arizona  has  ever  generated. 

Although  we  did  not  accept  any  applications 
after  February  1,  1967,  we  actually  began  the 
processing  of  the  early-arrived  applications  the 
preceding  September.  The  college  transcripts, 
the  letters  of  recommendation.  Medical  College 
Admission  Test  scores  and  all  other  relevant  data 
were  reviewed,  and  arrangements  were  made 
for  personal  interviews,  on  behalf  of  all  applica- 
tions that  came  from  Arizona  residents.  As  many 
interviews  as  could  possibly  be  arranged  for  the 
out-of-state  applicants  were  also  scheduled.  This 
went  on  throughout  the  fall  but  by  mid-February 
the  interviewing  procedure  ended.  When  our 
work  was  finished,  we  found  that  we  had  accept- 
ed a total  of  48  students  over  the  six-montli 
period.  Every  one  of  these  students  had  also 
been  accepted  by  at  least  one  other  medical 
school  and,  in  the  great  majority  of  instances, 
each  of  the  students  had  been  accepted  at  sev- 
eral other  medical  schools.  Seventeen  of  these 
students  ultimately  elected  to  withdraw  their 
applications  and  go  elsewhere  (most  of  these 
students  were  Arizona  residents).  This  gave  us 


the  opportunity  to  advance  the  first  name  on  the 
alternate  list,  and  we  did  so. 

Some  of  the  highlights  represented  by  this 
first  class  include  the  following.  The  students 
represent  12  campuses,  as  follows:  the  Univer- 
sity of  Arizona  and  Arizona  State  University  12 
each;  one  each  from  Northern  Arizona  Univer- 
sity, the  University  of  Utah,  Holy  Cross,  Occi- 
dental, the  University  of  California  at  Berkeley, 
Stanford,  Pasadena  and  Southern  Methodist  Uni- 
versity. Twenty-eight  of  our  students  are  resi- 
dents of  the  State  of  Arizona;  two  will  be  com- 
ing from  California;  one  each  is  coming  from 
Utah  and  Nevada.  The  students  who  are 
residents  of  Arizona  represent  the  following 
communities:  Phoenix  15,  Tucson  eight,  and  one 
each  from  Cottonwood,  Flagstaff,  Prescott, 
Thatcher  and  Yuma. 

On  the  personal  side,  26  of  the  students  are 
men  and  six  are  women.  Seven  of  the  men  stu- 
dents are  married  and  three  of  them  are  fathers. 
The  six  females  are  single.  The  average  age  of 
the  group  is  22  and  the  average  grade  point 
average  is  1.75  (A  equals  1.0).  With  respect  to 
the  Medical  College  Admissions  Test  scores,  18 
of  the  32  students  registered  scores  in  excess  of 
600  (800  is  theoretically  perfect)  and  the  high- 
est single  score  was  745. 

One  of  our  students  will  have  received  his 
Bachelor’s  Degree  in  three  years,  instead  of  the 
customary  four,  and  one  is  coming  to  us  from 
the  private  practice  of  law.  We  have  been  inter- 
ested to  note  that  every  one  of  these  students  has 
given  over  some  portion  of  his  time  to  gainful 
employment  while  in  college.  The  spread  of 
such  employment  has  been  broad  and  has  en- 
compassed constiuction  work,  sales,  clerking  in 
grocery  stores  or  cafeterias,  hospital  work.  Boy 
Scout  and  Girl  Scout  activities.  Our  interviews 
revealed  that  these  students  are  very  strongly 
motivated  toward  careers  in  medicine.  It  was 
of  interest  that  the  majority  of  the  students  inter- 
viewed expressed  an  interest  of  working  within 
a medical  specialty.  A few  have  indicated  a de- 
sire to  remain  in  academic  medicine  or  research. 
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Picture  of 
bursitis 


treated  with 
Parafon  Forte*TABLETs 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


Parafon  Forte  helps  to  relieve  pain, 
restore  mobility  . . . stop  pain-spasm  feedback 

Here  is  why.  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  paind’^  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy^ 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action/-®  and  to  retain  effectiveness 
even  on  continued  administration/-^  but  which  does  not 
have  the  central  effects  of  tranquilizing  compounds. 

Prescribe  Parafon  Forte  for  lasting  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  lasting  freedom  of  movement  it  usually  provides. 


Cautions  and  side  effects:  Use  witli  caution  in  patients  with 
known  drug  sensitivity.  If  a hypersensitivity  reaction  or  symp- 
toms suggestive  of  liver  dysfunction  are  observed,  the  drug 
should  be  stopped.  Occasionally,  drowsiness,  dizziness,  light- 
headedness, malaise,  overstimulation  or  gastrointestinal  dis- 
turbances may  be  noted;  rarely  gastrointestinal  bleeding,  | 
allergic  skin  rashes,  petechiae,  ecchymoses,  angioneurotic 
edema  or  anaphylactic  reactions  may  have  been  drug  associ- 
ated. While  Paraflex  (chlorzoxazone)  has  been  suspected  as 
being  the  cause  of  hepatic  toxicity  in  approximately  eighteen 
patients,  it  was  not  possible  to  state  that  the  dysfunction  was 
or  was  not  drug  induced.  Dosage:  Two  tablets  q.i.d.  Supplied: 
Scored,  light  green  tablets,  imprinted  “McNEIL”— bottles  of  100. 

References : 1.  Batterman,  R.  C.,  and  Grossman,  A.  J. : Fed.  Proc.  H'.HG, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 

J.  L.  A.,  et  al.i  Gastroenterology  44:146,  1963.  4.  Conney,  A.  H.,  and  Burns,  | 
J.  J.:  J.  Pharmacol.  Exp.  Ther.  123:340,  1960.  5.  Settel,  E.:  Clin.  Med.  6:1373,  | 

1959.  6.  Berman,  H.  H.,  et  al.:  Dis.  Nerv.  I 
Syst.  25  :430,  1964.  7.  Darienzo,  C.:  Ibid., 

27:189,  1966.  *u.s.  PATENT  NO.  2,895,877  | 

McNEIU  LABORATORIES,  INC.,  FORT  WASHINGTON,  PA. 


( McNEIl 


New 

view  of  an 
oral 

contraceptive 
at  work 

Although  suppression  of  ovulation  remains 
the  primary  mode  of  action  of  oral  contra- 
ceptives, newer  knowledge  indicates  that 
products  like  Norinyl-1—  a combination  of 
both  low-dosage  progestogen  and  estrogen 
for  the  full  treatment  cycle  — may  provide 
multiple  action  that  helps  explain  their  un- 
excelled record  of  contraceptive  effective- 
ness. This  report  explores  the  possible 
secondary  protective  mechanisms  offered  by 
combined  hormonal  administration. 

Accumulating  evidence  has  indicated  that 
sparse,  highly  viscous  cervical  mucus  has  a 
possible  adverse  effect  on  the  motility  and 
survival  of  spermatozoa. 

The  estrogen-opposing  progestational  ingre- 
dient of  Norinyl-1  (norethindrone  1 mg.  with 
mestranol  0.05  mg.)  changes  the  usual  mid- 
cycle picture  of  a thin,  watery  cervical  mucus. 
The  result  — a built-in  barrier  that  appears  to 
inhibit  sperm  from  reaching  the  ovum  should 
one  be  released.  The  inset  in  the  adjoining 
photograph  shows  immobile  spermatozoa  as 
they  appear  in  cervical  mucus  taken  from  a 
patient  treated  with  Norinyl-1. 


See  last  page  for  contraindications,  precautions, 
side  effects  and  dosage. 


How  the  estrogen-opposing 
action  of  NorinYl-1  creates 
cervical  mncns  that  maY  he  hostile 
to  spenn  penetration 

Normally,  estrogen  activity  during  the  fertile  midcycle  stimulates  the  production  of  a 
profuse  and  watery  cervical  mucus  that  permits  maximum  sperm  motility  and 
promotes  penetration. 

But  what  happens  when  Norinyl-1  is  administered?  Its  potent  progestogen,  norethindrone, 
opposes  estrogen  stimulation  of  cervical  mucus.  Consequently,  the  amount  of  mucus 
decreases  and  its  viscosity  increases.  This  results  in  a sparse  but  thick  mucus  barrier 
that  appears  to  diminish  the  vitality  of  the  sperm  and  to  impair  its  powers  of  penetration. 

The  role  of  viscous  cervical  mucus  as  a secondary  action  of  Norinyl-1 

In  a report  on  89  patients  taking  this  medication,*  cervical  mucus  obtained  from  cycle  day  5 
to  cycle  day  29  appeared  scant  and  thick  and  exhibited  little  or  no  Spinnbarkeit. 

In  the  opinion  of  this  investigator,  the  effect  on  cervical  mucus  may  be  sufficient  to 
prevent  conception. 


Cohen,  M.  R.:  Symposium:  Mechanisms  of  Action  of  Low  Dosage  Oral  Contraceptive,  Yale  University  Medical  Center,  New  Haven,  Conn.,  April  6,  1967, 


Normal  cervical  mucus  at  midcycle 
in  untreated  patient 
is  known  to  permit  sperm  motility... 
promote  sperm  penetration. 


Cervical  mucus  is  thin  and  watery  with  a stretchability 
(Spinnbarkeit)  of  15  to  20  cm. 


.i.uu  wuieiy  mucus  crystallizes  into  this  well-defined, 
lernlike  pattern  within  a minute. 


and  freemoving. 


Viscous  cervical  mucus  at  midcycle 
produced  by  Norinyl-1 
appears  to  impair  sperm  vitality... 
inhibit  penetration. 


Spinnbarkeit  is  1 cm.  or  less. 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  a patient  treated  with  Norinyl-1. 


Bow  NorinYl-1 
^ters  normal 
pndometrial  responses- 
another  possible 
protective  mechanism 

us  suppose  that  an  ovum  is  released  — as  occurs  in  an 
jccasional,  rare  case  — and  somehow  a sperm  succeeds  in 
3enetrating  the  cervical  mucus  barrier.  Should  this  come  about, 

)ne  additional  action  of  Norinyl-1  may  protect  the  patient 
rom  unwanted  pregnancy.  The  theory  is  that  progestogen  intake 
nakes  endometrial  tissue  unreceptive  to  implantation. 


Bndometrium  of 
intreated  patient 


formally,  the  endometrium  progresses  through 
I proliferative  phase  stimulated  by  estrogen  and  a 
secretory  phase  stimulated  by  progesterone, 
during  the  secretory  phase  the  endometrium  is 
eceptive  to  the  fertilized  ovum. 


Endometrium  produced^ 

by  Norinyl-1  /D  V)  (J  (T\ 


When  Norinyl-1  is  administered  its  progestogen 
component  — norethindrone  — accelerates  the 
secretory  phase  and  suppresses  glandular  and 
vascular  development. 


for  multiple 

contraceptive 

action 

effective  fertility  control 
on  half  the  previous  dosage 

maintains  ratio 
of  the  established 
norethindrone/  mestranol 
combination 

lower  cost 


new 

nnirr 

(norethindrone  Img.  c mestranoi  0.05mg.)  'W  t8 

Reduction  of  oral  contraceptive  dosage  to  lowest  effective  levels  has;, 
become  a well-accepted  principle  of  conservative  medical  practice.' 
In  keeping  with  this  view,  Norinyl  is  now  available  in  a new  strength  | 
in  which  both  norethindrone  and  mestranol  are  reduced  50  percent.| 
Studies  show  that  Norinyl- 1 achieves  fertility  control  with  only  1.05  | 
mg.  of  combined  progestogen  and  estrogen  per  tablet.  I 

Norethindrone  was  first  reported  for  use  as  a progestational  agent  in  || 
human  beings  in  1955.  Norethindrone  2 mg.  with  mestranol  0.1  mg.,  as  j 
an  oral  contraceptive,  is  currently  in  use  by  over  2,000,000  women. 
Clinical  experience  now  establishes  that  Norinyl- 1 also  amply  meets  ] 
the  criteria  of  reliability  and  safety.* 

^Symposium  on  Low-Dosage  Oral  Contraception,  Palo  Alto,  Calif.,  July  15,  1965.  ^ 


PRESCRIBING  INFORMATION 

Contraindications:  1.  Patients  with  thrombo- 

phlebitis or  with  a history  of  thrombophlebitis 
or  pulmonary  embolism.  2.  Liver  dysfunction  or 
disease.  3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  organs.  4.  Un- 
diagnosed vaginal  bleeding. 

Warnings:  1.  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or  com- 
plete loss  of  vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia,  or  migraine.  If  examina- 
tion reveals  papilledema  or  retinal  vascular 
lesions,  medication  should  be  withdrawn.  2. 
Since  the  safety  of  Norinyl-1  in  pregnancy  has 
not  been  demonstrated,  it  is  recommended  that 
for  any  patient  who  has  missed  two  consecutive 
periods,  pregnancy  should  be  ruled  out  before 
continuing  the  contraceptive  regimen.  If  the  pa- 
tient has  not  adhered  to  the  prescribed  schedule, 
the  possibility  of  pregnancy  should  be  consid- 
ered at  the  time  of  the  first  missed  period.  3. 
Detectable  amounts  of  the  active  ingredients  in 
oral  contraceptives  have  been  identified  in  the 
milk  of  mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the  infant  has  not 
been  determined. 

Precautions:  1.  The  pretreatment  physical  exam- 
ination should  include  special  reference  to 
breast  and  pelvic  organs,  as  well  as  a Papani- 
colaou smear.  2.  Endocrine  and  possibly  liver 
function  tests  may  be  affected  by  treatment 
with  Norinyl-I.  Therefore,  if  such  tests  are  ab- 
normal in  a patient  taking  Norinyl-1,  it  is  recom- 
mended that  they  be  repeated  after  the  drug 
has  been  withdrawn  for  2 months.  3.  Under  the 
influence  of  estrogen-progestogen  preparations, 
preexisting  uterine  fibroids  may  increase  in 
size.  4.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  that  may 
be  influenced  by  this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac,  or  renal  dysfunc- 
tion, require  careful  observation.  5.  Although  a 
cause  and  effect  relationship  has  not  been 
established,  Norinyl-1  should  be  used  with  cau- 
tion in  patients  with  a history  of  cerebrovascu- 
lar accident.  6.  In  relation  to  breakthrough 
bleeding,  as  in  all  cases  of  irregular  bleeding 
per  vaginam,  nonfunctional  causes  should  be 
borne  in  mind.  In  cases  of  undiagnosed  vaginal 
bleeding,  adequate  diagnostic  measures  are 


indicated.  7.  Patients  with  a history  of  psychic 
depression  should  be  carefully  observed  and 
the  drug  discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible  influence 
of  prolonged  Norinyl-1  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease  in  glucose 
tolerance  has  been  observed  in  a small  percent- 
age of  patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  obscure.  For  this 
reason,  diabetic  patients  should  be  carefully 
observed  while  receiving  Norinyl-1  therapy.  10. 
Because  of  the  occasional  occurrence  of  throm- 
bophlebitis and  pulmonary  embolism  in  pa- 
tients taking  oral  contraceptives,  the  physician 
should  be  alert  to  the  earliest  manifestations  of 
the  disease.  A cause  and  effect  relationship  has 
not  been  demonstrated.  11.  Because  of  the  ef- 
fects of  estrogens  on  epiphyseal  closure, 
Norinyl-1  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  not  complete. 

12.  The  age  of  the  patient  constitutes  no  abso- 
lute limiting  factor,  although  treatment  with 
Norinyl-1  may  mask  the  onset  of  the  climacteric. 

13.  The  pathologist  should  be  advised  of 
Norinyl-1  therapy  when  relevant  specimens  are 
submitted. 

Side  Effects:  The  following  adverse  reactions 
have  been  observed  with  varying  incidence  in 
patients  receiving  oral  contraceptives:  nausea, 
vomiting,  gastrointestinal  symptoms,  break- 
through bleeding,  spotting,  change  in  men- 
strual flow,  amenorrhea,  edema,  chloasma, 
breast  changes  (tenderness,  enlargement  and 
secretion),  loss  of  scalp  hair,  change  in  weight 
(increase  or  decrease),  changes  in  cervical  ero- 
sion and  cervical  secretions,  suppression  of  lac- 
tation when  given  immediately  postpartum, 
cholestatic  jaundice,  erythema  multiforme,  ery- 
thema nodosum,  hemorrhagic  eruption,  mi- 
graine, rash  (allergic),  itching,  rise  in  blood 
pressure  in  susceptible  individuals,  mental 
depression. 

The  following  occurrences  have  been  ob- 
served in  users  of  oral  contraceptives.  A cause 
and  effect  relationship  has  not  been  estab- 
lished: thrombophlebitis,  pulmonary  embolism, 
neuroocular  lesions. 

The  following  laboratory  results  may  be 


'1 


altered  by  the  use  of  oral  contraceptives:  in-ljj 
creased  bromsulphalein  retention  and  othenp 
hepatic  function  tests,  coagulation  tests  (ii? 
crease  in  prothrombin,  factors  VII,  VIII,  IX  andi 
X),  thyroid  function  (increase  in  FBI  and  buta- 
nol extractable  protein-bound  iodine  and  de-' 
crease  in  T3  values),  metapyrone  test,  pregnane- 
diol  determination. 

Other  side  effects  reported  to  have  occurred) 
in  association  with  use  of  this  drug  are  dizzi-* 
ness,  hirsutism,  pains  in  legs,  back,  chest  and? 
abdomen,  dysuria,  drowsiness,  vaginal  dis-^ 
charge,  libido  increased  and  decreased,  erup- 
tions, hypermenorrhea,  hypomenorrheail 
increased  appetite,  G.U.  infections,  varicose^ 
veins,  abdominal  fullness,  acne,  headache.i 


nervousness,  allergies,  blurred  vision,  pain  in 
eyes,  and  itching  in  eyes.  For  complete  clinical 
data,  see  package  insert. 


] 


Dosage  and  Administration:  1.  One  tablet  of  : 
Norinyl-1  is  administered  orally  for  20  days  f 
beginning  on  day  5 of  the  menstrual  cycle.  > 
(Count  day  1 of  the  cycle  as  the  first  day  of  4 
menstrual  bleeding.)  Repeat  this  dosage  sched- ! 
ule  for  each  cycle.  2.  If  no  menstrual  period  i 
occurs  after  a cycle  of  treatment  (20  tablets)  in  ! 
which  patient  adhered  to  the  schedule,  the  pa- 1 
tient  must  be  instructed  to  resume  taking  the  ; 
Norinyl-1  tablets  7 days  after  the  previous  20- 1 
day  course  was  completed.  For  example,  if  the  f 
last  pill  of  a previous  cycle  had  been  taken  on  i 
a Sunday,  then  a new  cycle  of  treatment  should  ) 
begin  on  the  following  Sunday.  3.  In  the  post- 
partum woman,  it  is  recommended  that  the  ; 
first  cycle  of  treatment  should  begin  on  day  5 
of  the  first  menstrual  cycle.  However,  Norinyl-1  ■ 
should  not  be  administered  during  lactation. 


Availability:  Norinyl-1  (norethindrone  1 mg. 
with  mestranol  0.05  mg.)  — Dispensers  of  20  and 
60  and  bottles  of  250  tablets. 


norethindrone  — an  original  steroid  from 
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IN  MEMORIAM 


John  R.  Arnold,  M.D. 

1917-1967 


John  met  an  untimely  death  in  a rolling  one- 
car,  trailer,  boat  accident  on  a fishing  trip  April 
3,  1967,  near  Yuma,  Arizona.  John  had  been  a 
busy  dedicated  general  practitioner  of  medicine 
serving  the  community  of  Somerton,  Arizona, 
where  he  had  been  the  only  and  beloved  doctor 
to  its  populus. 

John  was  born  July  19,  1917,  in  Rector,  Arkan- 
sas, where  he  spent  his  busy  early  years.  He 
graduated  from  Arkansas  State  with  a BS  degree 
in  chemistry  in  1940.  Before  entering  the  U.S. 
Army,  he  engaged  in  chemical  research  in  plas- 
tics for  the  Ford  Research.  He  served  in  World 
War  11  for  4 years,  entering  the  University  of 
Arkansas  School  of  Medicine  in  1946.  He  grad- 
uated with  an  M.D.  Degree  in  1950.  He  re- 
entered the  service  to  take  charge  of  a clearing, 
company  in  Korea  with  the  rank  of  captain  m 
the  medical  corps.  He  left  the  service  as  a cap- 
tain in  the  medical  reserve  having  been  awarded 
the  Purple  Heart  and  Bronze  Star.  He  moved  to 
Somerton,  Arizona,  to  engage  in  general  practice 
of  medicine. 

John’s  practice  grew  rapidly  as  his  personality 
and  his  conservative  approach  to  his  patients’ 


problems  demanded.  He  became  a charter  mem- 
ber of  the  Somerton  Rotary  Club.  John’s  good 
natured  grin  and  easy  going  manner  made  many 
friends.  He  was  slow  to  anger  and  was  rarely 
critical  of  others.  He  was  a champion  of  those 
whom  he  thought  to  be  persecuted. 

He  served  as  Vice  Chief  of  Staff  at  Parkview 
Hospital  at  its  opening.  Since  that  time,  he  had 
served  commendably  his  many  offices  and  duties 
as  a staff  member.  He  was  a member  of  both 
A.M.A.,  ArMA,  Yuma  County  Medical  Society, 
and  the  B.P.O.E. 

He  is  survived  by  his  wife,  Freda,  of  Yuma;  a 
brother,  Walt,  of  Somerton;  a sister,  Nancy,  of 
Yuma;  a son.  Bob,  serving  in  the  National  Guard; 
a son,  Steve,  presently  in  pre-medical  education 
at  the  University  of  Arizona;  a stepdaughter, 
Susan,  of  Yuma;  and  a 1-year-old  grandson. 

John  leaves  a grieving  family,  many  grieving 
friends,  colleagues,  and  patients.  John  bequeaths 
to  his  intimate  friends  many  fond  memories;  to 
those  who  follow  in  the  practice  of  medicine,  a 
pattern  of  honesty,  conservatism,  and  concern 
for  the  patient.  We  miss  him. 

William  A.  Phillips,  M.D. 


July,  1967 
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Lmatmu  ojorni,  , . , . 

supervision  and  companionship 

are  an  integral  part  of  the  therapy  program  at  Camelback  Hospital. 
Whether  patients  prefer  restful  hobbies  such  as  TV  viewing, 
reading,  conversing  in  the  modern,  comfortable  rooms, 
or  enjoy  more  active  out-of-doors  recreation, 
highly-trained,  registered  nurses  are  always  nearby. 


.ocated  in  the  heart  of  the  beautiful  Phoenix  citi 
picturesque  Camelback  Mountain,  the  hospital 
exclusively  to  the  treatment  of  psychiatric  and  | 
disorders,  including  alcoholism. 


APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION 
OF  HOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIATION 


5055  North  34th  Streo 


955-620C 


PHOENIX,  ARIZONj 
ARIZONA  FOUNDATION  FOR  NEUROLOGY  AND  PSYCHtATRj 


NOW,  AVAILABLE  FROM  ArMA 
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ATTENDING  PHYSICIAN'S  STATEMENT  - HEALTH  INSURANCE  CLAIM  - CROUP  OR  INDIVIDUAL 


■■■  „ ... ....... 

■='  

...□  «n 

fNCL^o'.hS  J5iv‘5it«T,V'i'crrf‘'°''*‘ 



“Hr-™"’ 

...□ 

...□ 

...□  «□ 

...□ 

# 

A 

ORDER  YOURS  TODAY  AND  STOP  THE  CONFUSION 
OF  MULTIPLE  INSURANCE  FORMS 

samples  available  on  request 


COST:  $1 .50  per  hundred 


To:  Arizona  Medical  Association 

4601  N.  Scottsdale  Rd.,  Scottsdale,  Arizona  85251 

Please  send  me hundred  approved  insurance 

forms  costing  $1.50  per  hundred. 

Name  

Address 

Bill  Me:  □ Payment  Enclosed:  □ 


July,  1967 


651 


,-7- 


Pneumococci 


Penicillin-Sensitive 
Staphylococci  ^ 


Beta-Hemolyl 

Streptococci 


81 

ii 

til  lllifvW'uE 
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M tHf  IT 

V-Cillin  K®  provides  dependable  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 

Staph. Aureus(Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 


MIC  (m 

eg. /ml.) 

MIC  {meg. /ml.) 

MIC  (meg. /ml.) 

Antibiotic 

Median 

Ronge 

Median 

Range 

Median 

Range 

Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0.4-6.3 

0.2 

0.1 -0.4 

0.2 

0.1-1.6 

Oxacillin 

0.4 

0.1 -3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0.8 

0.1 

0.1 -0.8 

- 

- 

Nafcillin 

0.4 

0.2-0.8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adapted  from  Klein,  J.  O.,  and  Finlond,  M,:  New  England  J.  Med. ,269:1019,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


Adopted  from  Griffith,  R.  S.,  and  Block,  H.  R.:  Current  Ther.  Res.,  6 253,  1964. 


V“Cillin  K 1-^  ™“’ 

Potassium  Phenoxymethyl  Penicillin 


(See  next  page  for  prescribing  information.} 


New  500  mg.  tablets ...  a more  convenient  way  to  give  high  doses 


Description:  V-Ciliin  K is  the  potassium  salt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  the  use  of  penicillin  may  cause  acute 
onaphylaxis  which  may  prove  fatal  unless  promptly  controlled.  This 
type  of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  and  in  those  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available  for 
emergency  administration.  These  include  epinephrine  and  pressor 
drugs  (as  well  as  oxygen  for  inhalation)  for  relief  of  immediate  allergic 
manifestations  and  antihistamines  and  corticosteroids  for  delayed 
effects. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a patient 
with  a strongly  positive  history  of  allergy. 


In  prolonged  therapy  with  penicillin,  and  particularly  with  hig' 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal  or:! 
hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory  studie: . 
(including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth  c 
pencillin-insensitive  organisms.  In  such  cases,  its  administration  shouk 
be  discontinued,  and  appropriate  measures  should  be  taken. 
Adverse  Reactions:  Although  serious  allergic  reactions  are  much  les: 
common  with  administration  of  oral  penicillin  than  with  intramusculc 
forms,  manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  does  possess  a signif: 
cant  index  of  sensitization.  The  following  hypersensitivity  reaction; 
associated  with  the  use  of  penicillin  have  been  reported:  skin  rashe;- 
ranging  from  maculopapular  eruptions  to  exfoliative  dermatitis,-  urti 
caria;  and  reactions  resembling  serum  sickness,  including  chills,  fever; 
edema,  arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxi: 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia,  throrr. 
bocytopenia,  and  nephropathy  are  rarely  observed  side-effects  one 
are  usually  associated  with  high  parenteral  dosage. 
Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-Cillin  K 
Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  units)  three; 
times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  infants 
the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divided  intc’ 
three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated  bac 
teremia  may  be  treated  with  200,000  to  400,0000  units  three  times  c; 
day.  Therapy  should  be  continued  for  a minimum  of  ten  days  to  prever, 
development  of  rheumatic  fever  and/or  other  serious  complications; 
Dosage  for  routine  streptococcus  prophylaxis  in  patients  with  a histor\’ 
of  rheumatic  fever  or  congenital  heart  disease  may  be  200,000  unit: 
once  or  twice  daily.  When  such  patients  undergo  tonsillectomy,  toot): 
extraction,  or  other  minor  surgery,  the  prophylactic  dose  should  bs' 
500,000  units  every  six  hours  given  two  days  prior  to  surgery  and  fol 
two  days  postoperatively.  If  oral  medication  is  not  feasible  on  the  da, 
of  surgery,  parenteral  therapy  should  be  considered.  Mild  to  moder 
ately  severe  pneumococcus  pneumonia  has  been  treated  effectivel) 
with  250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  giver 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  proce 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  four  hours  fo 
three  doses  may  be  employed;  in  females,  500  mg.  every  four  hour: 
for  six  doses  are  recommended.  Refractory  infections  generally  responc 
to  a second  treatment  three  to  four  days  following  completion  of  thr 
first.  Treatment  of  gonorrhea  with  severe  complications  should  be 
individualized,  with  prolonged  and  intensive  treatment.  Patients  with  c 
suspected  lesion  of  syphilis  should  have  a dark-field  examination  be 
fore  receiving  penicillin  and  monthly  serologic  tests  for  a minimum  o 
three  months. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  units),  ir 
bottles  of  50  and  100;  and  250  mg.  (400,0000  units)  and  500  mg 
(800,000  units),  in  bottles  of  24  and  100. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  units)  per 
5 cc.  of  solution,  in  40,  80,  and  1 50-cc.-size  packages. 

Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
46206.  ■ 
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Wanted  By  The  FBI 


ALSON  THOMAS  WAHRLICH 
Alias  Thomas  Jefferson  Clark  III 


Wahrlich,  one  of  the  FBI’s  “Ten  Most  Wanted 
Fugitives,”  is  wanted  for  unlawful  interstate 
flight  to  avoid  prosecution  for  the  crime  of  kid- 
napping. He  allegedly  abducted  a 6-year-old 
Arizona  girl  in  Tucson,  Arizona,  on  April  16, 
1964,  and  brutally  beat,  choked,  and  sexually 
molested  her  before  leaving  her  abandoned  in 
the  same  city.  A Federal  warrant  was  issued  at 
Tucson  on  April  28,  1964,  charging  Wahrlich 
with  unlawful  interstate  flight  to  avoid  prose- 
cution for  this  offense. 

A white  American,  Wahrlich  was  born  in 
Rensselaer  County,  New  York,  on  February  4, 
1936.  He  is  5’  2”  tall,  weighs  135  to  140  pounds, 
wears  thick  lens  glasses,  being  almost  blind  with- 
out them,  has  blue  eyes,  brown  hair,  a medium 
build  and  a medium  complexion.  He  has  a scar 
on  each  side  of  his  abdomen,  and  a crude  home- 
made tattoo  of  a heart  and  the  name  “Cindy”  on 
his  upper  outer  left  arm. 

Wahrlich  has  used  the  additional  aliases  of 
Alson  I.  Wahrlich,  Tommy  Clark,  Tommy  Wahr- 


lich, and  Worlich  Olson.  He  has  resided  in  the 
past  in  mobile  trailer  homes  and  has  worked  as 
a truck  driver,  ranch  worker,  dishwasher,  house 
trailer  repairman,  hospital  orderly,  insurance 
salesman,  cook,  clerical  employee,  and  ice  cream 
truck  vendor.  He  is  very  interested  in  guns,  fish- 
ing, rocks,  abandoned  mines,  camping,  hiking, 
and  has  previously  possessed  a flying  license.  He 
often  hitchhikes,  but  strongly  prefers  traveling 
by  personally  owned  car.  Wahrlich  reportedly 
has  mental  blackouts,  has  been  previously  im- 
prisoned for  aggravated  assault,  child  molesting, 
and  a crime  against  nature.  He  allegedly  molests 
children  between  ages  5 to  10  years.  He  report- 
edly is  armed  with  a pistol  and  is  said  to  carry 
a surgical  scalpel  in  his  trousers’  pocket.  Consider 
him  armed  and  extremely  dangerous. 

Should  you  receive  any  information  concern- 
ing the  whereabouts  of  Alson  Thomas  Wahrlich, 
you  are  requested  to  immediately  notify  the 
nearest  office  of  the  FBI,  the  telephone  number 
of  which  may  be  located  on  the  first  page  of 
local  telephone  directories. 


July,  1967 
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CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations,  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety ...  helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®- methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


AMBARL 

EXTENTABS 


methamphetamine  HCl  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


^ BRIEF  SUMMARY/Indications;  Ambar 
suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  h}q)ertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company,  >9.rU,nnRI  MC 

RICHMOND,  VA.  23220  ^ ^ J 


[FEDERAL 
MEDICAL 
PROGRAMS 

Medicare  Part  A:  A Progress  Report 

John  C.  Foster,  Executive  Director 
Arizona  Blue  Cross/Blue  Shield 


Eleven  months  of  Medicare,  Part  A,  adminis- 
tration have  given  Arizona  Blue  Cross  an  oppor- 
tunity to  review  and  evaluate  the  efficiency  of 
its  operation. 

In  that  eleven  months  the  Plan  has  had  an 
opportunity  to  establish  a program  of  education, 
administration,  and  coordination. 

EDUCATION 

Because  Blue  Cross  and  Blue  Shield  have  al- 
ways maintained  a strong  educational  program 
for  physicians’  office  assistants  and  hospital  per- 
sonnel, it  was  a simple  step  to  expand  the  service 
in  preparation  for  Medicare. 

To  start  the  program,  the  Executive  Director 
visited  every  hospital  in  the  State  to  acquaint 
administrators  with  the  new  program  and  the 
role  of  Blue  Cross. 

Subsequently,  nine  meetings  were  held  in 
three  state  locations  to  duplicate  training  for  all 
hospital  office  personnel.  As  explanations  were 
offered  on  Part  A,  we  found  an  increasing  inter- 
est by  physicians’  office  personnel  who  requested 
that  our  staff  outline  both  Part  A and  Part  B. 
This  was  done  for  medical  assistants  in  three 
locations,  three  times  in  a large  chnic  and  in 
various  smaller  groups.  As  our  lectures  became 
better  known,  we  found  it  necessary  to  provide 
speakers  for  groups  of  senior  citizens,  church 
groups  and  the  like. 

At  the  same  time,  we  started  educational  pro- 
grams for  the  newly  formed  but  flourishing 
Home  Health  Agencies,  all  of  which  are  served 
by  Blue  Cross. 

After  the  education  programs  for  hospitals 
and  home  health  agencies  had  developed  into  a 
routine  process.  Blue  Cross  was  selected  by 
thirty-five  of  the  thirty-seven  approved  extended 
care  facilities  to  be  intermediary.  With  this  a 
new  educational  effort  was  begun  with  each 
facility  having  three  program  sessions  available. 

The  educational  programs  have  “paid  off”  by 
preparing  admitting,  billing  and  insurance  clerks 
for  a smooth  functioning  program. 

ADMINISTRATIVE 

Medicare  Part  A caused  a minor  ripple  in  the 
Blue  Cross  and  Blue  Shield  office  when  its  ad- 


ministration started  July  1,  1966.  The  communi- 
cations system,  claims  handling  and  data  pro- 
cessing were  all  patterned  after  programs  al- 
ready in  operation,  such  as  the  Federal  Employ- 
ees Program  and  regular  Blue  Cross. 

Only  13  persons  were  added  to  the  staff  of 
Blue  Cross  to  handle  some  65,438  claims  and 
$18,740,090.62  in  ten  months.  To  date,  the  over- 
head costs  have  remained  below  2%,  this  without 
provider  audits.  Audits  to  come  will  obviously 
increase  that  figure.  Current  payments  to  pro- 
viders indicate  a level  in  excess  of  two  milHon 
dollars  per  month. 

Applicants  to  be  intermediaries  or  carriers 
( Parts  A and  B ) were  required  by  Social  Secur- 
ity to  have  data  processing  potential.  It  has  been 
our  experience  that  our  data  processing  depart- 
ment has  made  our  economical  admimstration 
of  the  program  possible. 

COORDINATION 

Coordination  of  the  Medicare  program  with 
the  Social  Security  Administration,  the  Part  B 
carrier,  and  the  Blue  Cross  and  Blue  Shield 
national  organizations  is  an  important  and  deli- 
cate part  of  the  administrative  and  educational 
structure.  Coordination  with  these  outside  agen- 
cies, as  well  as  other  departments  within  our 
own  office,  is  maintained  by  a trained  Medicare 
coordinator  who  serves  as  an  advisor  to  the 
Executive  Director. 

His  is  the  job  of  problem  solving,  reviewing 
instructional  materials,  liaison  with  providers, 
liaison  with  Social  Security  Admimstration,  Blue 
Cross  Association,  National  Association  of  Blue 
Shield  Plans  and  the  Hospital  Association. 

Problems  have  existed  in  the  program.  The 
Social  Security  program  for  out-patient  care  was 
intricate  and  claims  processing  slow  and  exq)en- 
sive.  This  has  been  speeded  up  but  can  stand 
improvement.  In  the  early  days  of  the  program, 
the  communications  system  did  not  function  as 
well  as  it  might,  but  most  problems  in  that  area 
have  been  eradicated. 

All  in  all,  we  have  found  that  well-trained 
staff  and  well-oriented  providers  make  for  a 
smoothly  oiled  program. 


July,  1967  . L.. 
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Medicare  Part  B;  A Progress  Report 


James  J.  Blazek,  Administrator 
Medicare  Claims  Administration 
Aetna  Life  & Casualty  Companies 


An  Aetna  Life  & Casualty  spokesman  has  sum- 
marized this  company’s  position  on  Medicare 
when  he  stated:  “We  come  to  you  not  as  lovers 
of  federal  intrusion  into  the  private  affairs  of 
men,  but  as  guardians  of  private  enterprise 
where  it  still  exists,  and  restorers  where  it  has 
been  abolished.  Recognizing  the  need  for  a cer- 
tain federal  participation  in  the  process  of  the 
common  good,  but  not  necessarily  the  wisdom 
of  federal  implementation,  we  seek  more  co- 
operative  efforts  with  the  medical  profession  to 
preserve  those  good  things  inherent  in  the  opera- 
tion of  the  federal  establishment.” 

Amidst  a profusion  of  predictions  and  spec- 
ulation, Aetna  Life  & Casualty,  Medicare  Claim 
Administration,  began  to  operate  the  complex 
machinery  of  the  Medicare,  Part  B,  program.  On 
July  8,  1966,  a 77-year-old  man  received  $30.80, 
the  first  payment  issued  by  our  office  in  Arizona. 
While  the  administration  of  Medicare  in  its  first 
nine  months  has  faced  various  problems,  most  of 
these  have  now  been  solved. 

Between  October  1966  and  January  1967,  a 
substantial  “backlog”  developed  in  the  office. 
This  was  primarily  caused  by  (1)  the  under- 
estimation of  anticipated  claim  volume  predict- 
ed by  the  Social  Security  Administration  and  ( 2 ) 
the  complexity  of  the  claim  processing  procedure 
which  is  required  by  the  program’s  provisions. 

The  miscalculated  claim  projection  created 
severe  personnel  shortages  and  resulted  in  pay- 
ment delays.  In  order  to  initiate  a prompt  rem- 
edy, we  instituted  an  overtime  schedule.  In 


addition,  experienced  processors  from  Aetna  of- 
fices in  other  sections  of  the  country  were  called 
in  while  we  trained  new  permanent  employees. 
Collegiate  night  crews  were  also  utilized.  As  the 
permanent  staff  reached  a size  where  it  could 
handle  the  normal  workload,  the  temporary  per- 
sonnel were  reduced  and  ultimately  discontin- 
ued. At  present,  we  have  92  employees,  and  they 
are  paying  the  large  majority  of  claims  within 
two  weeks.  The  “backlog”  has  been  eliminated. 

The  majority  of  the  processors  had  no  medical 
or  insurance  background.  Training  programs  and 
educational  materials  were  devised  to  assist  the 
employees  in  understanding  medical  terminology 
in  order  to  accurately  evaluate  medical  claims. 
The  generous  cooperation  on  the  part  of  the 
medical  profession  in  Arizona  has  greatly  facih- 
tated  this  task. 

The  Medicare  law  sets  forth  stringent  criteria 
for  the  payment  of  claims.  The  guideHne  of  “rea- 
sonable charge”  necessitates  complex  evaluation 
on  the  part  of  the  claim  processor.  Reasonable 
charge  is  divided  into  two  components:  “cus- 
tomary” and  “prevailing.” 

The  customary  fee  is  the  amoimt  charged  by 
the  physician  to  all  his  patients.  The  physician 
may  increase  his  customary  charge  at  any  time 
and  still  satisfy  program  requirements  as  long  as 
the  charge  is  increased  for  all  his  patients  and 
not  just  those  under  Medicare.  In  order  for  us 
to  accept  the  increased  charge,  it  must  also  fall 
within  the  prevailing  range. 

The  prevailing  fee  is  determined  by  studying 
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a composite  of  the  customary  fees  for  each  pro- 
cedure in  an  area.  The  prevailing  fee  should  en- 
compass the  large  majority  of  all  the  customary 
fees  in  the  locality.  We  determine  this  guideline 
by  identifying  the  point  at  which  most  custom- 
ary charges  congregate.  Medical  fees  are  con- 
tinually reviewed  to  recognize  significant  fluxa- 
tions  that  would  change  reasonable  charge  levels. 

Prior  to  July  1,  1966,  a study  was  made  of  all 
the  available  medical  bills  in  our  Arizona  com- 
mercial claim  files.  We  assembled  data  on  the 
customary  charges  of  physicians  for  various 
procedures.  Prevailing  fee  data  was  developed 
from  these  statistics.  As  the  program  has  evolved, 
this  information  has  been  updated  and  increased. 
Other  supplemental  guides  are  being  utilized  to 
complement  our  study  while  we  are  developing 
additional  information. 

The  advent  of  Medicare  created  a need  for 
vast  public  education.  The  Social  Security  dis- 
trict offices  throughout  the  state  have  the  basic 
responsibility  for  providing  telephone  and  per- 
sonal instruction  on  completion  of  claim  forms, 
coverage  and  other  general  information.  They 
have  asked  that  all  such  requests  for  assistance 
be  referred  to  them. 

Our  Medicare  Claim  Administration  office 
helps  beneficiaries  with  questions  arising  after 
a claim  has  been  submitted.  We  explain  pay- 
ments, denials,  and  other  subjects  pertinent  to 
the  claim  which  has  been  filed. 

Meetings  have  been  held  throughout  the  state 
with  physicians  and  their  staffs  to  discuss  the 
Medicare  program.  We  wish  to  acquaint  phy- 
sicians, hospital  staff  members,  medical  assist- 
ants, and  secretaries  with  program  mechanics 
for  the  mutual  benefit  of  the  physicians,  the 
people  of  Arizona  and  Aetna  Life  & Casualty. 
We  are  most  willing  to  conduct  additional  meet- 
ings whenever  any  group  connected  with  the 
medical  profession  voices  an  interest  in  discuss- 
ing the  program.  We  publish  “What’s  New?  to 
advise  physicians  of  revisions  in  the  program. 
We  also  assist  physicians  and  their  staffs  with 
on-the-spot  questions  which  can  be  answered 
over  the  telephone.  As  Medicare  continues,  the 
medical  profession,  the  beneficiaries,  and  our 
staff  will  become  increasinglys^farniliar  with  pre- 
gram requirements,  v Public  and  professional 
awareness  will  enable  uS' to  process  clairns  with- 
out returning  large  quantities  of  unacceptable 
materials.  This  will  eliminate  a great  irlconven- 
ience  Tor  all  parties  ' involved  in  the  program. 
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Between  July  and  December  1966,  it  was 
necessary  to  return  21,000  bills  because  of  in- 
complete information,  lack  of  coverage,  etc.  With 
increased  public  education  and  greater  coopera- 
tion, we  will  be  able  to  sharply  reduce  the  num- 
ber of  claims  we  send  back.  The  time  presently 
devoted  to  returning  bills  could  be  utilized  to 
process  acceptable  material. 

During  the  first  six  months  of  the  program, 
we  issued  15,000  settlement  drafts  covering  an 
additional  30,000  bills.  We  also  processed  5,000 
bills  where  no  payment  could  be  made  because 
the  deductible  had  not  been  satisfied. 

In  January,  February  and  March  1967,  we 
paid  $2,400,000.00  in  benefits  compared  to  $1,- 
400,000.00  during  the  first  six  months  of  opera- 
tion. We  have  processed  71,000  bills  and  issued 
33,000  settlement  drafts  in  the  first  three  months 
of  this  year.  The  average  amount  per  draft  is 
$75.00. 

There  are  approximately  111,000  residents  el- 
igible for  Medicare,  Part  B,  in  Arizona.  The  de- 
sirable climate  brings  an  unestimated  number 
of  winter  visitors  to  this  state  each  year.  Many 
receive  medical  services  during  their  stay  and 
file  claims  through  our  office.  The  seasonal  in- 
flux creates  a unique  situation,  making  it  diffi- 
cult to  forecast  the  number  of  claims  to  be  pro- 
cessed. We  presently  receive  an  average  of  6,000 
bills  per  week  of  which  approximately  50  per 
cent  are  assigned  and  50  per  cent  are  receipted. 

Aetna  Life  & Casualty  continually  meets  in 
Baltimore  with  the  Social  Security  Administra- 
tion to  attempt  to  simplify  procedures  involved 
with  filing  and  processing  claims.  Daniel  W. 
Pettengill,  Aetna  Vice  President,  is  the  chairman 
of  the  Health  Insurance  Benefits  Advisory  Coun- 
cil. This  group  is  instrumental  in  proposing  new 
methods  of  claim  administration  to  streamline 
the  program. 

Our  office  advises  physicians  of  changes  which 
facilitate  the  work  involved  in  completing  claim 
forms.  For  example,  a recent  revision  by  SSA 
enables  the  physician  to  reduce  his  paper  work 
by  following  a new  assignment  method.  The 
“blanket  assignment”  provision  permits  the  phy- 
sician to  obtain  a statement  from  his  patient 
authorizing  him  to  take  an  assignment  for  any 
medical  service  provided  in  the  current  calendar 
year.  The  statement  should  be  submitted  with 
the  first  fully-completed  Medicare  claim  forili. 
After  that,  the  physician  may  submit  subsequent 
claims,  completing  Part  One  pf  the  Bequest  for 
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Payment  form  himself.  The  patient  does  not  even 
need  to  sign  it.  The  physician  may  accept  or 
reject  an  assignment  of  any  particular  bill  as  he 
wishes  or  the  patient  may  pay  any  bill  rather 
than  assign  it.  The  blanket  assignment  can  be 
cancelled  at  any  time. 

Our  Office  also  suggests  a sample  bill  which 
demonstrates  the  complete  information  required 
to  process  a claim.  For  example,  a typical  bill 
might  look  like  this: 

Patient:  J.  Jones 

Oct.  10-12 

office  visits  (3  @ $5.00)  or  $15.00 
Oct.  23-31 

hospital  visits  (9  @ $5.00)  or  $45.00 

Total  $60.00 

In  addition  to  reflecting  the  above  informa- 
tion, the  bill  must  be  officially  receipted  or  the 
physician  may  indicate  he  wishes  to  accept  an 
assignment.  The  remainder  of  the  required  in- 
formation, i.e.,  the  patient’s  address,  claim  num- 
ber, diagnosis,  etc.,  appears  on  the  Request  for 
Payment  form  and  can  be  completed  by  the 
patient. 

Aetna  Life  & Casualty  has  endeavored  to  ad- 
minister Medicare  in  the  best  interests  of  the 
physicians  and  the  people  of  Arizona.  Great  ef- 
fort has  been  made  to  avoid  any  interference  in 
the  physician-patient  relationship.  We  are 
pleased  with  our  current  progress  and  we  are 
continually  exploring  new  methods  of  operation 
for  future  improvement. 

In  April  1967,  the  Department  of  Health, 
Education  and  Welfare  stated  in  a letter  to 
Aetna  Life  & Casualty  President,  John  Hill,  that 
“.  . . your  number  of  weeks  work  on  hand  (1.5 
weeks)  was  among  the  lowest  in  the  country, 
and  that  the  percentage  of  claims  pending  over 
30  days  was  only  17.8  per  cent  as  compared  to 
the  national  average  of  24.5  per  cent.  ...  We  are 
gratified  by  the  achievement  of  your  Medicare 
operations  as  reflected  by  these  two  important 
indexes.  Sincerely,  Arthur  E.  Hess,  (Director, 
Bureau  of  Health  Insurance).” 

Aetna  Life  & Casualty  is  dedicated  to  making 
Medicare,  Part  B,  a success  in  Arizona.  We  will 
continue  to  strive  for  the  mutual  approval  of  all 
those  involved  in  this  program.  We  invite  com- 
ments from  any  interested  party  in  order  to 
further  our  efforts  toward  future  progress. 


PRESCRIPTIONS  FOR 


INDUSTRIAL  PATIENTS  GIVEN 


THE  SAME  PROMPT  AND 


COURTEOUS  SERVICE 


AS  ARE  ALL  OTHERS.  WE 


SOLICIT  THIS  BUSINESS. 


WE  DELIVER. 


KEETON^S  REXALL  DRUG 


2909  West  Van  Buren 
Phoenix,  Arizona  85009 
Telephone:  272-6801 


ARIZONA  MEDICINE 

Address  all  correspondence  to  the 
Journal  Offices 

4601  N.  Scottsdale  Rd.,  Scottsdale,  Ariz.  85251 


Bruce  E.  Robinson 
Business  Manager 


National  Representative 
State  Journals  West 
Melvin  B.  Tyler,  Advertising  Manager 
693  Sutter  Street 
San  Francisco,  California  94102 

“The  material  in  this  journal  is  not  copyrighted.  We  ask 
that  anyone  using  material  from  it  note  the  previous  pubUca- 
tion  in  ARIZONA  MEDICINE." 


CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of  scientific  arti- 
cles for  publication  in  ARIZONA  MEDICINE.  All  such  con- 
tributions are  greatly  appreciated.  Ail  will  be  given  equal 
consideration. 

Material  submitted  for  publication  in  ARIZONA  MEDI- 
CINE should  conform  to  the  following  policies: 

1.  Manuscripts,  including  references  or  bibliography,  should 
be  tymwritten,  double-spaced,  on  one  side  of  the  paper  only, 
and  the  original  and  a carbon  enclosed. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as  fol- 
lowed by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Although  the  Editors  try  to  catch  inaccuracies,  the  ulti- 
mate responsibility  is  the  author’s. 

4.  Articles  are  accepted  for  publication  only  if  they  are 
contributed  exclusively  to  this  JoumaL  Ordinanly,  contribu- 
tors will  be  notified  within  60  days  if  a manuscript  is  ac- 
cepted for  publication.  Every  effort  wiU  be  made  to  return  im- 
used  manuscripts. 

5.  The  Journal  reserves  the  right  to  edit  aU  mateiiaL 

6.  Reprints  wiU  be  supplied  to  the  author  at  printing  cost. 
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NEW 


HBA'S  PROTOTYPE  PLAN 
GIVES  YOU  YOUR  OWN 
RETIREMENT  FUND  THAT 
WITHOUT  ANY  ACTION  ON 
YOUR  PART  BECOMES  100% 

TAX  DEDUCTIBLE  ON  JAN.  1, 1968 


SEND  NOW  FOR  YOUR 
PERSONALIZED  KEOGH 
TAX  SAVINGS  PLAN.  OUR 
PROTOTYPE  PLAN  HAS 
BEEN  APPROVED  AND  IS 
READY  FOR  YOU. 


I 


OBLIGATION 


KEOGH  TAX  SAVINGS  PLAN 

Your  contributions  to  your  own  retirement  fund  will  be  100%  tax  deductible  for 
taxable  years  beginning  January  1,  1968.  HBA's  Prototype  Plan  allows  you  to 
take  advantage  of  tax  advantages  presently  available  and,  without  further  effort 
on  your  part,  have  a plan  already  in  force  by  January  1,  1968. 


THE 


LIFE 


INSURANCE  COMPANY 

P.O.  Box  1272,  Phoenix  85001 
Phone  258-4885 


Fill  out  the  Keogh  Data  Sheet  below 
and  mail  to  HBA  Life  or  phone  258- 
4885  to  see  what  HBA's  Prototype 
Plan  can  mean  to  you  in  tax  savings. 


CLIP  HERE 

KEOGH  DATA  SHEET 

ALL  INFORMATION  KEPT  CONFIDENTIAL 

Date — 


Name- 


Address- 


_City- 


J\A,D.  Sex -Date  of  Birth — 

-State -Zi  p- 


Net  Income  From  Your  Practice  $- 


For  1 964 


For  1 966  For  1 965 

Do  You  Have  an  Ownership  in  Any  Unincorporated  Trade  or  Business? 

NOTE:  If  your  practice  is  a partnership,  please  attach  separate  information  giving  the  same  data 
as  above  for  each  partner. 


Employees,  If  Any: 
Name 


Sex 


Date  of  Date  Full  or 

Birth  Employed  Salary  Part  Time 
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Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  cen  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
-bacitracin -neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a v\/ay 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsusceo^ 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin 
The  possibility  of  such  a reaction  should  be  borne  in  mind.  ^ 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Va  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIIF 


brand 


iYXiN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


662 


Arizona  Medicine 


TOPICS  OF  CURRENT 
MEDICAL  INTEREST 


THE  NEW  ARMADA  AGENCY 


Charles  Fisher,  C.L.U.,  who  has  been  servieing 
our  Group  Life  Insuranee  Program  for  nearly 
three  years,  was  appointed  “Broker  of  Reeord” 
with  authorization  to  study  plans  in  effect  in 
other  parts  of  the  country.  This  was  done  and 
the  better  features  of  these  plans  selected.  Lead- 
ing carriers  for  each  feature  were  then  contacted 
and  negotiated  with  for  the  best  results.  Banks 
with  the  necessary  facilities  and  interest  were 
interviewed  in  research  of  an  acceptable  and 
qualified  trustee. 

The  resulting  plan,  which  is  to  be  known  as 
the  ARMADA  PLAN,  was  submitted  for  approv- 
al. It  is  designed  to  provide  for  a broad  scope  in 
investments  and  a maximum  of  flexibility.  Bal- 
ance is  provided  through  the  availability  of 
Annuities  and  Securities. 

There  are  three  parts  to  the  program:  (1)  In- 
vestment, ( 2 ) Life  Insurance,  and  ( 3 ) Disability 
Income. 

In  the  investment  portion  you  may  select  all 
Annuities,  all  Securities,  or  all  Mutual  Funds. 
You  may  also  split  your  investment  in  any  ratio 
between  Securities  and  Annuities,  or  between 
Mutual  Funds  and  Annuities.  An  important  fea- 
ture is  that  the  maximum  allowable  will  remain 
to  your  credit  in  the  investment  portion.  The 
Life  Insurance  and  the  Disability  Income  are 


options  and  are  available  outside  of  the  savings 
program. 

The  Trust  Division  of  The  Guaranty  Bank  has 
been  selected  as  Trustee.  They  were  chosen  to 
provide  this  all-important  service  to  our  Asso- 
ciation not  only  because  they  were  the  leader 
in  the  State  in  preparing  for  the  HR-10  program, 
but  they  also  presented  a fee  schedule  for  trust 
and  investment  service  more  attractive  than  any 
reviewed. 

Southwestern  Life  Insuranee  Gompany,  long 
a leader  in  the  Annuity  field  was  selected  to  pro- 
vide the  Annuity.  Their  most  attractive  product 
to  complement  a securities  fund  is  a non-partici- 
pating group  pension  plan.  Southwestern  also 
made  available  the  most  desirable  Disability 
Income  benefit  at  the  most  competitive  rate. 

Provident  Life  and  Accident  offered  the  low- 
est cost  Decreasing  Term  Policy  to  round  out 
the  insurance  portion  of  the  over-all  program. 

The  newly  incorporated  Armada  Assurance 
Agency  will  be  the  Administrator  of  the  insur- 
ance portions  of  the  program.  This  agency  was 
organized  by  Mr.  Fisher  to  create  a corporate 
entity  to  assure  continuity  of  service  for  the 
ARMADA  PLAN.  Representatives  of  the  agency 
will  be  carefully  selected,  highly  qualified  indi- 
viduals. 


BURN  UNIT 

MARICOPA  COUNTY  GENERAL  HOSPITAL 


With  the  results  being  obtained  by  Dr.  W. 
R.  Price,  Co-Director  of  the  Research  Burn 
Unit  at  Maricopa  County  General  Hospital, 
Arizona  Medicine  felt  that  it  would  be  of 
interest  to  all  the  physicians  in  the  State  if 
the  Transfer  and  Admission  policy  to  the 
Burn  Unit  would  be  reproduced.  This  policy 
is  reproduced  below  for  your  information 
and  use. 

Editor 

Admission  Policy 

The  indigent  of  Maricopa  Gounty  have  first 
priority,  but  any  person  with  a major  burn  may 
be  admitted  if  bed  space  is  available. 
Arrangement  for  Transfer  and  Admission. 

Gall  Burn  Unit  Office,  272-6611  Ext.  340.  The 


Burn  Unit  secretary  will  help  make  all  arrange- 
ments, 
or 

Gall  Doctor  MacDonald  Wood  or  Doctor  Wil- 
liam Price,  272-6611.  If  not  in  the  hospital,  the 
telephone  operator  will  locate  the  above  doctors 
and  your  call  will  be  retuined. 

Time  of  T ronsfer. 

As  soon  as  is  possible  (preferably  within  the 
first  few  hours ) . 

Preparation  for  Transfers 
1 ) Respiratory  Gare. 

Treat  to  provide  adequate  respiratoiy  func- 
tion. Intubation  is  preferable  to  tracheos- 
tomy. 
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2 ) Shock  Therapy 

a ) Start  intravenous  fluids  via  a “eutdown” 
placed  in  a large  vein.  Cutting  through 
the  burn  wound  is  not  desirable  but 
may  be  done  if  necessary. 

b)  Do  not  give  PLASMA!  Intravenous 
fluid  should  be  Ringer’s  Lactate  solu- 
tion! Rate  of  admission  should  provide 
a urinary  output  of  10-40  ml/hr  in  the 
adult  and  5-20  ml/hr  in  the  very  young. 
This  rate  of  fluid  admission  should  be 
decreased  if  the  venous  pressure  goes 
above  15  cm. 

c)  Insert  a Foley  catheter  into  urinary 
bladder,  and  measure  and  record  out- 
put. 

d)  Insert  a large  nasogastric  tube,  empty 
stomach,  leave  tube  in  place  and  apply 
suction  intermittently. 

3)  Wound  Care  and  Medications 

a)  The  patient  should  have  nothing  by 
mouth  to  eat  or  drink. 

b)  Pain  medication  (morphine  sulfate  or 
demerol)  should  be  given  intravenously 
in  small  doses. 

c)  Wound  debridement  is  not  necessary. 
Remove  all  clothing  and  cover  burned 


areas  with  sterile  sheets,  and  apply 
blankets  as  necessary  to  keep  the  pa- 
tient warm.  Please  do  not  apply  medi- 
cation or  ointment  to  burn  wound  sur- 
face. Send  burned  clothing  with  the 
patient. 

4 )  Record  and  F amily 

a)  Send  a copy  of  all  records,  laboratory 
test,  treatment  given,  information  as  to 
how  the  injury  occurred  and  the  refer- 
ring doctor’s  name,  address,  and  tele- 
phone number.  Include  any  operative 
permits  which  may  have  been  obtained. 

b ) A family  relative  should  accompany  the 
patient  in  order  to  give  pertinent  infor- 
mation concerning  the  accident  and  the 
patient’s  medical  history,  and  to  sign 
treatment  permits. 

Transfer  Vehicles 

Any  means  in  which  patient  care  can  be  main- 
tained. Druing  transfer  the  patient  must  be  kept 
warm  and  O2  should  be  given  by  nasal  catheter. 
Trained  medical  personnel  should  be  with  the 
patient  at  all  times. 

Transfer  End  Point. 

Rring  the  burned  person  directly  to  the  Mari- 
copa County  General  Hospital  Emergency  Room. 


ENEMA  NIPPLE  VALVE 


Inability  to  hold  an  enema  presents  a clinical 
problem  solved  by  use  of  the  enema  nipple  valve. 

Physicians  and  nurses  are  often  confronted 
with  the  patient  reportedly  unable  to  take  or 
retain  an  enema.  With  Medicare  and  increased 
numbers  of  senior  citizens,  the  problem  becomes 
more  prevalent.  Enema  administration  is  a basic 
necessity  in  many  diagnostic  and  therapeutic 
areas. 

Conversion  of  an  ordinary  infant  care  rubber 
nipple'*  into  a valve  simplifies  the  enema 
administration.  A V-shaped  incision  with  scissors 
into  the  nipple  tip  permits  passage  of  a medium 
sized  Erench  catheter  through  the  nipple  tip. 
After  insertion  of  the  catheter-nipple  tip  into  the 


anus,  manual  pressure  holding  the  flange  of  the 
nipple  firmly  against  the  anoderm  then  prevents 
enema  reflux.  Thus  enema  retention  is  better 
accomplished,  regardless  of  the  cause  of  weak 
sphincter  control. 

The  rubber  nipples  are  disposable,  readily 
available  and  inexpensive  (three  for  thirty-four 
cents  retail). 

In  addition  to  therapeutic  use,  other  applica- 
tions consist  of  improved  colostomy  irrigation 
and  more  effective  preparation  for  sigmoido- 
scopy in  the  incontinent  patient. 

Adaptation  of  the  simple  rubber  nipple  creates 
an  effective  seal-tight  valve  for  cHnical  use, 
Edward  J.  Lowell,  Jr.,  M.D. 

““Evenflo”  t>"pe  nipple. 
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CO— op.er.a.tion,  co.op.er.a.tion,  co.op.er.a.tion 
(ko— op'er— a'shen),  n.  1.  a co-operating;  joint 

effort  the  benefits  of  which  are  shared  by  all  members. 


UP  TO  $1,000  MONTHLY  BENEFIT 
NOW  AVAILABLE 

ON  A STATEWIDE  BASIS  - MEANS  STABILITY 


Disability  Insurance  pays. ..not  only  when  you’re  sick  or 
injured. ..but  also  in  “peace  of  mind”  when  you’re  well! 
“The  Only  Known  Substitute  for  Earning  Power” 


NATIONAL  CASUALTY  COMPANY 

OF  DETROIT,  MICHIGAN 

Arizona  Representatives 

PHOENIX  ★ CHARLES  A.  de  LEEUW  TUCSON  ★ RONALD  E.  DEITRICH 

3424  NORTH  CENTRAL  AVENUE  SUITE  9,  PIMA  PLAZA,  2030  E.  BROADWAY 

(PHONE  266-2403)  (PHONE  623-7941) 

Approved  and  Recommended  by  the 

MEDICAL  ECONOMICS  COMMITTEE  AND  THE  COUNCIL 

...SINCE  1953 


101  East  Fourth  Street, 

Adjoining  Scottsdale  Baptist  Hospital 

Scottsdale's  Newest 


Scottsdale,  Arizona 

NOW  LEASING  ....  CUSTOM  SUITES 

& Finest  Medical  Building 


OPHTHALMOLOGY 

Peter  S.  Sykowski,  M.D.,  F.A.C.S. 

DENTIST  DENTAL  LAB. 

R.  A.  Hossler,  D.D.S.  F.  Jefferson  Blake 
Patrick  Ryan,  D.D.S 


PHYSICAL  THERAPIST 

Jean  Hoffman,  R.P.T. 

OBSTETRICS  & GYNECOLOGY 

Roy  O.  Young,  M.D. 
Gregory  C.  Smith,  M.D. 


PSYCHIATRY 

Murray  Urie,  M.D. 
GENERAL  SURGERY 

Jack  O.  McFarland,  M.D, 


Adjoining  Hospital  Medical  Center  with: 

PATHOLOGY  RADIOLOGY  OTHERS 

C.  E.  Strickland,  M.D.  M.  Herbert  Nathan,  M.D.  Srutwa  Pharmacy 

Fred  C.  Schoene,  M.D.  Scottsdale  Opticians 


For  Leasing  Information  Call  946-9091 
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tHUdical  CeHtei'  OC-^aif  antf  ClMeal 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

DIAGNOSTIC  X-RAY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D,,  Consultant  Pathologist 


See  for  yourself 
the  professional 
MEDAC 
Billing  and 
Bookkeeping  Service 

irS  A “PERSONAL  TOUCH”  SERVICE  THAT  YQO  CONTROL! 

5^  All  records  stay  in  your  office  at  all  times! 

^ Patient  accounts  at  your  fingertips. 

Prompt  and  professional  billings. 

5^  Accurate  agings  of  your  accounts  receivable  and 
faster  collections. 

WE  INVITE  YOU  TO  CALL 

in  Phoenix  in  Tucson 

Bud  Gray  261-1317  Burt  Becker  624-8711 
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'g^Bhera!  psych iatry  and  neuro! 

^ m 

child  psychiatry  " 


EUGENE  R.  ALMER,  M.D. 
ROBERT  BEAL,  M.D. 

OTTO  L.  BENDHEIM,  M.D. 
PAUL  M.  BINDELGLAS,  M.D. 
LEE  S.  COHN,  M.D. 

KENT  E.  DURFEE,  M.D. 

T.  RICHARD  GREGORY,  M.D. 
WILLIAM  B.  HAEUSSLER,  M.D. 
THOMAS  F.  KRUCHEK,  M.D. 
HAROLD  E.  McNEELY,  Ph.D. 
STANFORD  PERLMAN,  Ph.D. 
GEORGE  G..SARAVIA,  M.D. 
SAMUEL  WICK,  M D. 


clinical  psychology 

and  family  counselling 


5051  NORTH  34th  STREET 


PHOENIX  18,  ARIZONA 


355-6200 


THE  DIAGNOSTIC  LABORATORY 


Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


PATHOLOGISTS 

Maurice  Rosenthal,  M.D. 
George  Scharf,  M.D. 
Seymour  B.  Silverman,  M.D. 
Bland  Giddings,  M.D. 

Sidney  H.  Zuber,  M.D. 


RADIOLOGISTS 

11301.  McDowell  Office  - 258-1601 

Marcy  1.  Sussman,  M.D. 

. 1901  e!  Thomas  Road  Office  - 27,4-3603 

Edward  L.  Batts,  M.D. 

William  S.  Stone,  M.D. 

George  A.  Gentner,  M.D. 


Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 

1901  East  Thomas  Road  • Phoenix,  Arizona  • Phone  264*2101 
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. . .is  not  news.  What’s  news  is  that  we’ve  embarked  on  the  most  ambitious  film  program  for  pro 
fessional  medical  audiences  ever  launched  against  a single  disease.  A half-million  dollar  filn 
project  is  underway— with  technical  advice  from  the  nation’s  leading  medical  authorities. 

Five  of  these  films  are  available  now— 

CANCER  IN  CHILDREN,  DIAGNOSIS  AND  MANAGEMENT  OF  CANCER  OF  THE  COLON  AND  RECTUM 
ORAL  CANCER,  NURSING  MANAGEMENT  OF  THE  PATIENT  WITH  CANCER,  and  THE  DENTIST  ANI 
CANCER.  The  balance  will  be  released  in  1967-1968. 

As  pioneers  in  the  usage  of  medical  films,  we  know  their  value  as  teaching  tools.  Our  Unit 
across  the  country  know,  too.  Films  are  a vital  part  of  their  professional  educational  programs 
We  hope  you  will  contact  your  local  ACS  Unit  about  this  outstanding  new  series. 


AMERICAN  CANCER  SOCIETY 


Classified 


Pharmacy  Directory 


FAIRMONT  PHARMACY 

3231  East  McDowell  Rd.  Phoenix,  Arizona 

PRESCRIPTIONS  - DRUGS 
COSMETICS  - FOUNTAIN 

BRidge  5-571 9 FREE  DELIVERY 


Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 


Next  to  the  1 st  National  Bank 


DOCTOR'S  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N,,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  7-7471 

At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1932" 


DANNY  T.  SEIVERT 
INSURANCE 

Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 

Professional  Programs  for  Professional  Men 

Del  Webb's  TowneHouse  — Suite  1700 
100  W.  Clarendon  — Phoenix 
Telephone  277-1487 


MEDICAL  CINEMATOGRAPHY 
By 

AZTEC  FILM  PRODUCTIONS 

2818  N.  Country  Club 
Tucson,  Ariz. 

602-326-6736 


Private  practice  available  for  Board  certified 
or  Board  eligible  Internist  at  Cottonwood, 
Arizona.  New  hospital  facilities  available,  plus 
office  space.  Estimated  income  of  approximate- 
ly $30,000  for  first  year.  Any  other  necessary 
information  please  contact  Roland  W.  Wilpitz, 
Administrator,  Marcus  J.  Lawrence  Memorial 
Hospital,  P.  O.  Box  548,  Cottonwood,  Arizona 
86326. 


"WANTED:  Locum  Tenens  in  Prescott,  Arizona. 
Solo  GP  desires  vacation  from  October  15, 
1967,  to  December  10,  1967.  Terms:  50%  of 
gross  for  services  rendered.  No  overhead.  Must 
have  Arizona  License,  and  Credentials  accep- 
table to  the  Medical  Staff  of  Yavapai  Com- 
munity Hospital."  Reply:  R.  G.  Hardenbrook, 
M.D.,  316  Grove  Avenue,  Prescott,  Arizona. 
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Situation  Wanted:  Board  Certified  general  sur- 
geon desires  to  re-locate  in  Arizona.  Age  41 
years;  solo  private  practice  experience;  licensed 
in  Arizona.  Reply  Box  64-3,  Arizona  Medicine, 
4601  North  Scottsdale  Road,  Scottsdale,  Arizona 
85251. 


GENERAL  MEDICINE  PRACTICE  OPENING 

1600  square  feet  at  $4.00  per  foot  per  year. 
Three  year  lease.  First  and  last  months  ad- 
vance. Hospitals  — one  block  and  another  10 
minutes.  Drug  store,  laboratory  and  X-ray. 
Mesa  Grande  Medical  Center  1 150  North  Coun- 
try Club  Drive,  Mesa,  Arizona  85201. 

Dr.  Jess  A.  Conant 
Telephone  969-5593  or  964-0230 


FOR  LEASE:  Off  ice  occupied  by  General  Prac- 
titioner for  five  years  vacated  last  month.  May 
be  leased  for  short  or  long  term.  Good  loca- 
tion, within  walking  distance  of  downtown 
Glendale,  Arizona;  near  banks  and  post  office; 
airconditioned  and  equipped  for  X-ray;  three 
treatment  rooms;  very  reasonable. 

Contact  Mrs.  E.  A.  Henderson,  8217  N.  57th 
Drive,  Glendale,  Arizona.  Phone  934-1460. 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors;  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


HOSPITAL  MEDICAL 
CENTER,  LTD. 


100  E.  FOURTH  ST.  SCOTTSDALE,  ARIZONA 


Adjoining  Scottsdale  Baptist  Hospital 

ALLERGIST 

Davis  1.  Arnovv,  M.D. 

R.  C.  Romero,  M.D. 

.ANESTHESIOLOGIST 
Sue  Boyett,  M.D. 

FA.MILY  DOGTOR 
jack  E.  Groh,  M.D. 

William  B.  McGahey,  M.D. 

John  A.  Martin  III,  M.D. 

GENERAL  PRAGTIGE 

Willard  F.  Worthen,  M.D. 

GIvNERAL  SURGERY 

Boyd  II.  Metcalf,  M.D. 

GENERAL  SURGERY  - GANGER 
I lerbert  N.  Munhall,  M.D. 

IN'i  ERNAL  MEDIGINE  & GARDIOLOGY 
Donald  L.  Gorzine,  M.D. 

John  F.  Gurrin,  M.D. 

OPHTHALMOLOGY 

Robert  L.  Yockey,  M.D. 
eye  physician  and  surgeon 

ORTHODONTIST 

James  G.  Toye,  D.D.S. 

ORTHOPEDIG  SURGERY 
Malcolm  F.  Dorfman,  M.D. 

PATHOLOGY 

G.  H.  Strickland,  M.D. 

Fred  G.  Schoene,  M.D. 

PERIODONTIST 

j.  Richard  Loughry,  D.D.S. 

THORAGIC  GARDIOVASGULAR  SURGERY 
Garl  Impellitier,  M.D. 

UROLOGIG  SURGERY 

Wilfred  M.  Potter,  M.D. 

BADIOLOGY 

M.  Herbert  Nathan,  M.D. 

DENTISTRY 

Lnmone  E.  Wilhneng,  D.D.S. 

OTHERS 

Srutwa  Pharmacy 
Scottsdale  Opticians 

For  Leasing  Information  Call 
946-9091  or  946-5344 
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Among  the  adjuncts  to  the  physician’s  skill 

Darvon®  Compound-65 

Each  Puivule®  contains  65  mg.  propoxyphene  hydrochloride,! 
V 227  mg.  aspirin,  162  mg.  phenacetin,  and  32.4  mg.  caffeine. 

w 


whatever  their  color 
shape,  or  size... 


Benadryl 

phenhydramine  hydrochloride) 

PARKE-DAVIS 


for  control  of 
allergic  symptoms 


Whether  the  allergen  is  greenish  or  garish,  unseen  or 
unknown,  your  patient  can  get  symptomatic  relief  with 
BENADRYL— the  potent  antihistamine  with  antispas- 
modic  action.  INDICATIONS:  Antihistaminic,  anti- 
spasmodic,  antitussive,  and  antiemetic  therapy. 
PRECAUTIONS:  Persons  who  have  become  drowsy 
on  this  or  other  antihistamine-containing  drugs,  or 
whose  tolerance  is  not  known,  should  not  drive 
vehicles  or  engage  in  other  activities  requiring  keen 
response  while  using  this  product.  Hypnotics,  sed- 
atives, or  tranquilizers  if  used  with  diphenhydramine 
hydrochloride  should  be  prescribed  with  caution 
because  of  possible  additive  effect.  Diphenhydramine 

The  pink  capsule  with  the  white  band  is  a trademark 
of  Parke,  Davis  & Company. 


has  an  atropine-like  action  which  should  be  con- 
sidered when  prescribing  diphenhydramine  hydro- 
chloride. ADVERSE  REACTIONS:  Side  effects  are 
generally  mild  and  may  affect  the  nervous,  gastro- 
intestinal, and  cardiovascular  systems.  Drowsiness, 
dizziness,  dryness  of  the  mouth,  nausea,  nervousness, 
palpitation,  blurring  of  vision,  vertigo,  headache, 
muscular  aching,  thickening  of  bronchial  secretions, 
restlessness,  and  insomnia  have  been  reported. 
Allergic  reactions  may  occur. 

BENADRYL  is  available  in  Kapseals®  of  50  mg.  and 
Capsules  of  25  mg.  ooee? 


HV\f&D  BRAND  OFLUTUTRIN 


3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA 


AND  SELECTED  CASES  OF  PREMATURE  LABOR  AND  2ND 


AND  3RD  TRIMESTER  THREATENED  ABORTION 


/ 


In  controlling  abnormal  uter-  ^ 

Ine  activity,  LUTREXIN,  the 
non-steroid  “uterine  relaxing 
factor”  has  been  found  to  be 
the  drug  of  choice  by  many 
clinicians. 

No  side  effects  have  been 
reported,  even  when  massive 
doses  (25  tablets  per  day)  were 
administered. 

Literature  on  indications  and 
dosage  available  on  request. 

Supplied  in  bottles  of 


twenty-five  3,000  unit  tablets. 


' 

HYNSON,  WESTCOTT  & DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 


< LTR22 ) 


in  vivo  measurement  of  LUTREXIN  (Lututrin)  on  contracting  uterine  muscle 
of  the  guinea  pig. 


Armada  Assurance  Agency,  Inc. 

"Dedicated  to  the  service  of  Arizona  Physicians" 

THE  AGENCY  DEVELOPED  & INCORPORATED  TO  ADMINISTER 
THE  INSURANCE  PORTION  OF  YOUR  HR  10  PROGRAM 


CHARLES  FISHER,  C.L.U, 


PLAN 


ROBERT  KLEY 


President 


Tony  Ziehler,  C.L.U. 
Tucson 


I.R.S.  APPROVED 
BALANCED 
FLEXIBLE 


MEET  THE  PEOPLE  WHO 
WILL  BE  AT  YOUR  SERVICE 


The  Armada  Agency  also 
Offers  Complete  Service  in: 


Vice  President 


Ron  Frazier 
Mutual  Funds 


ESTATE  PLANNING  & CONSERVATION 
LIFE  INSURANCE 
DISABILITY  INCOME 
BUSINESS  OVERHEAD 
PROFESSIONAL  LIABILITY 
FIRE  & CASUALTY 


~ PHOENIX  — 

Suite  91  9 

3550  N.  CENTRAL 
264-1059 


— TUCSON  — 

2307  East  Broadway 
624-8641 
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George  wants  to  know  if  it’s  okay  to  take  his  cold 
medicine  now,  Doctor,  instead  of  seven  o’clock'?” 


The  long-continued  action  of  Novahistine  LP 
should  help  you  both  get  a good  night's  sleep. 
Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  round-the-clock  relief  by  help- 
ing clear  congested  air  passages  for  freer  breathing. 
Novahistine  LP  also  helps  restore  normal  mucus 
secretion  and  ciliary  activity— normal  physiologic 
defenses  against  infection  of  the  respiratory  tract. 
Use  cautiously  in  individuals  with  severe  hyper- 
tension, diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that 
drowsiness  may  result.  Each  Novahistine  LP  tablet 
contains:  phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 

NOVAHISTINr  LP 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


Don’t  let  monilia 

cut  broad-spectrum  therapy  short... 


^ start  with 

Tetrex-F 

tetracycline  phosphate 
complex-nystatin 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract... 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  helps  you  circumvent  this  problem. 

The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complex  delivers  tet- 
racycline to  the  blood  rapidly.  Side  effects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
racycline therapy:  (1)  the  elderly  or  debili- 
tated, (2)  young  children,  (3)  the  diabetic, 

(4)  those  on  long-term  tetracycline  therapy, 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  with  a history  of  monilial  vaginitis. 

When  you  start  with  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los- 
ing control  elsewhere.  A good  start  for  a 
healthy  finish. 

PRESCRIBING  INFORMATION.  For  complete  information 
consult  Official  Package  Circular.  Indications:  Infections  of  res- 
piratory, gastrointestinal  and  genitourinary  tracts  and  skin  and 
soft  tissues  due  to  tetracycline-sensitive  organisms,  in  patients 
with  increased  susceptibility  to  monilial  infections.  Contraindi- 
cations: The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components.  Warnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sunlight  should 
be  avoided  during  therapy.  .Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and  hep- 
atotoxicity  may  occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  conducted  initially  and  monthly  for  3 
months.  Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diar- 
rhea, flatulence,  proctitis,  vaginitis,  dermatitis,  and  allergic  re- 
actions may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Con- 
tinue for  10  days  in  Beta-hemolytic  streptococcal  infections. 
Administer  one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tetra- 
cycline phosphate  complex  equivalent  to  250  mg.  tetracycline 
HCl  activity  and  250,000  units  of  nystatin.  For  Oral  Suspension, 
125  mg.  tetracycline  and  125,000  u.  nystatin/5  ml.,  60  ml.  bottles. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


BRISTOL 
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official  stand  of  The  Arizona  Medical  Association, 
Inc.  The  opinions  of  the  Board  of  Directors  may 
be  sought  in  the  published  proceedings  of  that  body. 


On  the  inside  covers  of  both  the  front  and 
back  pages  of  a program  celebrating  the  Fourth 
Anniversary  of  The  Arizona  Medical  Political 
Action  Committee  appeared  the  following  quo- 
tations : 

“ARMPAC  ...  is  an  organization  dedicated  to 
a program  of  political  education  which  encour- 
ages physicians  and  their  wives  to  support  men 
of  integrity  in  both  political  parties  who  work 
diligently  in  the  cause  of  good  government,” 
and  “THE  PRICE  OF  FREEDOM  IS  ETER- 
NAL VIGILANCE.” 

The  first  quotation  we  feel  to  be  worthy  of 
the  State  of  Arizona,  the  residents  of  Arizona, 
and  especially  the  physicians  of  Arizona,  for  it 
freely  admits  the  existence  not  only  of  a pro- 
gram of  political  education  but  also  the  presence 
of  individuals  in  both  major  political  parties  who 
would  work  in  the  cause  of  good  government. 
Two  choices  exist  — the  exposure  of  professional 
individuals  to  political  figures,  and  the  individ- 
ual choice  between  major  political  parties  — 
two  choices  without  which  a political  action 
committee  would  be  little  more  than  a psycho- 
logical club,  and  an  organization  of  which  we 
could  be  less  than  proud. 

The  second  statement  speaks  for  itself.  Re- 
corded history  is  filled  with  incidents  in  which 
both  vigilance  and  the  opportunity  to  be  vigi- 
lant were  lost  along  with  personal  individual 
freedom. 

We  have  an  opportunity  to  equalize  both  our 
professional  and  political  interests  in  this  off- 
election  year.  ARMPAC  needs  OUR  support, 

Roland  F.  Schoen,  M.D. 

Editor 
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In  peptic  ulcer... 

antacid 


therapy 

with  a 
new 

benefit 


CONTAINS  A BALANCED 
COMBINATION 
OF  THE  MOST  WIDELY 
USED  ANTACIDS— 

FOR  RAPID 
NEUTRALIZATION. 

PLUS  SIMETHICONE— 

TO  CONTROL 
THE  FACTOR  WHICH 
ANTACIDS  ALONE 
CANNOT  INFLUENCE. 


■ 111  Mylanta,  aluminum  and  magnesium  hydroxides  are 
balanced  to  minimize  the  chance  of  constipation  or  laxation 
and  still  achieve  rapid  acid  neutralization  and  pain  relief. 

■ The  positive  action  of  simethicone  helps  relieve  the  pain- 
ful gas  symptoms  which  often  accompany  the  peptic  ulcer 
syndrome. 

■ The  nonfatiguing  flavor  and  smooth,  nongritty  consistency 
of  tablets  and  liquid  encourage  continued  patient  coopera- 
tion during  long-term  therapy. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful  (5  ml.) 
of  liquid  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydrox- 
ide, dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  one  or  two  tab- 
lets, well  chewed  or  allowed  to  dissolve  in  the  mouth,  or  one  or  two 
teaspoonfuls  of  liquid  to  be  taken  between  meals  and  at  bedtime. 


The  Stuart  Company,  Pasadena,  California 
Division  of  Atlas  Chemical  Industries,  Inc. 
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we  know 
that  you  won’t 
be  convinced 
until  you  try 
Drixoral 
yourself 

Most  oral  decongestants  produce  adequate  or  good  results 
in  most  patients  with  rhinitis  and  other  U.R.I.  disorders. 

An  oral  decongestant’s  bid  for  superiority 
must  be  justified  by  a demonstrated  increase  in  excellent 
results  in  more  patients.  And  that  is  exactiy  what 
double-blind  and  crossover  studies  have  indicated 
about  a coming  entry  into  the  oral  decongestant  field  from  Schering. 

Next  month,  you  will  be  able  to  prescribe 
DRIXORAL  Sustained-Action  Tablets  twice  daiiy  tor 
24-hour  relief  of  upper  respiratory  mucosal  congestion 
in  seasonal  and  perennial  nasal  allergies,  acute 
rhinitis  and  rhinosinusitis,  acute  and  subacute  sinusitis, 
eustachian  tube  blockage,  and  secretory  otitis  media. 


S*0  Itst  page  of  advertisement  lor  clinical  considerations. 


e. 

Sr 


1*. 


More  details 
on  Drixoral  and 
this  mechanical  man 
next  month. 


available 
from  Schering 
next  month 


Drixoral" 


Sustained-Action  Tablets 
brand  of  dexbrompheniramine  maleate 
and  d-isoephedrine  sulfate 

Each  tablet  contains 
dexbrompheniramine  maieate  6 mg., 
and  d-isoephedrine  sulfate  120  mg. 


but  you  can 
try  it 
sooner 


Schering 

introduces 

Drixorar 


Double-blind 
and  crossover  studies' ' 
show  superior  results 
with  an 

oral  decongestant, 
but... 


Se»  last  page  of  advertlaament  for  clinical  conalderaliona. 


see 

previous  page 
for  special 
pre-introductory 
sample  offer  for 
New  Drixoral” 

Sustained-Action  Tablets 
brand  of  dexbrompheniramine  maleate 
and  d-isoephedrine  sulfate 

Each  tablet  contains  dexbrompheniramine  maleate  6 mg., 
and  d-isoephedrine  sulfate  120  mg. 

Clinical  conaldaratlona:  Confraind/cal/ons— ORIXORAL  ahould 
not  be  given  lo  children  under  12  yeare  of  age.  Until  animal 
eludlee  support  the  safety  of  this  preparation  for  use  during 
gestation.  DRIXORAL  ahould  not  be  administered  to  preg* 
nant  women.  Precauf/ons  — Although  leoephedrine  causes 
pracllcally  no  pressor  effect  in  normotenslve  Individuals,  it 
should  be  used  with  caution  in  patients  with  hypertension, 
coronary  artery  disease  and  hyperthyroidism.  DeKbromphenlr* 
amine  maleate  may  cause  Infrequent  and  usually  mild  drows- 
iness; ahould  this  occur,  the  patient  should  not  engage  In 
mechanical  operations  that  require  alertness.  S/de  effects  — 

Mild  drowsiness  has  been  observed  In  occasional  patients 
receiving  DRIXORAL.  Although  very  Infrequent  complaints 
suggestive  of  sympathomimetic  side  effects  have  been  noted, 
possible  aide  effects  of  sympathomimetic  origin  include  anil- 
ety,  tension,  restlessness,  nervousness,  tremor,  weakness. 
Insomnia,  headache,  palpitation,  tachycardia,  angina,  eleva- 
tion of  blood  pressure,  sweating,  mydriasis,  anoreiia,  nau- 
sea, vomiting,  dizziness,  constipallon,  and  dysurla  due  lo 
vesical  sphincter  spasm.  For  more  complete  details,  consult 
package  insert  or  Schering  literature  available  from  your 
Schering  Representative  or  Medical  Servicea  Department, 

Union,  New  Jersey  070B3. 

References; 

1.  Pullen,  F.  W.  2nd,  and  Montgomery,  W.  W.;Arch.  Otolaryng. 

77:24. 1963. 

2.  Frank.  D.  I.;  Curr.  Therap.  Res.  6:158,  1964. 

3.  Fierberg,  A.  A.:  Ann.  Allergy  22:324,  1964.  s-rsi 
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ARIZONANS  PACESETTER  BANK 
TRUST  DIVISION 


is  in  Business  to  Serve  YOU  — and 
YOUR  BENEFICIARIES! 


Living  Trusts 
Life  Insurance  Trusts 
Business  or  Partnership  Trusts 
Executor  or  Administrator 
Pension  or  Profit  Sharing  Trusts 
H.R.-IO  Self-Employed  Retirement  Trusts 
Custody  Accounts 
Agency  Accounts 
Escrow  Agents 
Transfer  Agents 
Guardianships 

And  Many  Other  Services  — 


The 


Guaranty  Bank 


5 fj  'i  \ ^ ^ ' 


3550  North  Central  Phoenix,  Arizona  Phone  264-9696 
John  R.  Bromley,  Jr.,  Vice  President  and  Trust  Officer 


MEMBER  FEDERAL  DEPOSIT  INSURANCE  CORPORATION 
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PROFESSIONAL  COMMITTEE 

Meeting  of  the  Professional  Committee  of  The  Arizona 
Medical  Association,  Inc.,  held  Sunday,  June  11,  1967, 
in  the  Convention  Center  of  the  Safari  Hotel,  4611  North 
Scottsdale  Road,  Scottsdale,  Arizona,  convened  at  10:15 
a.m.,  William  G.  Payne,  M.D.,  Chairman,  Presiding. 

ROLL  CALL 

PRESENT:  Drs.  Antos,  Robert  J.;  Baker,  Earl  J.; 
Dudley,  Jr.,  Arthur  V.,  President-Elect;  Dysterheft, 
Arnold  H.,  President;  Ganelin,  Robert  S.;  Heileman, 
John  P.,  Secretary;  Kohl,  Jr.,  Harold  W.;  May,  Deraid 
G.;  McDaniel,  W.  Shaw;  Melick,  Dermont;  Payne, 
William  G.,  Chairman;  Schaller,  Donald  F.  Staff  — 
Messrs.  Carpenter,  Robert,  Executive  Secretary;  Robin- 
son, Bruce  E.,  Assistant  Executive  Secretary.  Guests  — 
Dr.  Spendlove,  George  A.,  Commissioner,  Arizona  State 
Department  of  Health. 

EXCUSED:  Drs.  Dexter,  Richard  L.;  Fife,  Ray; 
Helme,  William  B.;  Landeen,  Fred  H.;  Steen,  William 
B.;  Wagner,  Albert  G.;  Wood,  MacDonald. 

MINUTE 

Minute  of  the  Professional  Gommittee  meeting  held 
January  8,  1967,  approved. 

BOARD  OF  DIRECTORS  — ACTIONS 

The  Board  of  Directors  of  this  Association,  in  meeting 
held  January  29,  1967,  received  the  report  of  the  Pro- 
fessional Committee  and,  following  due  deliberation, 
acted  on  each  subject  as  follows: 

1.  Approved  reactivation  of  the  Subcommittee  on 
Poison  Control. 

2.  Reiterated  its  stand  that  the  Arizona  Medical  Asso- 
ciation would  welcome  discussion  with  the  Osteo- 
pathic physicians  of  Arizona  for  the  amalgamation 
of  both  professions  into  one  healing  art  based  upon 
the  accepted  tenets  of  scientific  medicine. 

3.  Accepted  the  report  of  the  Professional  Committee 
relating  to  the  Diabetes  Detection  Drive,  that  the 
deficit  of  $1,246.28  be  supplied  out  of  the  Profes- 
sional Committee’s  budget;  that,  if  this  amoimt  of 
money  is  not  available  out  of  said  budget,  that  the 
recommendation  of  the  Professional  Committee  to 
the  Board  that  the  deficit  be  provided  by  the 
Association  was  approved;  and,  in  accepting  the 
report  of  the  Professional  Committee,  it  was  de- 
termined to  approve  procedure  with  preliminary 
planning  for  a second  Diabetes  Detection  Drive  to 
culminate  during  the  next  National  Diabetes  Week 
(1967),  with  the  understanding  that  every  effort 
will  be  exerted  to  make  such  project  financially 
self-sustaining. 

4.  Appropriated  the  sum  of  $1,000  for  the  proposed 
statewide  adult  immunization  program  to  include 
smallpox,  diphtheria,  tetanus  and  measles,  support- 
ing this  program. 

5.  Approved  the  “Mental  Retardation  Program  for 
Training  Health  Personnel  in  Rural  Arizona  Com- 
munities” through  the  Rehabilitation  Center  of  the 
University  of  Arizona,  utilizing  Federal  funds  avail- 
able, recommending  component  county  medical 
society  cooperation  when  requested. 


6.  Accepted  with  regret  the  resignation  of  Ben  P. 
Frissell,  M.D.,  (Phoenix)  who  served  as  Chairman 
of  the  Subcommittee  on  Public  Health. 

REPORT  RECEIVED. 

SUBCOMMITTEE  REPORTS 

Aging  and  General  Medicine 

Approved  recommendation  of  Harold  W.  Kohl,  Jr., 
M.D.,  Chairman,  Subcommittee  membership  composite, 
including:  John  B.  Alsever,  M.D.  (Scottsdale),  Section 
on  Blood  and  Blood  Banking;  James  J.  Blute,  Jr.,  M.D. 
(Tucson),  Section  on  Rheumatic  Fever  and  Heart  Dis- 
ease; Karl  E.  Voldeng,  M.D.  (Phoenix),  Section  on  Alco- 
holism; John  P.  Heileman,  M.D.  (Phoenix),  Section  on 
Cancer;  John  P.  Holbrook,  M.D.  (Tucson),  Section  on 
Arthritis;  Fred  H.  Landeen,  M.D.  (Tucson),  Section  on 
Aging;  Marguerite  S.  Williams,  M.D.  (Sedona),  Section 
on  Diabetes;  and  George  A.  Spendlove,  M.D.,  Commis- 
sioner, Arizona  State  Department  of  Health.  A vacancy 
exists  in  the  Section  on  Nursing  Homes,  as  Dr.  Kohl 
requested  that  Clarence  L.  Robbins,  M.D.,  not  be  re- 
appointed to  head  this  section.  This  vacancy  will  be 
filled  at  a later  date. 

DIET  MANUAL 

Dr.  Kohl  reported  review  in  depth  of  a proposed 
Diet  Manual  prepared  by  the  Arizona  State  Depart- 
ment of  Health  commending  its  extremely  adequate 
approach  to  the  problem.  It  is  now  in  final  form, 
and  Dr.  Spendlove  reported  it  is  at  press  and  will 
be  available  for  distribution  shortly.  The  informa- 
tion contained  therein  will  be  especially  helpful 
within  the  smaller  hospital  institutions  of  this  State 
where  qualified  dietitians  are  not  available  and/or 
employed.  It  was  agreed  that  wide  distribution 
should  be  made  of  the  completed  product,  partic- 
ularly to  the  smaller  hospitals  and  nursing  homes, 
and  especially  should  the  medieal  profession  be 
made  aware  of  their  availability  at  these  institu- 
tions. REPORT  RECEIVED  AND  DR.  SPEND- 
LOVE COMMENDED  FOR  THIS  PUBLICATION. 

PLASMAPHERESIS  OPERATION 

Dr.  Kohl  reported  that  he  had,  as  requested,  inves- 
tigated this  operation  carried  on  at  the  Arizona 
State  Prison.  Dr.  William  J.  Clemans  and  Dr.  Rob- 
ert L.  Hyde,  Prison  Physicians,  reported  approx- 
imately seven  months  e.xperience  in  the  techniques 
of  plasmapheresis  processing  approximately  one 
hundred  and  forty  men  four  days  a week.  During 
this  period  of  time  at  the  Arizona  State  Prison,  there 
has  been  experienced  no  grave  medical  emergencies 
to  injuries  to  health  or  welfare  of  the  donor  pop- 
ulation. They  do  have  the  advantage  of  a “closed 
population”  which  is  kept  under  close  medical 
supervision.  The  Arizona  State  Prison  has  been  for 
years  the  sole  support  of  whole  blood  used  at  the 
Pinal  County  General  Plospital.  It  continues  to 
supply  all  the  blood  that  is  necessary  for  the  hos- 
pital, and,  in  fact,  more  Idood  is  now  available 
because  the  donor  population  is  not  being  depleted 
of  whole  blood  as  it  was  prior  to  the  use  of  plasma- 
pheresis. Invitation  to  review  the  operation  at  the 
Prison  was  extended. 
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Apparently,  there  have  been  no  problems  reported 
associate  with  the  plasmapheresis  operation  of  the 
United  Biologic  Corporation  facility  in  Phoenix. 
The  Maricopa  County  Health  Department  has  been 
requested  to  follow  the  operation  closely.  REPORT 
RECEIVED. 

HEARING  CONSERVATION  SERVICES 

Dr.  Kohl  reported  that  he  had  a communication 
dated  February  7,  1967,  received  from  Lee  Zumwalt, 
Executive  Director,  Easter  Seal  Society  for  Crippled 
Children  and  Adults  of  Arizona,  Inc.,  enclosing  a 
proposal  it  has  prepared  for  a demonstration  grant 
for  hearing  conservation  services  in  Arizona.  They 
have  been  working  very  closely  with  many  agencies 
in  the  hope  of  providing  these  services  in  Arizona. 
Summarizing,  the  project  will  stimulate  the  devel- 
opment of  comprehensive  services  for  the  hearing 
impaired  who  live  in  the  rural  and  smaller  com- 
munities of  Arizona,  and  will  augment  fragmented 
and  incomplete  services.  While  complementing  the 
identification  and  evaluation  programs  of  existing 
organizations,  it  is  especially  directed  toward  the 
initiation  and  coordination  of  rehabilitation  services, 
followup  activities,  and  public  educational  pro- 
grams. Early  identification  of  preschoolers,  preven- 
tive medicine,  and  rehabilitation  are  stressed.  A 
continuing  followup  program  is  detailed;  integrat- 
ing resources  within  and  outside  the  community  to 
provide  more  comprehensive  services  for  each  indi- 
vidual. An  education  program  for  professionals, 
general  public,  hearing  impaired  and  parents  is 
included.  One  of  the  rather  unique  features  is  the 
demonstration  of  a hearing  conservation  program 
with  the  intensive  use  of  volunteers  and  other  local 
participants.  Technical  consultation  is  provided  by 
Project  Staff,  because  of  the  acute  shortage  of  local 
community  specialists.  To  maximize  the  skills  of 
those  available  in  the  State,  a coordination  of  pub- 
lic, private  and  voluntary  agencies’  services  is  sug- 
gested. The  culturally  unique— Indians  and  Mexican- 
Americans  — will  receive  special  attention  wherever 
indicated.  Concentrated  efforts  toward  continuation 
of  services  for  the  hearing  impaired  after  the 
termination  of  the  grant  are  designed  into  the 
Project.  It  was  regularly  moved  and  unanimously 
carried  that  the  Professional  Committee  recommend 
to  the  Board  of  Directors  that  it  go  on  record 
supporting  this  j)roject  in  principle. 

Reported  through  the  Collier  Hearing  and  Speech 
Center,  the  American  Academy  of  Ophthalmology 
and  Otolaryngology  has  a standing  committee  on 
hearing  conservation.  It  seeks  information  as  the 
activities  in  this  area.  The  AAOO  Committee  has 
various  materials  in  the  form  of  films,  pamphlets, 
etc.,  which  are  available  and  may  be  helpful. 
Much  needs  to  be  done  and  much  can  be  done  in 
this  area.  School  and  Industrial  Hearing  Conserva- 
tion Programs  need  organizing  and  upgrading,  and 
an  all-out  effort  to  publicize  the  importance  of 
hearing  conservation  must  be  started.  It  is  be- 
lieved that  the  State  Medical  Societies  should  be 


the  controlling  influence  and  that  information  con- 
cerning hearing  conservation  can  emanate  under 
their  sponsorship.  Much  can  be  done  through  co- 
operation of  state  and  local  public  health  offices, 
but  the  initiating  influence  should  be  in  the  state 
societies.  If  the  Board  of  Directors  favorably  con- 
siders the  previous  recommendation,  the  AAOO 
Committee  could  be  informed  that  the  Easter  Seal 
Society  for  Crippled  Children  and  Adults  of  Arizona, 
Inc.,  has  a program  set  up  for  this  purpose. 

NATIONAL  DIABETES  WEEK 

Dr.  Kohl  reported  progress  associate  with  the  Dia- 
betes Detection  Drive  Program  to  be  undertaken 
again  in  Arizona  during  National  Diabetes  Week. 
A meeting  was  held  during  the  Annual  Meeting  of 
the  Arizona  Medical  Association  in  convention  here 
in  Scottsdale  to  which  all  county  chairmen  were 
invited  to  attend.  The  attendance  was  disappoint- 
ing. The  use  of  autoanalyzers  was  discussed;  how- 
ever, the  cost  appears  prohibitive.  Dextrostix  will 
again  be  used.  Certain  of  the  doctors  in  Pima 
County  objected  to  their  use  in  the  previous  pro- 
gram. It  was  determined  to  seek  approval  of  the 
Board  of  Directors  of  the  Pima  County  Medical 
Society  with  regard  to  the  proposed  1967  Diabetes 
Detection  Program.  Those  Pima  physicians  in  attend- 
ance at  this  meeting  agreed  to  using  Dextrostix; 
however,  they  e.xpressed  their  lack  of  enthusiasm  for 
the  program  unless  some  way  could  be  devised 
whereby  those  who  tested  high  on  the  Dextrostix 
would  then  immediately  check  with  an  autoanalyzer. 
This  would  involve  extra  expense  amormting  to 
probably  a maximum  of  twenty-five  to  thirty  cents 
per  test.  Representatives  from  Pima  stated  that  it 
would  enthusiastically  endorse  the  program  if  the 
autoanalyzer  test  could  be  applied  where  indicated 
at  no  e.xpense  to  the  Society.  If  this  were  not  feas- 
ible, Pima  County  may  wish  not  to  participate  in 
the  1967  program.  The  program  anticipated  is 
admittedly  a screening  process;  false  positives  and 
not  false  negatives  are  wanted;  the  private  phy- 
sicians would  be  abrogating  their  responsibility 
should  they  detenuine  not  to  participate.  Followup 
procedure  during  the  last  program  was  reviewed. 

It  was  regularly  moved  and  unanimously  carried 
that  this  Professional  Committee  recommend  to  the 
Board  of  Directors  that  the  Arizona  Diabetes  Detec- 
tion Program  be  continued  and  made  statewide; 
further,  that  it  is  the  recommendation  that  the 
County  Committees  of  this  program  be  made  up  of 
General  Practitioners,  Internists  and  other  physi- 
cians with  a special  interest  in  diabetes;  and  fur- 
ther, tliat  the  program  be  continued  only  as  a 
“screening  type  of  program”  with  no  attempt  to 
further  the  diagnosis  of  diabetes,  but  to  refer  the 
possible  diabetics  to  their  private  physicians  or  to 
an  institution  if  they  are  in  a charity  category. 

Allied  Medical  Groups 

In  the  absence  of  Dr.  William  B.  Helme,  Chairman  of 

this  Subcommittee,  no  formal  report  was  submitted. 
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PRESCRIPTION  LABELING 

In  the  absence  of  Dr.  Helme,  Dr.  Payne,  former 
Chairman  of  this  Subcommittee,  reported  that  the 
meeting  with  the  Arizona  Pharmaceutical  Associa- 
tion was  carried  out  in  response  to  its  request.  It 
feels  that  the  Medical  Society  should  be  aware  of 
what  goes  on  with  tlie  prescribing  of  drugs  for 
Nursing  Home  patients.  Drugs  given  patients  in 
such  homes  tliat  do  not  have  a pharmacy,  which  is 
all  of  them  other  than  the  ones  that  are  connected 
with  large  hospitals,  should  be  imder  prescription. 
They  appeal  to  doctors  who  do  prescribe  these 
drugs  to  designate  the  quantity  of  the  prescription 
because,  very  often,  they  feel  this  is  exploited  by 
the  Niusing  Home.  If  it  is  not  prescribed,  they  will 
order  one  thousand;  further,  they  raise  the  question 
of  Nursing  Homes  that  use  a certain  pharmacy.  The 
patient,  if  competent,  or  the  patient’s  family  should 
have  the  right  to  choose  the  druggist  just  as  they 
choose  the  physician,  or,  at  the  request  of  the 
family,  the  attending  physician  should  recommend 
a pharmacy.  A policy  statement  that  drugs  pre- 
scribed for  patients  in  Nursing  Homes  that  do  not 
have  pharmacies  be  prescribed  through  the  usual 
and  customary  channels  and  filled  at  any  ethical 
pharmacy;  and  that  such  prescriptions  call  for  the 
dosage  strength  and  number  of  doses.  The  question 
of  labeling  the  drugs  in  strength  on  a prescription 
appears  to  be  a problem  for  discipline  within  the 
Pharmaceutical  Association.  Labeling  the  drugs 
seems  to  be  within  the  province  of  the  physician 
who  is  writing  the  prescription.  The  number  of 
refills  on  occasion  are  designated  in  the  prescrip- 
tion. If  a patient  takes  the  bottle  to  another  drug- 
gist and  he  refills  without  a prescription,  this 
appears  to  be  a matter  of  violation  of  the  law  and 
policing  within  the  pharmacy  organization.  For  this 
Association  to  recommend  that  prescriptions  be  not 
labeled  would  be  extremely  unwise.  Another  con- 
cern of  the  druggists  is  the  now  frequently  appear- 
ing recommendation  that  tire  patient  should  be 
price-wise  and  shop  around  for  a pharmacy  who 
will  supply  the  drugs  at  the  lowest  cost.  This  has 
been  suggested  by  AMA.  Possibly,  the  professional 
integrity  of  the  pharmacist  should  be  emphasized 
to  the  patient  rather  than  the  price  of  the  drug. 
An  exchange  of  articles  in  our  respective  journals 
was  suggested.  Dispensing  of  drugs  in  doctors’ 
offices  was  another  matter  of  concern  to  the  phar- 
macists. 

It  was  regularly  moved  and  unanimously  carried 
that  this  Professional  Committee  recommend  to  its 
Board  of  Directors  that  it  encourage  an  interchange 
of  articles  for  publication  in  the  respective  journals 
of  the  Arizona  Pharmaceutical  Association  and  this 
Association;  further,  that  it  recommend  the  pre- 
scribing of  drugs  in  the  usual  and  customary  fashion 
for  patients  in  Nursing  Homes  with  a specific  num- 
ber on  it;  in  the  matter  of  labeling  of  drugs,  tliat 
this  be  entirely  within  the  province  of  the  physician 
prescribing  the  drug;  and  that  the  Arizona  Pharma- 
ceutical Association  be  invited  to  participate  in  our 
annual  convention  to  the  extent  of  supplying  an 


e.xhibit  (at  cost). 

ACUTE  CORONARY  CARE 

Dr.  Payne  reported  in  the  matter  of  a Joint  State- 
ment on  Acute  Cardiac  Care,  sought  by  representa- 
tives of  the  Arizona  State  Nurses’  Association,  tire 
Arizona  Hospital  Association,  the  Arizona  Heart 
Association  and  the  Arizona,  Medical  Association, 
stating  that  the  Statement  has  been  reviewed  and 
abstracted  and  referred  to  Cardiologists,  other  phy- 
sicians and  counsel,  and  it  appears  that  nothing 
objectionable  is  found  in  the  Statement  by  the 
individuals  contacted.  This  has  to  do  with  a nurse 
doing  things  that  she  ordinarily  might  not  do;  but, 
it  is  predicated  on  the  trained  muse,  in  a imit,  and 
it  was  Dr.  Payne’s  thought  that  the  Statement  is 
entirely  acceptable  and  should  be  endorsed. 

It  was  regularly  moved  and  unanimously  carried 
that  this  Professional  Committee  recommend  to  its 
Board  of  Directors  tliat  this  Association  endorse 
the  Joint  Statement  on  Acute  Cardiac  Care  sub- 
mitted by  the  Arizona  State  Nurses’  Association. 

ARIZONA  BAR  LIAISON 

Dr.  Payne  reported  that  one  of  the  last  acts  of  Dr. 
Brooks,  former  member  of  this  Professional  Com- 
mittee, was  to  confer  with  the  Arizona  Bar,  and  it 
is  agreed  to  re-establish  its  Liaison  Committee.  A 
number  of  problems  have  arisen,  and  it  is  timely 
to  confer.  It  is  to  be  expected  Dr.  Helme  will 
further  this  objective.  REPORT  RECEIVED. 

ANATOMY  BOARD  RULES  AND  REGULATIONS 
In  the  matter  of  proxDosed  Rules  and  Regulations 
governing  the  activity  of  the  Anatomy  Board  of 
the  State  of  Arizona,  the  Board  of  Directors,  in 
meeting  held  January  29,  1967,  accepted  in  prin- 
ciple the  Anatomy  Board  recommendations  (Rules 
and  Regulations)  to  aid  in  obtaining  anatomical 
specimens  for  the  medical  school;  that  Dr.  Schoen, 
Editor-in-Chief,  be  directed  to  publish  an  informa- 
tive article  in  our  State  Journal  requesting  coopera- 
tion of  the  members  of  the  State  Medical  Asso- 
ciation; that  this  whole  matter  be  referred  to  the 
Professional  Committee  for  fiuther  study  and  report 
back  to  the  Board  as  soon  as  possible;  and  that 
the  Board  and  Professional  Committee  members  be 
given  a copy  of  the  recommendations  of  the  Anat- 
omy Board.  There  was  forwarded  to  the  members 
the  proposed  Rules  and  Regidations  and  an  article 
did  appear  in  ARIZONA  MEDICINE.  NO  FUR- 
THER ACTION  TAKEN. 

M.D.-D.O.  RELATIONSHIP 

Considerable  discussion  ensued  regarding  the  M.D.- 
D.O.  relationshif)  and  action  of  the  Board  of  Di- 
rectors at  its  meeting  held  January  29,  1967,  that 
it  reiterate  the  stand  of  Arizona  Medicine  that  it 
would  welcome  discussion  with  the  osteopathic 
physicians  of  Arizona  on  the  basis  of  amalgamation 
into  one  healing  art  based  on  the  accepted  tenets 
of  scientific  medicine.  It  was  determined  to  give 
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considerable  thought  thereto  and  further  discussion 
at  the  next  meeting  of  this  Professional  Committee. 

Ahtletic  Medicine 

MEMBERSHIP 

Under  the  Chairmanship  of  Dr.  Richard  L.  Dexter, 
Roland  V.  Murphy,  M.D.  (Tucson)  and  Leonard 
Hudson,  M.D.  (Tucson),  Ex  Officio,  of  the  Pima 
County  Public  Health  Department,  were  recom- 
mended reappointed,  Thomas  P.  K.  Lim,  M.D.  (Tu- 
cson) is  no  longer  a resident,  and  the  vacancy 
should  be  filled.  Initially,  it  was  considered  wisdom 
to  include  coaches  and  trainers  representing  para- 
medical people.  A Mr.  Nixon,  now  Dr.  Nixon, 
having  been  awarded  a Ph.D.  degree,  was  an  ASU 
trainer.  A Mr.  Arthur  Dickenson,  Trainer  at  ASU, 
in  charge  of  the  Athletic  Department  — Athletic 
Health  — was  also  suggested.  Paul  J.  Nichols,  M.D. 
(Phoenix),  an  Orthopedist;  James  V.  Rose,  M.D. 
(Phoenix),  a General  Practitioner;  and  Edward  E. 
Conn,  M.D.  (Mesa),  an  Orthopedist,  have  been 
suggested  by  the  Maricopa  County  Medical  Socie- 
ty. Bernard  W.  Simons,  Jr.,  M.D.  (Tucson),  a Gen- 
eral Surgeon,  is  suggested  as  a replacement  for 
Dr.  Lim.  C.  Herbert  Fredell,  M.D.  (Flagstaff),  a 
General  Surgeon,  has  been  suggested  representing 
the  northern  part  of  the  State  (NAU).  It  was  sug- 
gested that  these  recommendations  be  submitted 
to  the  Chairman  in  order  that  he  may  communicate 
with  them  and  endeavor  to  solicit  their  interest 
and  acceptance  in  appointment  as  members  of  his 
Subcommittee. 

Dr.  Dexter,  by  letter  dated  June  10,  1967,  reports 
that  his  Subcommittee  has  been  active  on  a local 
and  state  level.  The  local  activities  have  been  pri- 
marily in  organization  and  supervision  of  a Jogging 
Program  in  Tucson  in  collaboration  with  the  South- 
ern Arizona  Heart  Association.  This  particular 
program  has  caught  hold  and  seems  to  be  doing 
very  well.  Activity  on  the  state  level  has  been  pri- 
marily of  liaison  with  the  AAU.  The  Chairman  of 
the  Subcommittee  has  been  appointed  as  Medical 
Advisor  to  the  Arizona  AAU  Association  and  it  is 
anticipated  that  this  particular  horizon  will  be 
expanded.  RECEIVED. 

Disaster  Medicine 

MEMBERSHIP 

Determined  to  reappoint  Carl  W.  Waldron,  M.D. 
(Scottsdale)  to  membership  on  this  Subcommittee; 
also,  appointment  of  Joseph  C.  Pinto,  M.D.  (Yuma), 
who  is  vrttlr  the  Yuma  County  Public  Health  Unit. 
All  other  members  previously  appointed  will  con- 
tinue to  serve. 

IMMUNIZATION 

Dr.  Baker  expressed  deep  appreciation  for  the 
financial  support  of  the  Association  granted  asso- 
ciate with  the  approved  immunization  program.  The 
educational  program  will  continue  through  the 
summer.  Dr.  Robert  S.  Ganelin  (Phoenix)  is  now 
a member  of  the  Immunization  Committee.  The 


statewide  lay  population  portion  of  the  program 
will  commence  September  first  next.  It  is  planned 
to  visit  Tucson,  Yuma  and  Flagstaff  and  other 
county  societies  throughout  the  State  as  deemed 
indicated.  RECEIVED. 

Emergency  Care 
MEMBERSHIP 

Dr.  Schaller  reported  that,  as  this  is  a new  com- 
mittee, he  would  like  to  defer  appointment  of  the 
subcommittee  membership  to  a later  meeting  fol- 
lowing receipt  of  the  proceedings  of  the  Emergen- 
cy Care  Symposium  in  Chicago  held  recently.  It 
appears  there  will  be  a great  deal  of  work  associate 
with  this  Subcommittee’s  activity,  and  he  would 
like  to  search  for  members  interested  therein. 

ACTIVITIES 

Emergency  Medical  Care  is  going  to  take  on  a new 
direction,  Dr.  Schaller  assumes,  because  of  the  push 
of  the  Federal  Government.  As  he  sees  it,  this  com- 
mittee is  going  to  have  a great  deal  of  work  not 
only  in  care  in  Emergency  Rooms,  but  rather  the 
whole  aspect  of  emergency  medical  care,  which  is 
going  to  include  search  and  rescue  of  the  ill  and 
injured  as  well  as  coordination  of  all  these  facilities 
with  the  hospitals  and  with  the  doctors.  This  will 
encompass  communications,  radio  and  otherwise  — 
the  whole  area;  all  this  is  in  line  with  the  Bill 
passed  by  Congress  last  year  — the  new  Highway 
Safety  Act.  One  aspect  of  this  Act  is  a pretty  de- 
tailed outline  of  what  they  will  anticipate  will  come 
under  the  control  of  the  State  Health  Department 
for  improving  emergency  medical  care  throughout 
the  State,  primarily  on  the  highways,  but  they  feel 
this  will  improve  all  emergency  care. 

AMBULANCE  SERVICE  - ORDINANCE 

Submitted  for  approval  was  a Model  Ordinance  or 
Statute  Regulating  Ambulance  Service  as  required 
by  the  American  College  of  Surgeons,  the  American 
Association  for  Surgery  of  Trauma,  and  the  National 
Safety  Council.  It  is  to  be  submitted  to  the  Arizona 
Corporation  Commission  and  adopted  by  it  as  a 
General  Order  appropriate  for  the  State  of  Arizona, 
and  it  is  hoped  it  will  be  recommended  by  the 
Arizona  Medical  Association,  American  College  of 
Surgeons  — Arizona  Chapter,  and  tlie  American 
Red  Cross  — Maricopa  County  Chapter.  This  Gen- 
eral Order  meets  the  minimum  requirements  of  the 
Federal  Safety  Standards  P.L.  4.411  enacted  by 
Congress,  regulated  by  the  National  Highway  Safe- 
ty Agency.  The  Ordinance  encompasses  several 
areas:  the  licensing  of  ambulances,  the  obtaining  of 
liability  insurance  for  ambulances,  ambulance  in- 
spection facilities,  ambulance  equipment,  the  licen- 
sure of  drivers  and  attendants,  the  training  of  driv- 
ers and  attendants;  and  setting  health  standards  for 
drivers  and  attendants;  it  also  contains  a provision 
for  reports  by  ambulance  operators  on  various  calls, 
how  long  it  takes  them  to  get  to  the  response  of  the 
call,  and  how  long  it  takes  them  to  get  there  and 
how  long  before  they  deliver  the  patient;  it  includes 
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a provision  for  obedience  to  all  traffic  laws,  includ- 
ing speed  ordinances,  stop  lights,  etc.;  and  it  in- 
cludes penalties  for  violations  of  the  different  as- 
pects of  this  law.  To  accomplish  these  objectives, 
the  State  shall  provide  the  health  agency  with  the 
authority  and  responsibility  to  establish  and  enforce 
training,  licensing,  and  related  requirements  for 
ambulance  operators,  attendants,  including  drivers 
and  dispatchers;  estabhsh  and  enforce  requirements 
for  types  and  numbers  of  emergeney  vehicles  pro- 
vided by  operators  and  for  the  supplies  and  equip- 
ment; estabhsh  and  enforce  requirements  for  the 
operation  and  coordination  of  ambulances  and  other 
emergency  medical  care  systems.  This  shall  include 
a requirement  that,  whenever  vehicle  ambulances 
carry  two-way  radios,  they  shall  be  capable  of  op- 
erating in  coordination  with  police  departments 
and  hospitals. 

It  was  regularly  moved  and  unanimously  carried 
that  this  Professional  Committee  reeommend  to  the 
Board  of  Directors  approval  of  this  obviously  care- 
fully prepared  model  Ordinance,  bearing  the  ap- 
proval of  the  Executive  Committee,  Drs.  Arthur  V. 
Dudley,  Jr.,  Arnold  H.  Dysterheft  and  John  P. 
Heileman  voting  in  favor  the-'^of. 

Industrial  Health 

In  the  absen<"e  of  Ray  Fife,  M.D.,  Chairman,  no  report 

submitted. 

Medical  Education 
MEMBERSHIP 

Determined  to  continue  the  membership  of  this 
Subcommittee  with  the  exception  that  James  Car- 
land  Wood,  Jr.,  M.D.  (Flagstaff),  Charles  I.  Fisher, 
M.D.  (Phoeni.x),  and  John  B.  Alsever,  M.D.  (Scotts- 
dale) replace  Monroe  H.  Green,  M.D.,  Lowell  C. 
Wormley,  M.D.,  and  C.  Herbert  Fredell,  M.D. 

TV  PROGRAMS 

Dr.  Boyden  L.  Crouch  is  continuing  the  TV  pro- 
grams. They  will  be  conducted  throughout  the 
summer  months  from  ASU.  The  U of  A Educational 
TV  is  being  converted,  over  to  a brand  new  color 
set-up,  which  will  take  about  three  months.  They 
are  putting  in  a high  TV  broadcasting  point  that 
will  bring  this  color  into  Phoenix,  and  if  this  be  the 
case  — if  we  can  pick  this  up  on  one  station  — 
there  will  be  no  reason  to  divide  it  between  ASU 
and  U of  A.  When  this  is  achieved,  we  will  get 
some  good  programs  and  we  would  also  hope  for 
a different  time.  The  time  currently,  of  course,  is 
10; 30  p.m.  on  Wednesday. 

POST-GRADUATE  EDUCATION 

Dr.  Meliek  stated  that  he  anticipates  future  aetivity 
of  his  committee  to  be  light  in  that  there  is  a move- 
ment under  way  in  Maricopa  County  which  has 
taken  a good  deal  of  time,  but  in  any  event,  what 
we  are  hoping  to  bring  up  to  the  Board  of  Direc- 
tors of  Maricopa  County  Medical  Society  before  not 
too  long  is  something  with  regard  to  post-graduate 


education,  especially  residency  training,  hoping  to 
integrate  all  the  programs  in  Phoenix.  This  is  long- 
range  progrannning  which  will  take  from  three  to 
five  years  to  achieve.  Further  details  will  be  report- 
ed to  this  Committee  at  the  next  meeting.  Dr.  May 
offered  the  services  of  the  Arizona  Psychiatric  So- 
ciety in  connection  with  this  program.  REPORT  RE- 
CEIVED. 

Medicine  and  Religion 

In  the  absence  of  the  Chairman,  Dr.  Albert  G.  Wag- 
ner, no  official  report  submitted. 

MEMBERSHIP 

Dr.  Wagner  requests  tlrat  his  Subconrmittee  mem- 
bership composite  be  continued  with  the  preroga- 
tive of  adding  one  or  two  members.  APPROVED. 

Mental  Health 
MEMBERSHIP 

Approved  continuation  of  the  Subcommittee  mem- 
bership composite  with  tlie  addition  of  three  new 
members:  Duane  K.  Tevis,  M.D.  (Phoenix),  John 
H.  Jarvin,  M.D.  (Phoenix  — Not  ArMA  member), 
and  David  Burgoyne,  M.D.  (Phoenix  — Not  ArMA 
member). 

SELECTIVE  SERVICE  REJECTEES 

In  connection  with  Selective  Service  Rejectees,  Dr. 
May  presented  the  problem  especially  concerning 
psychiatric  rejectees.  An  organized  effort  to  correct, 
but  especially  prevent,  the  appalhng  statistics  of 
rejections  as  indicated  by  statistics  of  the  Arizona 
State  Department  of  Health,  the  Seleetive  Service 
Standards  for  rejection  on  a psychiatric  basis  being 
considered  totally  inadequate  and  without  valid 
medical  or  scientific  base,  it  is  suggested  that  there 
be  reviewed  the  criteria  used  by  Selective  Service 
and  ascertain  the  way  the  criteria  is  being  used. 
Section  16  is,  with  the  most  casual  reflection,  gross- 
ly overstated  and  oversimplified  as  a valid  medical 
basis  for  rejection  in  the  Anned  Forces.  It  is  sug- 
gested that  the  Arizona  Medical  Association  initiate 
appropriate  action  for  review  by  the  American 
Medical  Association  and  their  consideration  of  bring- 
ing pressures  to  effect  appropriate  changes.  The 
Arizona  Psychiatric  Society  has  covered  this  same 
issue  and  is  in  the  process  of  getting  the  American 
Psychiatric  Association  to  do  the  same  thing.  The 
criteria  for  rejection  in  the  Armed  Services  rmder 
“psychoneurosis”  reads:  “The  eauses  for  rejection 
for  appointment,  enlistment,  and  induction  are:  (a) 
history  of  the  psyehoneurotic  reaction  which  has 
caused  (1)  hospitalization;  (2)  prolonged  care  by  a 
physieian;  (3)  loss  of  time  from  normal  pursuits  for 
repeated  periods  even  if  brief  duration;  (4)  symp- 
toms or  behavior  of  repeated  nature  which  impaired 
school  or  work  efficiency;  . . . (b)  history  of  a 
prepsychoneurotic  reaction  or  nervous  disturbance 
within  the  preceding  twelve  months  which  was 
sufficiently  severe  to  require  medical  attention  or 
absence  from  work  or  school  for  a brief  ireriod  — 
maximum  of  seven  days.”  If  you  even  consult  a 
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pliysician  for  a full  emotional  problem,  you  are 
eligible  for  rejection.  Now,  the  criteria  is  — as  you 
go  over  this,  you  can  easily  see,  this  is  the  most 
valid  criticism  — has  nothing  to  do  at  all  with 
medical  criteria;  it  all  has  to  do  with  somebody 
seeing  somebody  for  a complaint,  or  it  has  to  do 
witli  being  off  work  for  seven  days,  or  less,  or 
being  out  of  school  for  seven  days,  or  less;  this  can 
be  used  — and  I know  of  two  or  three  instances 
where  it  has  been  used  — to  get  rejected.  All  you 
have  to  do  is  report  that  you  were  in  the  hospital 
five  days  because  you  were  nervous,  and  that’s  not 
enough  to  get  rejected;  so  it  can  be  abused  by 
individuals,  but  most  important  is  that  it  is  not  a 
valid  medical  criterion. 

, It  was  regularly  moved  and  unanimously  carried 
that  this  Professional  Committee  recommend  to  its 
Board  of  Directors  that  this  be  drawn  to  the  atten- 
tion of  the  American  Medical  Association  for  their 
review  and,  if  agreed,  to  try  to  bring  some  pressure 
to  bear  for  upgrading  the  standards. 

The  Chairman  was  designated  to  operate  with  his 
Subcommittee  in  liaison  with  the  Arizona  Psychia- 
tric Society  in  the  drawing  up  of  appropriate  cri- 
teria for  Selective  Service  in  the  area  of  psycho- 
neurosis and  psychiatric  disability. 

MEETINGS 

The  Executive  Committee  of  the  Arizona  Psychia- 
tric Society  has  on  several  occasions  concerned 
itself  with  the  competition  of  the  Arizona  Psychia- 
tric Society  meetings  and  the  Arizona  Medical 
Association  annual  meeting.  The  APS  is  a district 
branch  of  the  American  Psychiatric  Association;  the 
volume  of  business  as  an  official  branch  of  the  APA 
and  the  business  relevant  to  psychiatric  issues  in 
Arizona  require  three  meetings  per  year,  each  cov- 
ering two  and  one-half  days,  and  in  addition  to  this, 
the  Executive  Committee  meets  monthly.  This 
works  out  to  be  a fall,  winter,  and  spring  meeting. 
Consequently,  in  the  spring,  psychiatrists  are  choos- 
ing between  the  APA,  ArMA,  APS  and  other  meet- 
ings. Because  of  the  possibility  of  not  allowing 
specialty  meetings  during  the  Arizona  Medical 
Association  meeting,  internal  competition  results  for 
attendance  of  the  respective  medical  meetings;  also, 
for  psychiatrists,  their  specialty  demands  conflict 
with  their  goal  to  be  more  active  in  ArMA.  If  other 
specialties  have  no  similar  or  unique  comparable 
conflict,  they  would  not  expect  special  considera- 
tion; otherwise,  the  Arizona  Psychiatric  Society 
would  appreciate  reconsideration  of  the  ban  on 
specialty  meetings  during  the  annual  Arizona  Med- 
ical Association  meeting  for  the  pmpose  of  enhanc- 
ing both  organizations  by  virtue  of  avoiding  prac- 
tical decisions  of  time  and  energy. 

It  was  determined  tlrat  Dr.  May  prepare  a letter 
along  this  line  and  forward  it  to  the  Scientific 
Assembly  Committee,  which  body  meets  June  17, 
1967,  with  the  recommendation  of  this  Professional 


Committee  that  it  is  in  accord  with  activities  in  this 
direction. 

ANNUAL  INTERNATIONAL  MEDICAL 
TOWN  HALL 

Dr.  May  submitted  a draft  of  proposal  for  the 
creation  of  an  annual  International  Medical  Town 
Hall  by  organized  Medicine  that  is  imaginative  and 
appealing  to  the  citizenry,  to  significant  politicians, 
to  the  news-reporting  industry,  and  to  professional 
and  civic  leaders.  A fall  kick-off  program  that  would 
entice  qualified  representatives  to  evaluate  the 
above  proposition  as  to  mutual  interest  and  co- 
operation, desirability,  and  feasibility  is  proposed, 
the  program  to  be  co-sponsored  by  The  Arizona 
Medical  Association,  Inc.,  and  the  Arizona  Psychia- 
tric Society.  The  formal  program  for  this  “Idck-off” 
event  would  be  the  respective  responsibilities  of 
organized  Medicine  and  State  Government  in  mental 
health.  This  would  include,  but  limited  to,  a review 
of  the  history  of  sound  legislative  programs  and  the 
ones  particularly  relevant  and  successful  in  1967. 
It  is  presumed  that  the  historical  legislative  con- 
tributions will  be  put  in  context  of  the  mental 
health  picture  (e.g.,  organized  Medicine,  private 
practice,  etc.).  In  keeping  with  the  criteria  for  goal 
of  this  project,  the  speaker  should  be  nationally 
known  (Governor  Nelson  Rockefeller  as  the  speaker) 
associated  with  a state  which  has  a long-term  his- 
tory of  sound  mental  health  legislation,  who  has 
personally  contributed  to  Medicine,  and  who  is 
interested  in,  contributed  to,  and  is  welcomed  South 
of  the  Border.  The  formal  program  would  be  the 
administrative  responsibility  of  the  Arizona  Psychia- 
tric Society  with  the  President  of  The  Arizona 
Medical  Association,  Inc.,  as  an  active  member  of 
the  program  committee  charged  with  the  responsi- 
bility of  approving  all  major  and  minor  details 
according  to  his  discretion  and  holding  veto  power. 
The  Arizona  Medical  Association,  Inc.,  would  have 
the  responsibihty  of  organizing  and  chairing  the 
planning  meeting.  This  would  include  inviting 
qualified  representatives  and  proceeding  with  de- 
veloping the  formal  structure  for  future  annual 
symposiums. 

It  was  regularly  moved  and  unanimously  carried 
that  this  Professional  Committee  recommend  to  its 
Board  of  Directors  that  The  Arizona  Medical  Asso- 
ciation, Inc.,  co-sponsor  with  the  Arizona  Psychiatric 
Society  the  “kick-off”  program  of  the  proposed 
annual  International  Medical  Town  Hall,  the  for- 
mal program  to  be  the  administrative  responsibility 
of  the  Arizona  Psychiatric  Society  with  the  Presi- 
dent of  the  Arizona  Medical  Association,  Inc.,  as  an 
active  member  of  the  program  committee  charged 
with  the  responsibility  of  approving  all  major  and 
minor  details  according  to  his  discretion  and  hold- 
ing of  veto  power.  The  Arizona  Medical  Association, 
Inc.,  to  have  the  responsibility  of  organizing  and 
chairing  the  Planning  Committee,  including  the 
inviting  of  qualified  representatives  and  proceeding 
with  developing  a formal  structure  for  future  an- 
nual symposiums,  without  financial  responsibility. 
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Poison  Control 
MEMBERSHIP 

Dr.  Robert  J.  Antos,  Chairman  of  the  reactivated 
Poison  Control  Subcommittee,  requests  that  his 
Subcommittee  be  allowed  to  be  a committee  of  one 
until  such  time  as  it  has  business  to  transact. 

POISON  CONTROL  ACTIVITY 

Considerable  discussion  ensued  regarding  the  scope 
of  activity  of  this  Subcommittee.  Reactivation  was 
requested  by  the  Board  of  Directors  of  tire  Pima 
County  Medical  Society  feeling  that  there  is  need 
for  a permanent  Poison  Control  Committee  at  the 
state  level  to  coordinate  the  activities  of  the  several 
county  Poison  Control  Committees.  Presently,  the 
major  continuing  source  of  up-to-date  material  or- 
iginates out  of  the  College  of  Pharmacy  of  the 
University  of  Arizona  under  Dr.  Pinchioni.  State- 
wide coordination  is  desirable  with  a view  of  assist- 
ing the  smaller  communities  of  the  State.  Lack  of 
communication  and  the  apparent  lack  of  knowledge 
of  the  sources  of  poison  control  information  among 
the  physicians  is  responsible  for  the  problem.  Dr. 
Antos  was  requested  to  consider  different  angles 
of  the  problem,  communicate  with  the  component 
county  medical  societies  to  ascertain  their  interest 
and  comments  regarding  availability  of  poison  con- 
trol information  and  suggestions  as  to  how  this 
Association  can  best  serve  in  correlating  the  activity 
statewide  or  otherwise.  The  Chairman  agreed  to 
undertake  such  investigation. 

Public  Health 

Dr.  Robert  S.  Ganelin,  Chairman  of  the  Subcom- 
mittee on  Public  Health,  will  present  his  report  after 
lunch. 

Safety 

In  the  absence  of  the  Chairman  of  the  Subcommittee 
on  Safety,  Dr.  MacDonald  Wood,  no  report  was  sub- 
mitted. 

Woman’s  Auxiliary 

Dr.  W.  Shaw  McDaniel  is  Advisor  to  the  Woman’s 
Auxiliary.  He  reports  that  there  has  been  little  activity; 
that  he  is  always  available;  and  that  any  matter  of 
importance  will  be  brought  to  the  attention  of  the  Pro- 
fessional Committee.  He  suggested  that  the  Woman’s 
Auxiliary  be  given  more  recognition;  and,  possibly,  the 
Scientific  Assembly  Committee  of  ArMA  might  involve 
the  Auxiliary  a little  more  in  the  annual  meetings. 
REPORT  RECEIVED. 

MEETING  ADJOURNED  FOR  LUNGHEON 
AT  1:10  P.M. 

MEETING  REGONVENED  AT  2:30  P.M.,  ALL  MEM- 
BERS PRESENT  DURING  THE  MORNING  SESSION 
RESPONDING  “AYE”  TO  THE  ROLL  GALL,  WIL- 
LIAM G.  PAYNE,  M.D.,  CHAIRMAN,  PRESIDING. 


Public  Health 

MEMBERSHIP 

It  was  intended  to  continue  Dr.  George  A.  Spikes 
(Douglas)  in  the  section  on  Rural  and  Migrant 
Health;  however,  he  has  not  responded  and  it  may 
be  necessary  to  replace  him. 

Dr.  Walter  E.  Ahrens  (Tucson),  serving  on  the 
section  on  School  Health,  has  resigned  for  the  third 
or  fourth  time,  and  it  is  assumed  his  decision  is  now 
final.  He  has  been  asked  for  recommendations.  He 
has  not  responded.  Dr.  Albert  L.  Rhoades  (Phoenix) 
will  succeed  him  in  this  capacity. 

Dr.  Hermann  S.  Rhu  will  continue  on  the  section 
on  Perinatal  and  Maternal  Mortality,  also.  Maternal 
and  Child  Health. 

Effort  is  being  made  to  seek  someone  interested  in 
the  section  on  Environmental  Health,  Water  and 
Air  Pollution.  Dr.  Howard  M.  Kravetz  served  in  this 
capacity,  resigned,  and  Dr.  Hugh  E.  Dierker  (Flag- 
staff) was  appointed  to  succeed  him,  later  to  resign 
at  the  time  of  his  departure  from  Arizona.  Dr. 
Kravetz  has  been  communicated  with  in  an  en- 
deavor to  seek  the  services  of  his  associate.  Dr. 
Levine  (not  ArMA  member).  He  is  particularly 
interested  in  pulmonary  diseases,  and  Dr.  Ganelin, 
Ghairman  of  the  Subcommittee  on  Public  Health, 
would  like  him  to  assume  the  duties  of  this  section. 

Further  recommendations  will  be  forthcoming. 

PHYSIGIANS  AND  SGHOOLS 

The  Eleventh  National  Gonference  on  Physicians 
and  Schools,  sponsored  by  the  AMA  Department 
of  Health  Education,  is  scheduled  to  be  held  in  the 
LaSalle  Hotel,  Ghicago,  October  4 through  7,  1967. 
Dr.  Ganelin  was  requested  to  obtain  information' as 
to  the  content  of  the  program  and  submit  his  rec- 
ommendation as  to  attendance  whether  he  or  some- 
one else  of  his  Subcommittee  might  be  available. 

SGHOOL  HEALTH  PROGRAM 

Presented  by  the  Arizona  State  Department  of 
Health  is  a Synopsis  of  a Physical  Examination  and 
Immunization  Referral  Program  as  a part  of  a pro- 
posed School  Health  Program.  Dr.  Spendlove  could 
discuss  this  more  in  detail;  however,  he  is  not  here. 
Basically,  the  portion  of  it  which  is  outlined  in  this 
communication  is  one  which  is  designed  to  imple- 
ment a school  health  referral  program  for  physician 
examination  and  immunizations,  the  idea,  basically, 
being  that  the  State  Health  Department  should  help 
orient  the  schools  to  orient  the  general  public  as 
to  the  importance  of  physical  examinations  and 
routine  immunization  and  to  direct  as  much  of  this 
as  possible  to  the  private  physician  — nothing 
available  for  private  medical  care  — provide  tliis 
through  the  other  public  health  facilities;  and  tlie 
basic  desire,  of  course,  is  to  help  prevent  prevent- 
able diseases  which  may  arise  from  neglect  of  good 
team  health  care.  The  basic  outline  of  the  program 


August,  1967 


689 


seems  reasonable;  tliere  were  a few  relevant  minor 
questions  raised  by  Dr.  Ganelin,  which  he  thought 
would  best  be  discussed  in  detail  by  his  committee 
and  then  discussed  directly  with  the  State  Health 
Department.  The  only  justification  for  use  of  the 
schools  to  give  immunizations  is  that  you  do  have 
a “captive  bunch  of  kids”  who  by  law  must  go  to 
school.  This  is  a critical  area  for  our  Public  Health 
Subcommittee.  It  is  fortunate  that  we  have  the 
cooperation  of  the  Commissioner  of  the  Arizona 
State  Department  of  Health.  Certainly,  it  is  more 
desirable  to  have  immunizations  administered  by 
the  attending  physician,  who  maintains  records  and 
can  administer  booster  shots  when  indicated.  It  is 
an  area  where  the  physician  is  charged  with  re- 
sponsibility, and  if  he  does  not  furnish  the  service, 
somebody  else  will.  This  is  a most  controversial  sub- 
ject. REPORT  RECEIVED. 

LSD 

Dr.  May  submitted  for  discussion  a problem  that  he 
feels  organized  Medicine,  especially  ArMA,  is  going 
to  have  to  consider,  and  that  is  the  situation  with 
LSD.  The  Arizona  Psychiatric  Society  devoted  a 
whole  scientific  session  to  this  expressly  for  clinical 
reasons.  It  is  estimated  that  the  number  of  citizens 
of  the  United  States  who  will  have  taken  one  trip 
or  more  is  in  the  area  of  twenty  or  thirty  million 
by  1968.  This  is  a real  problem  in  psychiatric  prac- 
tice. The  use  of  LSD  is  becoming  widespread,  and 
the  lack  of  physician  knowledge  about  the  after 
effects  of  LSD,  being  able  to  detect  the  implica- 
tions of  one  having  taken  it,  as  well  as  the  legal 
implications  of  it,  is  alarming.  It  is  a formidable 
problem,  one  that  Medicine  should  give  serious 
consideration.  It  is  becoming  a major  problem  within 
the  schools.  APS  is  concerned  in  that  it  is  getting 
to  be  such  a public  health  problem  that  it  is 
anticipated  there  will  be  legislation  formulated, 
even  on  a national  level,  and  there  is  no  reason 
to  suspect  you  could  enforce  any  kind  of  legislation. 
This  subject  would  make  a wonderful  article  for 
ARIZONA  MEDICINE,  and  it  should  be  publicized 
setting  forth  the  physician’s  responsibility  in  this 
area.  REPORT  RECEIVED. 

P.L.  89-749 

Detennined  to  refer  back  to  the  Governmental  Serv- 
ices Committee  for  followup  the  subject  of  Public 
Law  89-749,  Comprehensive  Planning  Services. 

COMMUNICATIONS 

Smckisig  and  Health 

Dr.  Horace  S.  Kent  (Mesa)  was  designated  the  repre- 
sentative of  this  Association  on  the  proposed  State 
Interagency  Council  on  Smoking  and  Health.  AP- 
PROVED. 

OTHER  BUSINESS 

Mental  Health  Authority 

Dr.  May  reported  that,  prior  to  Governor  Eannin’s 
administration,  the  Arizona  State  Department  of  Health 
was  appointed  as  the  Mental  Health  Authority  of  the 


State,  which  means  that  all  Eederal  monies  came  in  to 
the  State  Health  Department  through  this  appointment 
other  than  construction  funds,  which  is  another  au- 
thority. About  three  weeks  ago.  Dr.  William  Bower,  who 
took  over  the  superintendency  of  the  Arizona  State 
Hospital,  invited  Governor  Williams  to  his  Board  meet- 
ing, at  which  time  he  endeavored  to  have  the  Mental 
Health  Authority  transferred  from  the  Arizona  State 
Department  of  Health  to  the  Arizona  State  Hospital. 
This  maneuver  would  have  transferred  $90,000  of  mon- 
ies designated  for  mental  health  from  the  Health  De- 
partment to  the  State  Hospital.  The  Governor  did  not 
go  for  it  and  was  considerably  distressed  over  such 
attempted  maneuver.  The  Arizona  Psychiatric  Society 
contacted  the  Governor,  indicating  that  it  felt  the 
Authority  should  remain  with  the  Arizona  State  Depart- 
ment of  Health  until  some  long-range  plan  is  worked 
out.  Such  transfer  would  fragment  mental  health  and 
other  medical  functions.  Should  ArMA  be  contacted  by 
the  Governor,  it  is  the  hope  that  it  will  put  a brake  on 
any  precipitous  action  on  moving  the  Mental  Health 
Authority  to  the  Arizona  State  Hospital.  REPORT 
RECEIVED. 

MEETING  ADJOURNED  AT  4:45  P.M. 

John  P.  Heileman,  M.D. 

Secretary 


SCIENTIFIC  ASSEMBLY  COMMITTEE 

Meeting  of  the  Scientific  Assembly  Committee  of  The 
Arizona  Medical  Association,  Inc.,  held  Saturday,  June 
17,  1967,  in  the  Lanai  Room  of  the  Safari  Hotel,  4611 
North  Scottsdale  Road,  Scottsdale,  Arizona,  convened  for 
luncheon  at  1:10  P.M.,  Reginald  J.  M.  Zeluff,  M.D., 
Chairman,  presiding. 

ROLL  CALL 

PRESENT:  Drs.  Bright,  Daniel;  Dudley,  Jr.,  Arthur 
V.,  President-Elect;  Flynn,  Richard  O.,  Vice  President; 
Gordon,  Alan  L.;  Gregory,  T.  Richard;  Grossman,  Ray- 
mond; Kent,  Jr.,  George  B.;  Sattenspiel,  Edward;  Saylor, 
Blair,  W.;  Zeluff,  R.  J.  M.,  Chairman.  Staff:  Messrs. 
Boykin,  Paul  R.,  Executive  Secretary,  BOMEX;  Robin- 
son, Bruce  E.,  Assistant  E.xecutive  Secretary,  ArMA. 

EXCUSED:  Drs.  Ben-Asher,  David  M.;  Bregman, 
Edward  H.;  Carlson,  John  S.;  Currin,  John  F.;  Dyster- 
heft,  Arnold  H.,  President;  Heileman,  John  P.,  Secretary; 
McDonald,  Richard  T.;  Martin,  Richard  J.;  Moody, 
Deward  G.;  Nelson,  Arthur  R.;  Nichols,  Paul  J.;  Phillips, 
Melvin  W. 

CHAIRMAN'S  REPORT 

Doctor  Zeluff  presented  to  the  Committee  for  con- 
sideration dining  the  luncheon  period,  a report  of  com- 
ments and  suggestions  obtained  from  the  President;  the 
suggestion  box  at  the  1967  Annual  Meeting;  and  from 
other  sources,  all  relative  to  the  affairs  of  the  1968 
Annual  Meeting,  and  in  an  effort  to  increase  registration 
and  attendance. 

MINUTES 

The  minutes  of  the  meeting  of  the  Scientific  Assem- 
bly Committee  held  December  10,  1966,  were  approved 
as  printed,  by  motion  regularly  made  and  carried. 
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ORGANIZATION 

Assistant  Chairman 

Paul  J.  Nichols,  M.D.,  meeting  By-law  requirements 
for  such  assignment,  was  appointed  Assistant  Chairman. 
Secretary 

John  P.  Heileman,  M.D.,  was  appointed  Secretary. 

ANNUAL  MEETINGS 

On  confirmation  of  available  dates,  the  Committee 
unanimously  recommends  that  the  77th  Annual  Meeting 
of  the  Association  be  extended  by  one  full  day  to 
accomplish  a new  format  of  arrangements  and  that  the 
meeting  be  held  in  the  Safari  Hotel,  Scottsdale,  on 
April  23  through  27,  1968. 

The  Committee  further  recommended  that  a complete 
review  of  available  facilities  in  the  Scottsdale  area  be 
accomplished  by  its  Chairman  and  the  staff,  prior  to 
establishing  a meeting  place  or  places  for  the  1969  and 
1970  Annual  Meetings. 

77th  ANNUAL  MEETING 
ARRANGEMENTS 

Board  of  Directors  Meeting 

Tuesday,  April  23,  1968  — 10:00  A.M.,  and  luncheon 
at  12:00  Noon. 

House  of  Delegates  Meetings 

First  Session  — Tuesday,  April  23,  1968  — 1:00  P.M. 
(General  Session  2:30  P.M.) 

Second  Session  — Saturday,  April  27,  1968  — 8:00  A.M. 
ArMA  Reference  Committee  Meetings 

Articles  of  Incorporation  and  By-laws  (Time  to  be 
determined) 

Resolutions  — Wednesday,  April  24,  1968  — 8:00'  A.M. 
Blue  Shield  Corporation  Meetings 

First  Session  — Tuesday,  April  23,  1968  — 3:30  P.M. 
Second  Session  — Saturday,  April  27,  1968  — 10:30 
A.M. 

Blue  Shield  Reference  Committee  Meeting 

Wednesday  — April  24,  1968  — Immediately  follow- 
ing the  ArMA  Resolutions  Committee  meeting. 

Tuesday  Evening 

Tuesday  evening,  following  a full  day  of  business 
meetings,  would  be  a free  evening. 

Wednesday  Evening 

We  are  strongly  considering  Wednesday,  April  24, 
1968,  for  the  President’s  reeeption  and  banquet  honor- 
ing the  incoming  President,  he  having  assumed  the 
office  during  the  General  Session  on  Tuesday  afternoon. 
It  was  suggested  that  the  President’s  banquet  be  follow- 
ed by  high  caliber  entertainment,  utilizing  appropriate 
means  to  obtain  LEADING  names  from  the  entertain- 
ment world,  replacing  the  prior  program  of  a dinner 
speaker.  The  Committee  recognizes  the  economics  in- 
volved but  beheves  if  top  entertainment  could  be  ob- 
tained at  a reasonable  cost,  the  affair  might  prove 
highly  palatable  to  our  Association.  Wednesday  is  par- 
ticularly considered  since  it  is  felt  that  the  cost  factor 
would  be  decreased  earlier  in  the  week.  These  factors  are 
to  be  thoroughly  investigated  by  Doctor  Gordon  and  the 
staff  prior  to  our  next  meeting,  tentatively  scheduled 
for  early  September. 

It  was  regularly  moved  and  unanimously  carried  that 


this  Gommittee  recommend  to  the  Board  of  Directors 
that  the  registration  fee  for  the  incoming  President, 
including  social  events,  be  borne  by  the  Association; 
and  that  the  incoming  President  be  given  the  privilege 
of  inviting  up  to  six  (6)  outside  guests  to  his  banquet, 
if  he  so  desires,  at  no  cost. 

This  affair,  if  approved,  would  of  necessity  be  by 
ticket  reservation  and  made  available  to  members  and 
their  guests  at  cost.  This  in  turn  may  permit  reduction 
in  the  registration  fee,  covering  breakfast  panels  and 
the  reception  and  lawn  party  steak  fry. 

Thursday  Evening 

Providing  the  Wednesday  night  affair  is  approved 
then  Thursday  evening,  April  25,  would  present  the 
annual  reception  and  “steak  fry”  on  the  lawn  of  the 
Safari  Hotel,  weather  permitting,  the  reception  at  7:00 
P.M.  with  dinner  to  follow  at  8:00  P.M.  E.xhibitors  and 
their  wives  will  be  the  guests  of  the  Association,  and 
members  of  ArMA  and  guest  speakers  will  be  provided 
two  tickets  on  registration  for  the  meeting  at  no  addi- 
tional cost. 

Friday  Evening 

It  was  determined  to  reserve  this  evening  for  ArMPAG, 
if  it  wishes  to  schedule  an  event;  also,  that  Specialty 
Groups  and/or  Alumni  Groups  be  granted  equal  priv- 
ilege should  any  choose  to  schedule  events  on  this 
evning. 

Annual  Golf  Tournament 

The  Gommittee  unanimously  selected  Dale  H.  Stan- 
nard,  M.D.,  as  Golf  Gommittee  Ghairman  for  the  1968 
tournament.  Doctor  Stannard  was  given  authority  to 
select  his  Gommittee  and  was  requested  to  submit  rec- 
ommendations as  to  time  and  place  cf  the  tournament, 
preferably  held  on  Wednesday  afternoin,  April  24,  1968. 
The  Scientific  Assembly  Gommittee  recommends  an 
allocation  of  $100.00  toward  the  prizes  for  the  tourna- 
ment. 

Sports  Events 

The  Gommittee  directed  the  Gentral  Office  to  conduct 
a survey  of  the  membership,  utilizing  perhaps  “Medical 
Memos,”  to  determine  the  desirability  of  having  tourna- 
ments for  enthusiasts  in  tennis,  bowling  and  bridge. 
Following  receipt  of  the  results  of  said  survey,  the 
Gommittee  will  make  recommendations  to  the  Board  of 
Directors  toward  each  affair. 

Financial  Report 

The  financial  report  for  the  period  ending  June  9, 
1967,  was  read  and  approved  indicating  a deficit  for 
the  1967  Annual  Meeting  of  $827.34.  There  are  addi- 
tional income  and  expenditures  toward  this  meeting  and 
a final  report  will  be  available  at  a later  date. 

Registration  Fee 

While  a final  recommendation  will  necessitate  a re- 
view of  reports  of  Gommittee  members  at  its  next  meet- 
ing, the  Gommittee  anticipates  the  registration  fee  will 
not  exceed  $10.00  per  member. 

The  Gommittee  recommends  that  the  Newcomers 
Program  be  continued  and  that  exemption  of  the  regis- 
tration fee  be  offered  to  50  Year  Glub  members.  Interns, 
Residents,  Fellows,  Military  Physicians,  Registered 
Nurses,  Members  of  the  Woman’s  Auxiliary,  Exhibitor 
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representatives,  Press  and  Guest  Orators.  While  50  Year 
Club  Members,  Guest  Orators  and  the  Press  will  be 
guests  of  the  Association  at  all  affairs,  others  listed 
above  will  be  expected  to  purchase  tickets  for  receptions 
or  meals  attended.  (Note:  Exhibitors  excepted  to  steak 
fry.) 

The  Committee  further  directed  that  tire  Military 
Posts  and  Hospitals  in  Arizona  conducting  training  pro- 
grams be  forwarded  all  publicity  toward  obtaining 
additional  registration  from  their  staff  members. 

Scientific  Exhibits 

The  Committee  unanimously  recommends  that  every 
effort  be  made  to  obtain  qualified  scientific  exhibits  of 
Arizona  origin;  that  scientific  exhibits  be  limited  to  those 
of  clinical,  laboratory  or  epidemiological  research  of 
Arizona  origin;  that  they  be  manned  at  ALL  TIMES; 
and  appointed  Doctor  Sattenspiel  as  Chairman  of  a 
Subcommittee  to  review  each  exliibit  for  acceptance  on 
receipt  of  a request  for  space. 

The  Committee  also  recommends  continuation  of  the 
Mead  Johnson  Aesculapius  Awards  Program  and  directed 
that  each  member  of  the  Scientific  Assembly  Commit- 
tee present  his  recommendation  for  the  winner  to  Doctor 
Zeluff  not  later  than  3:00  P.M.  Thursday,  April  25,  1968, 
through  the  facility  of  the  registration  desk. 

The  Committee  declined  with  thanks  an  offer  of 
Francis  H.  Stern,  M.D.,  to  present  his  exhibit  entitled 
“Management  of  Leg  Cramps  of  Peripheral  Vascular 
Disorders”  and  directed  he  be  so  informed. 

Technical  Exhibits 

The  Committee  recommends  that  Technical  Exhibits 
be  excluded  unless  they  are  agreeable  to  purchase  of 
available  exhibit  space  at  the  Commercial  Exhibit  rate. 
Commercial  Exhibits 

Following  considerable  discussion  and  on  being  in- 
formed of  rates  in  other  areas,  the  Committee  recom- 
mends the  exhibit  space  fee  for  commercial  exhibits  be 
set  at  $300.00  each  for  the  1968  Annual  Meeting;  and 
for  those  ethical  pharmaceutical  companies  declining 
exhibit  space,  the  Committee  recommends  acceptance  of 
contributions  toward  the  scientific  meeting. 

The  Committee  determined  to  recommend  continua- 
tion of  the  Exhibit  Attendance  Awards  and  wishes  to 
explore  the  possibility  of  obtaining  prizes  from  pharma- 
ceutical houses  and  in  the  event  this  is  not  deemed 
feasible  or  prudent,  to  direct  purchase  of  said  prizes 
from  its  budget. 

While  the  exliibitor  representatives  and  their  wives 
are  guests  of  the  Association  for  the  evening  affair  of 
the  “steak  fry,”  they  may  attend  the  President’s  Banquet 
and  other  social  affairs  on  purchase  of  tickets. 

The  hours  of  participation  in  the  exhibit  hall  will  be 
determined  upon  when  the  program  has  been  completed 
and  approved  by  the  Board  of  Directors. 

A.  H.  Robins  Company  — ■ Community  Service  Award 

It  was  determined  to  continue  the  Commimity  Service 
Award  program.  It  was  expressed  desirable  and  directed 
that  the  first  notice  of  this  event  be  released  to  the 
component  county  medical  societies  September  1st;  that 
a follow-up  letter  be  released  December  1st;  and  that 
a “deadline”  for  the  receipt  of  apphcations  be  established 
as  February  1st. 


AAGP  — Category  I Credit 

Richard  O.  Flynn,  M.D.,  accepted  responsibiUty  of 
obtaining  Category  I Credit  from  AAGP  for  the  meeting. 
Specialty  Group  Participation 

It  was  determined  that  the  fee  of  $150.00  as  an  assess- 
ment for  use  of  the  guest  faculty  by  specialty  groups  be 
continued  and  that  such  specialty  group  meetings  be 
hmited  to  Tuesday,  Thursday,  Friday  and  Saturday 
luncheons,  and  to  Tuesday  and  Friday  evening  affairs, 
and  every  attempt  will  be  made  to  cooperate  with 
interested  specialty  groups  in  the  establishment  of  inter- 
esting scientific  programs. 

Woman’s  Auxiliary 

It  was  determined  to  provide  a maximum  of  three  (3) 
exhibit  hall  spaces  for  the  Woman’s  Auxihary  Hobby, 
Art  and  Hospitality  features. 

The  Committee  determined  to  invite  and  make  a 
special  plea  for  attendance  at  its  meetings  to  the  Pro- 
gram and  Convention  Chairman  of  the  Woman’s 
Auxiliary. 

The  members  of  the  Woman’s  Auxihary  are  especially 
invited  to  conduct  a sports  registration  desk  and  hope- 
fully become  involved  in  offering  guidance  and  help 
in  arrangements  for  entertainment  and  social  affairs  of 
the  meeting,  and  in  particular  the  evening  for  the 
steak  fry. 

Scientific  Program 

The  Committee  believes  and  recommends  that  the 
scientific  meeting  accommodate,  on  Thursday  and  Fri- 
day, April  25  and  26,  two  breakfast  panels;  two  after- 
noon panels;  and  thirty-two  (32)  individual  papers 
conducted  in  eight  (8)  sessions  of  four  (4)  concurrent 
presentations  each,  delineating  the  four  major  fields  of 
medicine  — Internal  Medicine,  Surgery,  Obstetrics  and 
Gynecology,  and  Pediatrics. 

This  could  be  accomplished  by  obtaining  a major 
faculty  from  a prominent  school  of  medicine  and,  in 
addition,  utilizing  qualified  papers  from  physicians  resi- 
dent in  Arizona  and  members  of  ArMA. 

The  Committee  appointed  Doctor  Alan  Gordon  as 
Chairman  of  a Subcommittee  to  review  such  papers 
and  recommends  notices  be  prepared  and  released 
through  “Medical  Memos”  and  ARIZONA  MEDICINE 
toward  obtaining  tliese  papers.  The  Committee  ruged 
Doctor  Gordon’s  subcommittee  to  express  a preference 
for  papers  dealing  with  clinical  office  practice  rather 
than  research,  and  particularly  invite  papers  from  the 
smaller  specialty  groups,  interns,  residents  and  the  Uni- 
versity of  Arizona  Medical  School,  and  set  a deadline 
for  receipt  of  an  abstract  of  tire  papers  on  November 
15,  1967. 

It  was  determined  there  would  be  no  “theme”  for 
the  Annual  Meeting. 

Following  discussion  the  Committee  determined  that 
Doctor  Zeluff,  Chairman,  negotiate  witli  the  Dean  of 
the  Medical  School  of  the  University  of  Southern  Cah- 
fornia,  Roger  O.  Egeberg,  M.D.,  in  an  effort  to  obtain 
the  guest  faculty  as  early  as  possible. 

The  hosts  for  guest  speakers  were  recommended  to 
include  some  members  from  the  Newcomers  group,  in 
an  effort  to  obtain  greater  interest  and  participation  in 
the  meeting  among  the  younger  and  newer  men  in  the 
medical  community. 


692 


Arizona  Medicine 


Promotional  Program 

The  Committee  determined  the  official  program  for 
the  1968  Annual  Meeting  be  published  on  or  about 
April  1,  1968;  recommended  tliat  program  publication 
might  derive  more  interest  in  the  March  rather  than 
April  issue  of  ARIZONA  MEDICINE;  and  directed  that 
all  publicity  releases  carry  a schedule  of  all  affairs  of 
the  meeting  following  approval  of  the  Board  of  Directors. 

Generally,  publicity  will  be  conducted  by  the  staff  on 
approval  of  the  Chairman,  and  Doctor  Bright  was  re- 
quested to  assist  in  all  publicity  and  especially  in  the 
northern  Arizona  area. 

The  Committee  directed  that  notices  be  released  in 
January  and  again  in  March  of  1968  to  the  effect  that 
ALL  members  of  ArMA  are  invited  and  welcome  to 
attend  the  meetings  of  the  House  of  Delegates;  that 
such  notices  contain  the  titles  of  Resolutions  in  hand  to 
be  presented  before  tire  House;  and  that  ANY  member 
has  the  privilege  of  the  floor  at  the  Reference  Committee 
meetings. 

COMMUNICATIONS 

John  W.  Vosskuhler,  M.D.,  Flagstaff  — Letter  4/17/67 

The  Committee  reviewed  a letter  from  John  W.  Voss- 
kuhler, M.D.,  of  Flagstaff,  relative  to  publicity  of  the 
1967  Annual  Meeting  and  reviewed  a response  thereto. 

The  Chairman  indicated  he  would  respond  further  to 
Doctor  Vosskuhler. 

OTHER  BUSINESS 

Medicare  Fiseal  Agent 

The  Committee  recommends  that  a representative  of 
the  Fiscal  Agent  for  Public  Law  89-97,  Part  B,  be 
invited  to  address  the  first  session  of  the  House  of  Dele- 
gates on  Tuesday,  April  23,  1968,  regarding  fiscal  mat- 
ters of  the  program. 

Delegate  Registration 

The  Committee  recommends  that  delegates  to  the 
meetings  of  the  House  of  Delegates  be  required  to 
register  for  the  Annual  Meeting  and  that  component 
county  medical  societies  be  so  informed  that  they  may 
inform  their  delegation. 

Uniformed  Guard 

The  Committee  recommends  that  a uniformed  guard 
be  employed  and  stationed  at  the  entrance  to  the  exhibit 
hall  and  the  meeting  rooms,  and  that  he  be  instructed  to 
deny  admission  to  any  person  not  wearing  a registration 
badge  provided  by  ArMA. 

Registration  Badge  Cases 

There  having  been  complaints  relative  to  clip-on  type 
badge  cases,  the  Committee  directed  its  staff  to  obtain 
samples  of  other  type  badge  cases  for  inspection  at  its 
next  meeting. 

PROFESSIONAL  COMMITTEE 

The  Scientific  Assembly  Committee  was  requested  by 
the  Professional  Committee  to  give  thought  to  the 
consideration  of  inviting  Doctors  of  Osteopathy  to  our 
Annual  Meeting. 

Due  to  time  limitations,  the  Committee  determined 
to  postpone  its  decision  in  this  regard  for  further  study 
and  indicated  that  any  study  of  this  subject  should  in- 
clude participation  by  Merlin  K.  DuVal,  Jr.,  M.D.,  Dean, 
College  of  Medicine,  University  of  Arizona. 


COMMITTEE  ACTIONS 

The  Scientific  Assembly  Committee,  being  charged 
with  the  responsibility  of  arrangements  for  the  Annual 
Meeting  of  The  Arizona  Medical  Association,  Inc.,  re- 
spectfully submits  this  minute  of  its  meeting  held  June 
17,  1967,  to  the  Board  of  Directors  and  unanimously 
recommends  its  adoption. 

COMMITTEE  MEETING 

The  Committee  determined  to  hold  its  next  meeting 
in  September  in  the  facilities  of  the  Camelback  Inn. 

MEETING  ADJOURNED  AT  5:10  P.M. 

Respectfully  submitted, 

John  P.  Heileman,  M.D. 
Secretary 

Prepared  by  Paul  R.  Boykin 
Executive  Secretary  — BOMEX 


HISTORY  & OBITUARIES  COMMITTEE 

Meeting  of  the  History  and  Obituaries  Committee  of 
The  Arizona  Medical  Association,  Inc.,  held  Wednesday, 
June  21,  1967,  in  the  Central  Office  at  4601  North 
Scottsdale  Road,  Scottsdale,  Arizona,  convened  at  7:15 
p.m.,  Roland  F.  Schoen,  M.D.,  Chairman,  presiding. 

ROLL  CALL 

PRESENT:  Drs.  Kennedy,  John  W.;  Schoen,  Roland 
F.,  Chairman;  Sitterley,  Jay  L.  Staff:  Robinson,  Bruce 
E.,  Asistant  Executive  Secretary. 

EXCUSED:  Drs.  Brazie,  Walter;  Dudley,  Jr.,  Arthur 
V.,  President-Elect;  Dysterheft,  Arnold  H.,  President; 
Elinn,  Robert  S.;  Heileman,  John  P.,  Secretary;  Kohl, 
Sr.,  Harold  W.;  Young,  Roy  O. 

ARIZONA  MUSEUM  OF  MEDICINE 

The  Chairman,  Roland  E.  Schoen,  M.D.,  pointed  out 
that  the  purpose  of  this  meeting  was  to  discuss  a sug- 
gestion made  by  Mr.  Carl  E.  Behle,  Director,  Public  and 
Professional  Relations  of  Arizona  Blue  Shield,  that 
thought  be  given  to  the  establishment  of  an  Arizona 
Museum  of  Medicine  to  be  sponsored  jointly  by  ArMA 
and  Arizona  Blue  Shield. 

Eollowing  extended  discussion  on  the  nrany  facets  of 
such  an  undertaking,  the  Committee  made  the  follow- 
ing recommendations  to  the  Board  of  Directors  and 
urged  their  adoption: 

1.  That  the  Arizona  Medical  Association  should  pur- 
sue actively  the  establishment  of  an  Arizona  Mu- 
seum of  Medicine. 

2.  That  the  Museum  should  be  under  the  auspices  and 
control  of  the  History  and  Obituaries  Committee  of 
the  Association,  encouraging  the  co-sponsorship  of 
Arizona  Blue  Shield  and  the  cooperation  of  the 
Woman’s  Auxiliary  and  other  interested  groups  and 
individuals. 

3.  That  work  on  the  Museum  start  immediately  upon 
approval  of  the  Board  of  Directors. 

4.  That  the  location  of  the  Museum  be  in  the  Central 
Office  of  the  Association.  At  first,  it  could  be 
handled  by  glass  cabinets  mounted  on  the  walls 
of  the  reception  area  of  the  present  office  and  in 
filing  cabinets. 
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5.  That,  should  the  Association  move  to  other  quar- 
ters, one  of  the  criteria  of  selection  of  these  quar- 
ters be  an  adequate  area  designed  for  the  specific 
puqrose  of  future  development  of  the  Museum. 

6.  That  permission  be  granted  to  consult  with  legal 
counsel  on  several  questions,  including; 

(a)  Should  the  Museum  be  set  up  as  a separate 
coqroration  or  should  it  be  operated  under  the 
present  Association  corporate  structure? 

(b)  Development  of  proper  forms  and  procedures 
for  receiving  items  on  loan,  gifts,  grants,  etc. 

7.  That  ARIZONA  MEDICINE  be  designated  as  the 
official  organ  of  the  Arizona  Museum  of  Medicine. 

8.  That  the  Museum  would  include: 

(a)  physical  display  of  historically  interesting  arti- 
facts, 

(b)  writings,  pictures  and  other  materials  of  his- 
torical significance,  and 

(c)  provision  for  historical  research,  such  research 
to  be  encouraged. 

It  was  pointed  out  that  the  cost  of  starting  this  project 
would  be  minimal,  consisting  mainly  of  display  cabinet 
construction  and  a few  filing  cabinets. 

One  of  the  prime  reasons  for  making  the  above  rec- 
ommendations was  the  realization  that  “Territorial  Med- 
icine” in  terms  of  time  is  very  close  but  that  the  tangible 
evidence  is  fast  disappearing  and  a true  need  exists  to 
retain  all  that  is  possible  for  the  future. 

MEETING  ADJOURNED  AT  8:10  P.M. 

John  P.  Heileman,  M.D. 
Secretary 

By  Bruce  E.  Robinson 
Assistant  Executive  Secretary 


PRESCRIPTIONS  FOR 
INDUSTRIAL  PATIENTS  GIVEN 
THE  SAME  PROMPT  AND 
COURTEOUS  SERVICE 
AS  ARE  ALL  OTHERS.  WE 
SOLICIT  THIS  BUSINESS. 
WE  DELIVER. 


iXALL  DRUG 


2909  West  Van  Buren 
Phoenix,  Arizona  85009 
Telephone;  272»6801 


• EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbital,  Caution:  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HCl 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 


Precautions:  Usual  for  aminophylline-ephedrine- 

pbenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 

MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR — Four  5 cc  teaspioonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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B and  C vitamms  are  part  of  therapy:  An  imbalance  of  water-soluble  vita- 
mins and  chronic  illness  often  go  hand  in  hand.  STRESSCAPS  capsules,  con- 
taining therapeutic  quantities  of  vitamins  B and  C,  are  formulated  to  meet  the 
increased  metabolic  demands  of  patients  with  phvsiologic  stress.  In  chronic  ill- 
ness, as  with  many  stress  conditions,  STRESSCAPS  vitamins  arc  therapw 


Each  capsule  contains; 

Vitamin  B,  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  (Riboflavin)  10  mg 

Vitamin  Bj  (Pyridoxine  HCI)  2 mg 

Vitamin  B^  Crystalline  4 megm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  m.i 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  defic ii-n- 
cies.  Supplied  in  decorative  "reminder" 
jars  of  30  and  100;  bottles  of  500, 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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ORIGINAL  ARTICLES 


Hemorrhage  While  On  Anticoagulant  Therapy 
Precipitated  By  Drug  Interaction 

The  significance  of  the  following  article  can  hardly  be  adequately  stressed. 

Here  four  commonly  recognized  and  useable  drugs  have  been  found  to  have 
a definite  potentiation  on  the  effect  of  Coumarins.  Other  drugs  will  probably 
later  be  added  to  this  list.  The  author  might  well  say  "think  before  you 
write"  when  prescribing  drugs  to  patients  under  Coumarin  therapy. 


Preston  J.  Taylor,  M.D. 


Tucson,  Arizona 


Anticoagulant  drugs  are  being  widely 
used  in  a variety  of  acute  and  chronic  cardio- 
vascular disorders.  Prothrombin  depressant  drugs 
are  employed  most  commonly  because  of  their 
effectiveness  by  oral  administration  and  their 
relative  ease  of  control  by  periodic  prothrombin 
times.  At  times,  however,  anticoagulant  activity 
as  measured  by  the  prothrombin  time  may  vary 
widely  and  unpredictably  and  abnormal  bleeding 
occur.  These  variations  may  occur  without  any 
readily  demonstrable  cause.  However,  in  this 
paper  four  instances  of  hemorrhage  due  to  a 
drug  interacting  with  the  Coumarins  are  re- 
ported. 

Case  #1:  A 58-year-old  male  had  been  on  Cou- 
madin for  6 years  following  an  acute  myocardial 
infarction.  Enroute  to  Tucson  by  car  he  devel- 
oped severe  insomnia.  Over  a 5 day  period  he 
took  3.5  grams  of  Doriden  for  sleep.  Upon  ar- 
riving in  Tucson  he  noted  his  right  arm  was 
grossly  swollen  and  ecchymotic  without  previ- 
ous trauma.  He  denied  having  taken  any  other 
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medications  aside  from  Peritrate  10  mg.  which  he 
had  been  taking  4 times  a day  for  two  years. 
The  prothrombin  time  was  58  seconds.  He  was 
given  AquaMEPHYTON  intravenously  and  the 
Coumadin  was  temporarily  discontinued.  After 
his  prothrombin  time  had  returned  to  normal  he 
was  given  a loading  dose  of  Coumadin,  35  mg. 
following  which  the  prothrombin  time  was  deter- 
mined over  a period  of  72  hours.  Later  the  pa- 
tient was  given  Doriden  0.5  grams  daily  for  5 
days  following  which  he  was  once  again  given 
Coumadin  35  mg.  and  the  prothrombin  time  de- 
termined over  a 72  hour  period.  The  results  are 
summarized  in  Figure  #1. 


-o  Coumadin  35  mg. 

■ ' ' • Coumadin  35  mg.  preceded  by  Doriden  0.5  gtn.  daily 

for  5 days . 

Figure  #1 

Case  #2:  A 67-year-old  male  had  been  on  Cou- 
madin for  5 years  for  ischemic  heart  disease.  He 
had  been  maintained  adequately  and  without 
difficulty  during  this  time.  His  only  other  medi- 
cations were  Lanoxin  0.25  mg.  daily  and  Diruil 
0.25  grams  daily.  Nine  days  previously  he  began 
taking  Tandearil  100  mg.  4 times  daily  for  a 
periarthritis  of  the  right  shoulder.  Gross  hema- 
turia developed  and  when  seen  the  patient’s  pro- 
thrombin time  was  68  seconds.  Coumadin  and 
Tandearil  were  discontinued  and  AquaMEPHY- 
TON was  administered  intravenously.  After  his 
prothrombin  time  had  returned  to  normal  he 


was  given  a loading  dose  of  Coumadin  35  mg. 
and  the  prothrombin  time  was  determined  over 
a period  of  72  hours.  Tandearil  was  then  admin- 
istered 100  mg.  three  times  a day  for  7 days  fol- 
lowing which  he  was  once  again  given  Coumadin 
35  mg.  and  the  prothrombin  time  determined 
over  a 72  hour  period.  These  data  are  summar- 
ized in  Figure  #2. 

20  r 


Coumadin  35  mg. 

• Coumadin  35  mg.  plus  Tandearil  100  mg.  t.i.d.  for 
7 days 

Figure  #2 

Case  #3:  A 67-year-old  female  was  receiving 
Panwarfin  therapy  for  recurrent  thrombophle- 
bitis of  the  right  leg.  Her  prothrombin  time  had 
been  adequately  maintained  on  2.5  mg.  of  Pan- 
warfin daily.  She  had  been  previously  given 
phenobarbital  60  mg.  for  nervousness.  Due  to 
familial  stresses  she  began  taking  60  mg.  4 times 
a day,  three  days  prior  to  being  seen.  Gross 
hematuria  developed  and  the  prothrombin  time 
was  determined  to  be  46  seconds.  Panwarfin  was 
discontinued  and  the  patient  was  given  intra- 
venous AquaMEPHYTON  following  which  the 
prothrombin  time  returned  to  normal.  She  was 
given  a loading  dose  of  Panwarfin  35  mg.  and 
the  prothrombin  time  was  determined  over  a 
period  of  72  hours.  Following  this  she  was  given 
phenobarbital  60  mg.  three  times  a day  for  7 
days,  following  which  she  once  again  received 
Panwarfin  35  mg.  in  a loading  dose.  These  data 
are  summarized  in  Figure  #3. 


698 


Arizona  Medicine 


— -•  Partwarfin  35  mg.  plus  Phenobarbital  60  mg.  t.i.d. 

for  7 days. 

Figure  #3 

Case  #4:  This  63-year-old  female  had  been 
taking  Dicumarol  for  2V2  years  for  ischemic  heart 
disease  with  myocardial  infarction.  Her  only 
other  medications  were  Peritrate  20  mg.  t.i.d.  and 
occasional  nitroglycerin  for  anginal  syndrome. 
She  apparently  had  had  no  difficulty  with  bleed- 
ing on  150  mg.  of  Dicumarol  daily.  Two  weeks 
before  being  seen  she  took  Valium  5 mg.  4 times 
daily  for  nervousness.  The  day  prior  to  being 
seen  she  developed  multiple  ecchymoses  of  the 
skin  of  the  upper  and  lower  extremities.  The 
prothrombin  time  was  52  seconds.  She  was  treat- 
ed with  intravenous  AquaMEPHYTON  and  dis- 
continuance of  Dicumarol.  Subsequently  a load- 
ing dose  of  300  mg.  of  Dicumarol  was  given  and 
the  prothrombin  curve  determined  over  a 72  hour 
period.  This  was  repeated  following  the  adminis- 
tration of  Valium  5 mg.  three  times  a day  for  10 
days.  The  effects  on  the  prothrombin  time  are 
summarized  in  Figure  #4. 

DISCUSSION:  Data  reported  here  indicates 
a definite  potentiation  of  the  effect  of  the  Cou- 
marins  by  Doriden,  Tandearil,  Phenobarbital 
and  Valium  in  these  4 cases.  A number  of  studies 
have  been  performed  to  determine  the  influence 
of  drugs  on  the  action  of  the  Coumarins.  Pheno- 
barbital has  definitely  been  shown  to  have  a 
synergistic  effect  as  well  as  have  the  salicylates. 


However,  there  is  little  data  available  on  the  in- 
fluence of  other  drugs  commonly  used,  particu- 
larly sedatives,  analgesies  and  tranquilizers.  The 
studies  conducted  here  show  definite  synergistic 
effects  from  Doriden,  Phenobarbital,  Tandearil 
and  Valium.  Undoubtedly  other  drugs  commonly 
used  may  have  potentiating  or  inhibitory  effects 
on  Coumarin  activity.  Griseofulvin  has  recently 
been  reported  to  have  an  inhibitory  effect. 


24  48  72 

Hours 

o Dicumarol  300  mgs. 

• Dicumarol  300  mgs.  plus  Valium  mgs. 
I.I.D.  for  10  days. 

Figure  # 4 

SUMMARY:  Four  cases  are  reported  demon- 
strating hemorrhage  occurring  as  a result  of  sy- 
nergism bewteen  Coumarin  and  other  drugs. 
Doriden,  Phenobarbital,  Tandearil  and  Valium 
were  implicated  in  these  cases.  Determination 
of  the  prothrombin  time  over  a 72  hour  period 
using  the  offending  drugs  in  combination  with 
the  Coumarin  definitely  showed  potentiation  of 
anticoagulant  effect.  Care  should  be  used  in  pre- 
scribing sedative  and  tranquilizer  type  drugs  in 
patients  receiving  the  Coumarins. 
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Delayed  Rupture  Of  The  Spleen 


Delayed  ruplure  of  the  spleen  is  often  accompanied  by  a confusing  symp- 
tom complex,  but  if  the  possibility  of  splenic  trauma  is  kept  in  mind,  a 
prompt  and  accurate  preoperative  diagnosis  is  possible. 


Robert  V.  Diserens,  M.D. 


PhoenLx,  Arizona 


Delayed  rupture  of  the  spleen  is  defined  as 
rupture  occuring  greater  than  forty-eight  hours 
after  the  initial  injury/  The  ratio  of  immediate  to 
delayed  rupture  after  blunt  trauma  is  about  six 
to  one.  Twenty-five  years  ago  falls^  were  the 
major  cause  of  splenic  rupture;  however,  Wilcox® 
recently  reported  a series  in  which  fifty-eight 
per  cent  were  associated  with  auto  accidents. 
Of  this  group,  nineteen  per  cent  were  delayed. 
Similar  statistics  are  presented  by  Donhauser  and 
Locke.’*  This  suggests  that  the  incidence  of  de- 
layed rupture  of  the  spleen  is  increasing.  The 
diagnosis  of  splenic  rupture,  acute  or  delayed, 
must  be  considered  and  sought  carefully  after 
any  trauma  to  the  chest  or  abdomen. 

The  case  report  below  is  presented  to  point  out 
a group  of  symptoms  and  signs  which  may  con- 
fuse the  clinician.  Their  etiology  will  be  dis- 
cussed. 
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REPORT  OF  CASE 

P.R.,  a seventeen-year-old  white  female,  en- 
tered the  Emergency  Room  of  Good  Samaritan 
Hospital  with  the  history  of  having  been  sud- 
denly awakened  from  sleep  by  severe  left  upper 
quadrant  and  rectal  pain  four  hours  previously. 
One  hour  after  the  onset  of  pain,  left  lower 
quadrant  cramps  developed  and  were  followed 
by  a sudden  watery  bowel  movement.  The 
cramps  abated  but  the  left  upper  quadrant  pain 
persisted.  During  the  following  hour  she  began 
to  suffer  from  left  shoulder  pain  on  deep  inspir- 
ation. Nausea,  vomiting,  chills,  and  fever  were 
denied. 

Three  weeks  prior  to  admission  the  patient 
had  received  a blow  to  the  left  lateral  rib  cage 
in  an  auto  accident.  X-rays  revealed  no  evidence 
of  rib  injury.  She  did  experience  left  lower  chest 
pain  for  about  twenty-four  hours,  but  was  then 
asymptomatic  until  the  day  of  admission. 

Her  father  died  of  tuberculosis.  Review  of  sys- 
tems was  noncontributory. 

On  physical  examination  the  blood  pressure 
was  120/80.  Her  temperature  was  98.8°,  and  res- 
pirations were  18.  The  pulse  was  84  lying  down 
and  108  when  sitting.  HEENT  examination  was 
negative  and  the  lungs  were  clear  to  P & A.  The 
heart  had  a regular  sinus  rhythm  without  mur- 
murs or  enlargement.  Abdominal  examination 
demonstrated  active  bowel  sounds  with  tender- 
ness in  the  entire  upper  abdomen  and  right  lower 
quadrant  without  guarding  or  rebound  tender- 
ness. No  masses  or  organs  were  palpated  or  per- 
cussed, and  shifting  dullness  could  not  be  dem- 
onstrated. Rectal  examination  revealed  tender- 
ness on  the  left. 

On  admission  to  the  hospital  the  hemoglobin 
was  12.5  grams.  The  white  count  was  10,200 
with  80  segs,  18  lymphs,  and  2 monocytes.  Uri- 
nalysis was  normal.  Twenty-four  hours  after  ad- 
mission the  white  blood  count  was  7400  with  62 
segs,  1 band,  25  lymphs,  9 monocytes,  and  3 
eosinophiles  Hematocrit  was  36.  Reticulocyte 
count  was  1.2%.  Amylase  was  22  units,  SCOT 
was  8 units,  Vandenberg:  Direct  .2  mg.%.  To- 
tal .4mg.%.  Chest  film  was  normal.  Elat  and  up- 
right films  of  the  abdomen  showed  a possible 
medial  shift  of  the  stomach  bubble.  The  renal 
and  psoas  shadows  were  normal. 

Twenty-four  hours  after  admission  the  left 
shoulder  pain  had  abated  but  sitting  up  now 
produced  pain  at  the  top  of  the  right  shoulder 


unrelated  to  respiration.  'Abdominal  tenderness 
was  most  pronounced  in  the  right  lower  quad- 
rant. Little  change  was  noted  over  the  ensuing 
two  days,  on  the  fourth  hospital  day  laparotomy 
was  performed. 

Ori  openirig  the  abdomen  numerous  old  blood 
clots  were  noted  throughout;-  The  cecum  was  dis- 
tended. The  spleen  was  surrounded  by  hema- 
toma and  the  upper  pole  was  fractured.  Splen- 
ectomy was  performed.  The  postoperative  course 
was  uneventful  arid  the  patient  was  discharged 
on  the  eighth  postoperative  day. 

The  spleen  weighed  175  grams  and  measured 
13  cm.  X 6V2xm.  x 4 cm.  Four  centimeters  from 
the  upper  pole  a transverse  laceration  three  cen- 
timeters long  and  two  centimeters  deep  was 
found.  A hemorrhagic  area  two  and  onri'^half 
centimeters  in  diameter  was  found  at  the  base 
of  the  laceration.  Smaller  hemorrhagic  areas 
were  scattered  over  the  surface  of  the  spleen. 
Microscopic  examination  revealed  a large  sub- 
scapsular  hematoma  at  the  laceration  site.  Or- 
ganization was  in  process  with  fibroblastic  pro- 
liferation seen  at  the  margins.  Other  scattered 
hematomas  had  a thick  capsule  of  fibrovascular 
tissue. 

COMMENT 

Acute  ruptiue  of  the  spleen  can  be  catastrophic 
with  some  reports  indicating  a mortailty  of  25%. 
Delayed  rupture  may  be  even  more  dangerous 
for  the  trauma  may  be  trivial  or  the  interval  from 
trauma  to  final  rupture  prolonged,  resulting  in 
failure  to  appreciate  the  possibility  of  the  diag- 
nosis. Seventy-five  per  cent  of  delayed  ruptures 
occur  within  two  weeks  of  the  injury,  but  longer 
intervals  have  been  reported,  even  up  to  two 
years.®  A careful  history  is  essential  in  making  the 
diagnosis  since  the  trauma  is  usually  trivial  or 
forgotten.  In  the  case  presented,  it  was  the  his- 
tory, in  the  face  of  confusing  symptoms  and 
signs,  that  eventually  led  to  a preoperative  diag- 
nosis of  delayed  rupture  of  the  spleen. 

Referred  pain  in  the  left  shoulder,  Kehr’s  sign, 
is  infrequently  seen  in  delayed  rupture.®  It  was 
transient  in  our  patient.  Laboratory  studies  are  of 
limited  value.  A falling  hematocrit  and  elevated 
white  count  with  shift  to  the  left®'®'^’®  have  been 
described  but  were  of  no  value  in  the  present 
case. 

Flat  and  upright  films  of  the  abdomen  have 
been  shown  to  be  helpful  in  some  cases. En- 
largement of  the  splenic  shadow  and  displace- 
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ment  or  compression  of  adjacent  organs  should 
be  sought.  Unless  hemorrhage  is  massive,  these 
changes  will  be  subtle,  and  a negative  report 
must  not  discourage  the  diagnosis. 

Abdominal  paracentesis®*”  has  been  employed 
as  a diagnostic  aid.  A positive  yield  is  found  in 
the  majority  of  cases,  but  negative  results  are 
not  infrequent.  If  the  possibility  of  splenic  rup- 
ture is  good,  I would  prefer  exploration  in  view 
of  the  immediate  (further  massive  hemorrhage) 
and  delayed®  results  of  unrecognized  splenic  rup- 
ture. 

Confusion  in  the  reported  case  arose  over  the 
left  lower  quadrant  cramps  followed  by  tenemus 
and  diarrhea  with  subsequent  findings  of  right 
lower  quadrant  tenderness.  Dodd”  described  a 
similar  sequence  of  events  following  delayed 
splenic  rupture.  It  was  his  contention  that  blood 
irritated  the  descending  colon  producing  spasm 
with  transient  diarrhea  followed  by  distention  of 
the  cecum  with  resulting  right-sided  tenderness. 
This  confusing  finding  of  tenderness  in  the  right 
side  of  the  abdomen  following  splenic  rupture 
has  been  mentioned  briefly  in  recent  reports.”’” 
Certainly  one  must  be  aware  of  this  possibility 
if  the  diagnosis  of  delayed  rupture  of  the  spleen 
is  to  be  made. 


SUMMARY 

A case  of  delayed  rupture  of  the  spleen  is  pre- 
sented. A confusing  group  of  symptoms  and 
signs  are  described  and  their  etiology  discussed. 
Their  appreciation,  as  initially  described  by 
Dodd,  may  be  of  future  aid  to  the  clinician  in 
diagnosing  this  entity  which  should  be  increas- 
ing in  incidence  in  this  country. 
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Why  Radioisotope  Scanning?  ^Porque  La  Escansion  Con 

Radioisotopos? 


S.  V.  Hilts,  M.D. 


Although  patterns  of  dots,  stripes,  and  blocks 
of  varying  clarity  have  appeared  in  the  medical 
literature  for  several  years,  many  clinicians  still 
feel  isotope  scanning  to  be  an  abstruse  tech- 
nique suitable  only  for  research  centers,  and 
question  its  importance  in  the  daily  practice  of 
medicine.  It  is  the  purpose  of  this  paper  to 
demonstrate  some  common  situations  in  which 
the  radioisotope  scan  can  furnish  aid  not  avail- 
able from  any  other  source. 

In  order  to  appreciate  what  a scanner  can 
demonstrate,  one  must  first  understand  how  it 
works.  Essentially,  it  is  a movable,  double-ended 
arm  with  a radiation  detector  at  one  end  and  a 
variable  light  source  at  the  other,  connected  so 
that  the  brightness  of  the  light  is  proportional 
to  the  amount  of  radiation  detected.  As  the  de- 
tector moves  over  a variable  source,  in  this  case 
a patient  who  has  been  given  radioactive  tracers, 

Tucson  Medical  Center 
Tucson,  Arizona 


Aunque  desde  hace  varies  ahos,  han  side  pub- 
licados  en  la  literatura  medica,  estas  graficas  de 
puntos,  rayas  y bloques,  de  una  intensidad  vari- 
able, como  ayuda  paraclinica,  muchos  medicos 
tienen  la  impresion  de  que  este  tipo  de  examen 
tan  solo  esta  destinado  a hacerse  en  los  centres 
de  investigacion  cientifica,  y dudan  de  su  valor 
en  la  practica  general.  Es  mi  intencion  demostrar 
casos  en  los  cuales  se  llego  a un  diagnostico  cor- 
recto  con  la  ayuda  del  Escandigrama,  que  de 
otra  manera  no  podria  haberse  hecho  usando 
otro  medio  paraclinico. 

Antes  de  ver  que  es  lo  que  el  Escandografo 
puede  demostrar,  debemos  entender  como  funci- 
ona.  En  principio,  es  un  brazo  movible  con  dos 
estremos,  en  un  extreme  tiene  un  detector  de 
radiacion  y en  el  otro  extreme  una  fuente  de 
luz  variable,  conectados  entre  si,  de  manera  que 
la  intensidad  de  la  luz  es  proporcional  a la  can- 
tidad  de  radiacion.  Conforme  el  detector  se 
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the  light  on  the  other  end  of  the  arm  forms  a 
“picture”  on  X-ray  film  of  the  distribution  of 
radioactivity  (Figure  1).  The  principle  is  simple; 
however,  the  necessary  electronics  are  complex. 

A radioisotope,  or  radioactive  form  of  an  ele- 
ment, may  be  incorporated  in  any  molecule  con- 
taining the  “cold”  form  of  the  element.  For  ex- 
ample, radiomercury  (mercury-203)  may  replace 
the  usual  atom  in  a molecule  of  diuretic.  More- 
over, metals  can  be  attached  temporarily  to  pro- 
tein molecules,  as  iodine-131  is  incorporated  in 
human  serum  albumin  (IHSA).  Such  molecules, 
“tagged”  with  radioactive  tracers,  are  metabo- 
lized identically  to  the  usual  forms. 

Most  organ  scans  utilize  the  selective  concen- 
tration of  a “tagged”  substance  by  normal  tissue, 
and  the  absence  of  such  concentration  by  space- 
occupying  lesions  such  as  tumors,  cysts,  abscesses, 
or  hematomata.  This  principle  is  illustrated  by 
the  liver  scan,  for  which  we  have  used  the  dye 
Rose  Bengal  tagged  with  iodine-131.  The  direct 
approach  allowable  by  accurate  localization  of  a 
liver  abscess  avoids  peritoneal  exploration  and 
contamination  of  large  areas;  often  the  drainage 
can  be  accomplished  without  entering  the  peri- 
toneal cavity. 


Figure  1.  Fig.  1— The  prineiples  of  photoscanning.  P in- 
dicates patient;  D,  detector,  containing  scintillation 
crystal,  photomultiplier  tube  and  focusing  collimator; 
S,  linear  amplifier,  scaler,  and  X-ray  spectrometer; 
PR,  photorecorder;  L,  light;  F,  film.  (Reproduced 
with  permission  from  Wagner,  Henry,  et  al.:  Diag- 
nosis of  Liver  Disease  by  Radioisotope  Scanning, 
Arch.  Intern.  Med.  107:324,  March  1961.) 

Fig.  1.  Diagrama  de  un  Escandografo. 


mueve  sobre  un  campo  radioactive  (que  es  este 
case  es  el  enfermo  que  ha  recibido  material  ra- 
dioactive) la  luz  al  ponerse  en  contacto  con  una 
placa  (Fig.  1)  de  rayos  x,  da  una  “imagen”  de 
acuerdo  con  la  distribucion  de  la  radioactividad. 
El  principle  es  simple,  pero  la  tecniea  electronica 
es  complieada. 

Un  radioisotope  o forma  radioactiva  de  un 
elemento,  puede  ser  ineorporado  en  cualquir 
molecula  eonteniendo  la  forma  “fria”  del  elem- 
ento. Ej:  radiomercurio  (mercurio-203)  substituye 
el  mereurio  comun  en  la  moleeula  de  un  diuret- 
ico  mercurial;  asi  como  tambien  metales  se  pue- 
den  incorporar  en  una  forma  temporaria  a mole- 
culas  de  proteinas  yodo-131  ineorporado  a sero- 
albumina  humana  (IHSA).  Estas  moleculas  “mar- 
cadas”  con  trazas  de  material  radioactive  son 
metabolizadas  del  mismo  mode  las  moleculas 
normales. 

La  mayoria  de  los  Eseandigramas  se  basan  en 
la  concentraeion  especifiea  de  una  sustaneia 
marcada  por  el  tejido  del  organo  en  estudio  y 
b)  la  ausencia  de  coneentracion  de  la  sustaneia 
marcada  en  lesiones  que  destruyen  el  tejido  nor- 
mal, ej:  tumores,  abscesos,  y hematomas,  etc. 
Esto  se  puede  demostrar  por  medio  de  este 
Escandigrama  Hepatico  en  el  cual  se  utilize 
Rosa  de  Rengala  mareado  eon  yodo-131.  La 
loealizacion  exacta  de  un  absceso  hepatico  per- 
mite  su  ataque  directo,  evitando  una  exploracion 
abdominal  con  la  posiblidad  de  contaminacion, 
y en  muehas  oeasiones  se  drenaje  se  puede  hacer 
completamente  extraperitoneal. 

Case  No.  1:  Enfermo  de  48  anos  de  edad, 
dependiente,  fue  admitido  al  hospital  con  fie- 
bre  y escalofrios.  Despues  de  una  semana  de 
examenes  sin  resultado  alguno,  y debido  a que 
durante  este  periodo  el  enfermo  desarrollo 
dolor  en  el  quadrante  superior  dereeho,  le  hizo 
un  Escandigrama  Hepatico  (Fig.  2),  el  cual 
demostro  claramente  un  absceso  en  la  poreion 
lateral  del  lobulo  dereeho.  Este  absceso  fue 
drenado  extraperitonealmente  con  un  mejora- 
miento  pasajero.  El  enfermo  desarrollo  otra 
vez  fiebre  y fallecio  a los  poco  dias.  En  la 
autopsia  se  eneontro  absceso  que  habia  des- 
truido  el  lobulo  izquierdo.  Este  error  diag- 
nostieo  fue  debido  a que  se  tomo  por  normal 
el  que  el  higado  no  se  extiende  mas  alia  de 
la  linea  media  (muehos  higados  normales  no 
pasan  la  linea  media);  el  lobulo  izquierdo  no 
se  puedo  identificar  en  el  Eseandigrama,  por- 
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Case  No.  1:  A 48-year-old  salesman  was  ad- 
mitted because  of  chills  and  fever.  After  seven 
days  of  X-ray  and  laboratory  investigation  no 
diagnosis  had  been  made.  Because  of  tender- 
ness which  had  developed  in  the  right  upper 
quadrant,  a liver  scan  was  done  (Fig.  2),  dem- 
onstrating an  obvious  abscess  laterally  in  the 
right  lobe.  After  extraperitoneal  drainage  of 
this  abscess,  the  patient  improved  temporarily, 
then  again  became  febrile  and  died.  Autopsy 
demonstrated  a large  abscess  which  had  de- 
stroyed the  left  lobe.  In  retrospect,  it  is  seen 
that  the  assumption  that  the  liver  did  not  ex- 
tend beyond  the  midline  (as  many  normal 
livers  do  not)  was  in  error;  the  left  lobe  is 
not  seen  on  the  scan. 

Metastases  may  often  be  demonstrated  in  the 
liver.  Definite  knowledge  of  such  lesions  may 
spare  the  patient  useless  efforts  at  radical  re- 
moval of  the  primary;  if  chemotherapy  is  prac- 
ticable, its  progress  may  be  followed  by  serial 
scanning. 


Figure  2.  Liver  scan.  Rose  Bengal  iodine-131,  show- 
ing abscess  in  lower  right  lobe  and  destruction  of 
left  lobe  by  another  abscess. 


Fig.  2.  Escandigrama  Hepatico,  usando  Rosa  de  Ben- 
gala  lodizado  131,  demostrando  un  absceso  en  el 
lobulo  derecho  y otro  en  el  lobulo  izquierdo. 


que  estaba  pudo  destruido  proyecto. 

Lesiones  metastaticas  hepaticas  tambien  pue- 
den  demostrarse  y su  presencia  hace  innecesaria 
una  intervencion  quirurgica  para  remover  el  foco 
primario;  se  quimoterapia  esta  indicada,  su  re- 
sultado  puede  seguirse  por  este  medio. 

Caso  No.  2:  Enfermo  de  15  anos  de  edad  en 
el  cual  se  encontro  sarcoma  osteogenico,  des- 
pues de  una  fractura  de  pierna  en  1962;  la 
pierna  fue  amputada  en  Febrero  1963.  En 
Diciembre  1963,  se  tomo  un  Escandigrama 
Hepatico  (Fig.  3A),  el  cual  demostro  areas  de 
destruccion  localizadas  en  el  lobulo  izquierdo 
y lobulo  inferior  derecho.  Con  cursos  diferen- 
tes  de  una  terapia  a base  de  actinomicina-D  y 
clorambucil,  se  obtuvo  un  mejoramiento  mar- 
cado,  el  cual  puede  apreciarse  en  los  Escandi- 
gramas  de  Febrero  1963  (Fig.  3B)  y Julio  1965 
(Fig.  3C). 

De  manera  similar  diureticos  mercuriales 
“marcados”  se  pueden  utilizar  en  los  Escandigra- 
mas  Renales  para  el  diagnostico  de  tumores,  ab- 
scesos  o quisles  renales. 

Case  No.  3:  Enfermo  diabetico  de  60  ahos 
de  edad,  fue  admitido  al  hospital  con  una  tu- 
moracion  en  el  flanco  derecho;  el  rinon  der- 
echo no  se  visualizo  en  el  Pielograma  intraven- 
osa.  Escandigrama  Renal  usando  chlonnerodin 
mercurio-203  (Fig.  4)  demostro  solamente  res- 
tos  de  tejido  renal  funcional  en  el  lado  der- 
echo. En  la  sala  de  operaciones  se  encontro 
un  rinon  policistico  infectado  el  cual  fue  ex- 
tirpado. 

La  sospecha  de  ausencia  de  un  rinon  ya  sea 
congenita  o adquirida,  puede  confirmarse  por 
medio  del  Escandigrama,  asi  como  tambien  en 
casos  de  rihones  pequehos,  que  no  puedan  ser 
localizado  por  la  Pielografia  intravenosa.  El 
Escandigrama  es  de  mucho  valor  cuando  existe 
sensibilidad  por  parte  del  enfermo  hacia  el 
medio  de  contraste  usado  en  rayos  x,  haciendo 
imposible  la  investigacion  roentgenologica. 

La  glandula  tiroides,  fue  la  primera  glandula 
estudiada  en  esta  forma,  debido  a su  capacidad 
para  concentrar  el  yodo  10,000  veces  mas  que  la 
concentracion  sanguinea,  y aim  todavia,  es  la 
glandula  en  la  cual  mas  diagnosticos  se  hacen 
por  medio  del  Escandigrama.  En  el  enfermo 
tirotoxico,  es  de  mucha  importancia  distinguir 
entre  un  hipertiroidismo  nodular  y uno  con 
la  Enfermedad  de  Graves,  antes  de  instituir  su 
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Case  No.  2:  A 15-year-old  sehoolboy  was 
found  to  have  osteogenie  sarcoma  following 
a leg  fracture  in  1962;  the  leg  was  amputated 
in  February  1963.  A liver  scan  (Fig.  3A)  in  De- 
cember 1963  showed  large  areas  of  destruction 
in  the  left  and  inferior  right  lobes.  With  re- 
peated courses  of  Actinomycin-D  and  Chlor- 
ambucil, marked  improvement  was  obtained, 
as  shown  in  the  scans  of  February  1964  (Fig. 
3B)  and  July  1965  (Fig.  3C). 

Similarly,  renal  scans  using  “tagged”  mercurial 
diuretics  may  be  used  to  localize  tumors,  ab- 
scesses, or  cysts  in  the  kidney. 


Figure  3A.  Liver  scan,  showing  metastases  from  os- 
teogenic sarcoma.  December  1963. 


Fig.  3A.  Escandigrama  Hepatico,  demostrando  me- 
tastasis en  un  caso  de  sarcoma  osteogenico  — Diciembre 
1983. 


Case  No.  3:  A 60-year-old  diabetic  white 
male  was  admitted  with  a palpable  mass  in  the 
right  flank.  The  right  kidney  was  not  seen 
with  intravenous  pyelography.  A scan  using 
Chlormerodrin  mercury-203  (Fig.  4)  showed 
only  a trace  of  functioning  renal  tissue  on  the 
right.  At  surgery,  a multicystic,  infected  right 
kidney  was  removed. 


terapeutica,  ya  sea  quirurgica  o por  yodo  radio- 
active, (el  tipo  nodular  requiere  dosis  altas  de 
yodo  radioactive  o la  extirpacion  de  todas  las 
areas  hiperactivas).  Si  el  enfermo  es  eutiroideo, 
la  identificacion  de  un  “nodulo  caliente,”  implica 
una  terapia  de  supresion,  ya  que  tales  nodulos 
casi  siempre  son  benignos. 

Caso  No.  4:  Enferma  de  70  anos,  tenia  un 
nodulo  en  el  lado  izquierdo  del  cuello.  El 
Escandigrama  (Fig.  5)  demostro  que  este  era 
un  “nodulo  caliente,”  el  cual  fue  tratado  con 
extracto  tiroideo. 

Por  el  contrario,  areas  de  tiroides  que  concent- 
ran  el  yodo  radioactive  en  una  forma  deficiente, 
sugieren  la  presencia  de  malignidad  y la  inter- 
vencion  quirurgica  esta  indicada. 


Figure  3B.  Same  case  as  Fig.  3A,  February  1964,  fol- 
lowing chemotherapy.  Regression  of  lesions  in  left 
lobe  and  inferior  right  lobe. 


Fig.  3B.  El  mismo  caso  de  Fig.  3A  — Febrero  1964, 
despues  de  quimoterapia.  Lesiones  en  los  lobulos  izqui- 
erdo y derecho  inferior,  han  involucionado. 
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Figure  3C.  Same  case  as  Figs.  3A  and  3B,  July  1965, 
following  chemotherapy.  Right  lobe  now  nearly 
normal. 


Fig.  3C.  El  mismo  caso  — Julio  1965.  Lobulo  derecho 
casi  normal. 


The  suspected  absence  of  a kidney,  either  de- 
stroyed or  congenitally  missing,  may  be  con- 
firmed, or  a small  kidney  which  is  not  seen  on 
intravenous  pyelography  may  be  localized.  The 
scan  is  particularly  useful  when  sensitivity  to  X- 
ray  contrast  media  prohibits  roentgenologic  in- 
vestigation. 

The  thyroid  gland,  with  its  ability  to  concen- 
trate iodine  to  10,000  times  the  bloodstream  con- 
centration, was  historically  the  first  organ 
scanned,  and  it  remains  one  of  the  most  produc- 
tive for  diagnosis  by  scan.  In  thyrotoxicosis,  it  is 
important  to  distinguish  nodular  hyperthyroidism 
from  Graves’s  disease  prior  to  therapy,  either  sur- 
gical or  by  radioiodine  (the  nodular  type  re- 
quires higher  doses  of  iodine- 131  or  removal  of 
all  hyperactive  areas  by  surgery).  In  euthyroid- 
ism,  identification  of  a palpable  nodule  as  “hot” 
effectively  establishes  benignity  and  allows  a 
trial  of  suppressive  therapy. 


Caso  No.  5:  Enferma  de  75  anos  de  edad, 
con  un  nodulo  palpable  en  el  lobulo  inferior 
izquierdo  del  tiroides.  Debido  a que  el  Es- 
candigrama  (Fig.  6)  demostro  un  nodulo  “frio” 
(ausencia  de  concentracion  del  yodo  radioac- 
tico)  en  una  glandula  normal;  se  explore  a la 
enferma  y el  diagnostico  final  fue  Adeno- 
carcinoma Papilar. 

Algunos  carcinomas  tiroideos,  de  tipo  papilar 
a adenomatoso,  aunque  relativamente  “frios” 
comparados  con  areas  normales  de  la  glandula, 
conservan  su  habilidad  de  concentrar  el  yodo 
radioactive  en  forma  satisfactoria,  comparada 
con  otros  tejidos;  localizandose  asi  metastasis  en 
otros  organos  por  medio  del  metodo  de  Escan- 
sion  General  (corporal). 


Figiu*e  4.  Renal  scan,  showing  large  left  kidney,  mini- 
mal activity  superiorly  representing  diseased  right 
kidney. 


Fig.  4.  Escandigrama  Renal,  mostrando  un  rinon 
izquierdo  aumentado  de  tamano;  minima  actividad  en 
el  polo  superior  del  rinon  derecho. 

Caso  No.  6:  Esta  enferma  anciana,  se  pre- 
sento  con  una  paraplegia  de  aparicion  rapida. 
Durante  una  operacion  de  decompresion  a 
nivel  de  la  doceana  vertebra  dorsal,  se  en- 
contro  una  tumoracion,  la  cual  tenia  el  mismo 
aspecto  que  una  glandula  tiroides  (Fig.  7A). 
El  Escandigrama  de  Tiroides  muestra  un  “tu- 
mor frio”  que  esta  desplazando  casi  todo  el 
lobulo  izquierdo  (Fig.  7B).  Se  hizo  un  Escan- 
digrama Corporal,  tornado  por  la  parte  pos- 
terior, ya  que  la  enferma  no  se  podia  acostar 
sobre  la  espalda  (Fig.  7C).  La  glandulo  tiroides 
brilla  a traves  del  hombro  derecho  y metast- 
asis se  pueden  ver  en  la  columna,  higado  y 
pelvis.  La  enferma  rehuso  tratamiento. 

Tales  metastasis,  aim  siendo  inoperables,  a 
menudo  disminuyen  considerablemente  de  tam- 
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Case  No.  4:  A 70-year-old  white  woman 
complained  of  a mass  in  the  left  neck  which 
was  easily  palpable.  A scan  (Fig.  5)  showed 
this  to  be  a “hot”  nodule  which  could  safely 
be  treated  with  exogenous  thyroid  to  obtain 
shrinkage  by  suppression  of  thyrotropic  hor- 
mone. 

Conversely,  an  area  which  concentrates  radio- 
iodine poorly  is  strongly  suspect  of  malignancy 
and  warrants  early  surgical  investigation. 


Figure  5.  Thyroid  scan  with  “hot  ” nodule.  Suprasternal 
notch  and  palpable  limit  of  nodule  are  marked. 

Fig.  5.  Escandigrama  Tiroideo;  con  un  “nodulo  cali- 
ente”;  estan  marcados  la  muesca  supra-estemal  y el  limite 
del  nodulo. 

Case  No.  5:  A 73-year-old  white  woman  was 
found  to  have  a palpable  mass  in  the  left  lower 
pole  of  the  thyroid.  Since  the  scan  (Fig.  6) 
showed  the  nodule  to  be  “cold,”  i.e.  failing  to 
concentrate  radioiodine  as  well  as  the  normal 
gland,  surgical  exploration  was  performed  and 
demonstrated  papillary  adenocarcinoma. 
Certain  papillary  and  adenomatous  carcino- 
mata of  the  thyroid,  although  “cold”  relative  to 
the  normal  portions  of  the  gland,,  retain  an  abil- 
ity to  concentrate  iodine  well  compared  to  other 
tissues;  metastases  may  be  located  in  distant  or- 
gans by  body  scanning. 

Case  No.  6:  An  elderly  Negro  woman  pre- 
sented with  paraplegia  of  acute  onset.  The 
biopsy  of  a mass  which  was  destroying  the 
12th  thoracic  vertebra,  obtained  during  a de- 
compression operation,  strongly  resembled 
normal  thyroid  gland  (Fig.  7A).  A scan  of  the 
thyroid  gland  showed  a relatively  “cold”  mass 
displacing  most  of  the  left  lobe  (Fig.  7B).  A 
total  body  scan  was  then  done,  from  the  right 
posterior  aspect  because  she  could  not  lie  flat 


ano  con  yodo  radioactivo,  una  vez  que  el  tiroid- 
es  ha  sido  extirpado,  debido  a que  en  esta  forma 
se  aumenta  la  cantidad  de  yodo-131  circulante, 
que  de  otra  manera  se  fijara  en  la  glandula.  Los 
cirujanos  frecuentemente  se  sorprenden  de  los 
hallazgos  del  Escandigrama  despues  de  una 
“tiroidectomia  total”  al  encontrar  tejido  tiroideo 
normal.  A menos  que  se  haga  una  diseccion  rad- 
ical de  cuello,  casi  siempre  se  puede  identificar 
restos  de  tejido  tiroideo. 


Figure  6.  Thyroid  scan  with  “cold”  nodule  in  left 
lower  pole  of  otherwise  normal  gland. 

Fig.  6.  Escandigrama  Tiroideo;  con  un  “nodulo  frio” 
en  el  lobnlo  inferior  izquierdo;  el  resto  de  la  glandula 
es  normal. 


Eignre  7A.  Tissue  resembling  functioning  thyroid, 
taken  from  vertebral  metastasis. 


Eig.  7A.  Tejido  que  fue  extirpado  de  una  metastasis 
vertebral,  resembla  tejido  tiroideo  fnncional. 
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(Fig.  7C).  The  thyroid  gland  shines  through 
the  right  shoulder;  metastases  are  seen  in  the 
spine,  liver  and  pelvis.  The  patient  refused 
further  surgery  or  treatment. 

Such  metastases,  although  inoperable,  often 
shrink  very  satisfactorily  with  radioiodine  ther- 
apy, after  extirpation  of  the  normal  gland  to  re- 
move its  competition  for  the  administered  iodine- 
131.  Surgeons  are  often  amazed  at  the  findings 


of  a scan  after  “total”  thyroidectomy.  Unless  bi- 
lateral radical  dissection  has  been  accomplished, 
thyroid  tissue  can  almost  always  be  located. 


Figure  7B.  Thyroid  scan,  same  case  as  Fig.  7A.  Ex- 
tensive destruction  of  left  lobe  by  tumor;  essen- 
tially normal  right  lobe. 

Fig.  7B.  Escandigrama  Tiroideo;  el  mismo  caso  de 
Fig.  7A;  destruccion  del  lobulo  izquierdo  por  el  tumor; 
con  un  lobulo  derecho  esencialmente  normal. 

Case  No.  7:  A nodule  was  removed  from  a 
28-year-old  woman’s  thyroid  gland  in  January 
1965.  When  carcinoma  was  found  in  the  per- 
manent sections,  she  was  returned  to  surgery 
for  total  thyroidectomy,  after  which  scanning 
was  done  (Fig.  8).  The  amount  of  normal  tissue 
remaining  was  surprising  to  the  surgeon,  but 
this  is  the  usual  finding. 

In  the  brain  we  utilize  a different  principle 
of  scanning,  using  “tagged”  materials  which  dif- 
fuse into  most  tissues,  but  are  stopped  by  the 
‘l3lood-brain  barrier.”  Thus  a normal  brain  scan, 
using  iodinated  human  serum  albumin  (IHSA), 
demonstrates  activity  in  the  large  venous  sinuses 
and  the  heavily  vascularized  air  sinuses,  as  well 
as  the  temporal  and  occipital  muscles  (Fig.  9). 
Where  tumor  or  abscess  is  present,  albumin 
“leaks  through”  the  altered  barrier  into  the  dis- 
eased area. 


Figure  7C.  bame  case  as  Figs.  7A  and  7B.  Scan  of 
torso  showing  multiple  metastases  of  thyroid  earcin- 
oma.  Thyroid  gland  seen  superiorly. 


Fig.  7C.  El  mismo  caso  anterior,  Eseandigrama  dorsal, 
demostrando  metastasis  multiples  del  eareinoma  tiroideo. 
El  tiroides  se  puede  ver  en  la  parte  superior. 


Caso  No.  7:  Enferma  de  28  anos  de  edad,  a 
la  cual  se  le  extirpo  un  nodulo  del  tiroides  en 
Enero  1965.  Cuando  se  encontro  al  microscop- 
io  carcinoma,  se  le  hizo  una  “tiroidectomia 
total,”  despues  de  la  cual  este  Escandigrama 
fue  tornado  (Fig.  8).  La  cantidad  de  tejido 
remanente  fue  una  sorpresa  para  el  cirujano; 
esto  no  es  raro. 

En  el  cerebro,  el  principio  del  Escandigrama 
es  completamente  diferente.  Aqui  se  usan  “sub- 
stancias  marcadas”  que  se  difunden  libremente 
en  la  mayor  parte  de  los  tejidos,  pero  que  no 
pasan  la  barrera  Hemato-encefalica.  De  manera 
que  en  un  Escandigrama  normal  usando  sero- 
albumina  humana  radio-yodada  (IHSA),  se  pue- 
den  ver  claramente  los  senos  venosos  majores, 
los  senos  faeiales  debido  a su  gran  vascularidad, 
asi  como  tambien  los  musculos  temporales  y oc- 
cipitales  (Fig.  9).  Cuando  existe  un  tumor  o 
absceso  cerebral,  la  albumina  es  extravasada 
hacia  la  porcion  afectada. 
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Figure  8.  Scan  showing  residual  active  thyroid  tissue 

after  “total”  thyroidectomy. 

Fig.  8.  Escandigrama  mostrando  tejido  tiroideo  ac- 
tico,  post-“tiroidectomia  total.” 

Case  No.  8:  A 51-year-old  white  male  was 
hospitalized  because  of  memory  defect  and 
aphasia.  When  cerebral  arteriography  showed 
normal  findings,  a scan  (the  second  done  at 
Tncson  Medical  Center)  was  ordered.  This 
(Fig.  10)  demonstrated  a tumor,  which  was 
seen  on  repeat  arteriography  ten  weeks  later. 
At  snrgery  he  was  found  to  have  a glioblasto- 
ma multiforme,  which  responded  temporarily 
to  radiation. 

Case  No.  9:  An  adenocarcinoma  of  the  lung 
was  removed  from  a 63-year-old  lawyer  in 
Jnne  1964.  In  December,  she  developed  head- 
aches and  vomiting.  With  accurate  localization 
of  the  metastasis  by  scan  (Fig.  11),  removal 
was  accomplished  in  a 45-minute  operation, 
which  the  surgeons  estimate  wonld  have  re- 
paired two  and  one-half  hours  had  the  usual 
exploration  been  necessary. 

Case  No.  10:  Since  this  57-year-old  woman 
presented  with  a right  hemiparesis,  left  carotid 
angiography  was  done.  When  it  showed  noth- 
ing, a scan  was  done  (Fig.  12)  showing  an  un- 
equivocal right-sided  lesion.  Right  carotid  an- 
giography done  at  the  time  of  snrgery  was 


Figure  9.  Normal  brain  scan:  IHSA  collected  in  venous 
sinuses,  especially  transverse  sinus  (lateral  view), 
and  temporal  musculature. 


Fig.  9.  Escandigrama  Cerebral  normal.  IHSA  colec- 
tada  en  los  senos  venosos;  especialmente  en  los  senos 
transversos  (vista  lateral)  y en  el  musculo  temporal. 

Caso  No.  8:  Enfermo  de  51  anos,  fue  hos- 
pitalizado  con  una  memoria  deficiente  y afasia. 
Arteriograma  fue  normal  y envista  de  esto  un 
Escandigrama  fue  hecho  (segundo  Escandig- 
rama Cerebral  hecho  en  el  Tncson  Medical 
Center).  Este  (Fig.  10)  demostro  un  tumor,  el 
cual  fue  demostrado  tambien  con  nn  arteriog- 
rama hecho  10  semanas  despues.  El  enfermo 
fue  operado  y el  tumor  resulto  ser  un  Glioblas- 
toma Multiforme,  el  cual  respondio  en  forma 
temporaria  a radioterapia. 

Caso  No.  9:  Licenciada,  enferma  de  63  anos, 
a la  cual  en  Junio  de  1964  se  la  extirpo  un 
adeno-carcinoma  pulmonar.  En  Diciembre, 
comenzo  con  dolores  de  cabeza  y vomitos.  Con 
una  localizacion  exacta  de  las  metastasis,  por 
medio  del  Escandigrama  (Fig.  11)  estas  fueron 
extirpadas  en  una  operacion  que  duro  45  min- 
utes, operacion  que  estimo  el  cirujano  hubiera 
durado  2/2  horas  si  la  localizacion  de  las  me- 
tastasis no  se  hubieran  conocido,  de  ante  mano. 
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negative;  operation  was  proceeded  with  on 
the  basis  of  the  scan,  and  metastatic  breast 
carcinoma  was  excised  with  complete  relief  of 
symptoms. 

Had  scanning  not  been  performed  in  this  case, 
the  patient  would  have  been  denied  the  benefit 
of  operation.  In  several  such  cases  the  scan  has 
been  the  only  study  to  localize  the  lesion. 

Old  and  new  hemorrhagic  lesions  may  be 
demonstrated  by  scanning.  The  delineation  of  an 
ancient  subdural  hematoma  is  probably  largely 
due  to  revascularization,  which  is  visualized  by 
its  blood  content. 


Figure  10.  Brain  scan,  anterior  and  left  lateral,  show- 
ing glioblastoma  multiforme. 

Fig.  10.  Escandigramas  Cerebrales,  anterior  y lateral 
izquierdo,  demostrando  glioblastoma  multiforme. 


Case  No.  11:  A 60-year-old  white  man  was 
referred  from  Navojoa,  Sonora,  with  a history 
of  head  injury  two  weeks  previously,  followed 
by  headaches  and  right-sided  clumsiness.  The 
scan  (Fig.  13)  showed  a left  subdural  hemor- 
rhage, which  was  confirmed  at  operation. 
The  radioisotope  brain  scan  has  an  accuracy 
of  80%-90%  in  several  large  series  of  tumors*  ® 
comparable  to  the  reported  accuracy  of  pneu- 
moencephalography and  cerebral  arteriography. 
Scanning  requires  neither  anesthesia  nor  hospital- 
ization, creates  no  morbidity,  and  may  be  done 


Figure  11.  Brain  scan,  anterior  and  right  lateral:  metas- 
tatic adenocarcinoma  of  lung. 


Fig.  11.  Escandigramas  Cerebrales,  anterior  y lateral 
derecho,  metastasis  de  adenocarcinoma  pulmonar. 

Case  No.  10:  Enferma  de  57  anos,  que  se 
presento  con  una  hemiparesia  derecha,  y un 
angiograma  de  carotida  izquierda  fue  hecho, 
resultando  negative.  Se  hizo  iin  Escandigrama 
el  cual  demostro  sin  lugar  a duda  una  lesion 
en  el  lado  derecho  (Fig.  12).  En  el  acto  opera- 
torio  un  angiograma  de  carotida  derecha  re- 
sulto  negative  tambien;  sin  embargo  se  pros- 
igio  con  el  acto  quirurgico,  teniendo  como 
base  los  hallazgos  del  Escandigrama,  encon- 
trandose  un  foco  metastatico  de  un  carcinoma 
de  mama,  este  fue  removido  on  desaparicion 
completa  de  sintomas. 

Este  caso  demuestra  que  si  el  Escandigrama 
no  se  hubiera  hecho,  la  enferma  no  hubiera 
obtenido  los  beneficios  del  acto  operatorio.  En 
repetidas  ocasiones  el  unico  estudio  para  locali- 
zar  metastasis  ha  sido  el  Escandigrama. 

Hemorragias  cerebrales  recientes  y viejas 
pueden  ser  demostradas  por  este  metodo.  La 
demarcacion  de  un  hematoma  subdural  viejo  se 
hace  probablemente  a base  de  su  revascularizac- 
ion  ojo. 
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repeatedly  in  doubtful  or  treated  cases.  At  Tuc- 
son Medical  Center  isotope  scan,  electroenceph- 
alography, and  lumbar  puncture  have  become 
the  usual  screening  procedures  for  brain  tumor 
suspects,  the  more  hazardous  procedures  being 
held  in  reserve. 

Scanning  of  the  blood  pool  within  the  heart 
using  IHSA,  can  distinguish  pericardial  effusion 
from  dilated  heart  without  the  hazard  of  angi- 
ography. 


Figure  12.  Brain  scan:  metastatic  carcinoma  of  the 
breast  on  ipsilateral  side,  well  seen  in  lateral  view; 
poor  lateralization  on  anterior  view  is  due  to  position 
in  posterior  parietal  lobe. 

Fig.  12.  Escandigrama  Cerebral.  Carcinoma  mamario 
con  metastasis  ipsilaterales,  demostradas  en  este  escandi- 
grama lateral;  estas  metastasis  no  se  aprecian  bien  en  el 
Escandigrama  anterior  debido  a que  las  metastasis  estan 
localizadas  en  la  porcion  posterior  del  lobulo  parietal. 

Case  No.  12:  A markedly  enlarged  heart 
was  found  on  routine  chest  X-ray  in  a 66-year- 
old  man;  fluoroscopy  showed  it  to  be  relative- 
ly quiet.  After  an  attempted  pericardiocentesis 
was  unsuccessful,  the  possibility  of  marked  di- 
lation was  considered.  However,  a scan  ( Fig. 
14 ) showed  a marked  discrepancy  between  the 
intracardiac  blood  pool  and  the  cardiac  out- 
line. A second  attempt  at  pericardiocentesis 
was  successful,  a large  quantity  of  bloody  fluid 
was  removed,  and  the  patient  was  later  started 
on  treatment  for  tuberculous  pericarditis. 

Our  laboratory  has  recently  started  placental 
localization,  the  accuracy  of  which  exceeds  95% 
in  most  series.'^ 


Figure  13.  Brain  scan:  left  subdural  hematoma.  Note 
general  “haziness”  of  left  side  on  anterior  view,  ab- 
sence of  normal  landmarks  on  left  lateral. 


Fig.  13.  Escandigrama  Cerebral.  Hematoma  subdural 
izquierdo;  notese  la  opacidad  generalizada  en  el  lado 
izquierdo  en  el  Escandigrama  anterior;  en  una  vista  lat- 
eral izquierda  ausencia  de  estructuras  normales. 

Case  No.  11;  Enfermo  de  60  ahos  de  edad, 
referido  de  Navojoa,  Sonora,  con  el  anteced- 
ente  de  trauma  cranial  dos  semanas  antes,  seg- 
uido  de  dolores  de  cabeza  y movimientos 
torpes  del  lado  derecho.  El  Escandigrama 
(Fig.  13)  demostro  una  hemorragia  subdural 
izquierda  la  cual  fue  confirmada  al  tiempo  de 
la  operacion. 

El  Escandigrama  Cerebral  tien  eun  80%-90% 
de  certeza  en  series  grandes  de  tumores,'  ® esto 
es  comparable  con  la  neumoencefalografia  o la 
arteriografia.  El  Escandigrama  no  requiere  anes- 
tesia,  hospitalizacion,  ni  acarrea  morbilidad  al- 
guna  y se  puede  hacer  en  cases  de  duda  o en 
cases  en  tratamiento.  Escandigrama  con  isotop- 
es, electro-encefalografia  y puncion  lumbar,  son 
los  pasos  que  se  sigen  en  el  Tucson  Medical  Cen- 
ter en  la  mayoria  de  enfermos  que  se  sospeche 
tengan  tumor  cerebral,  dejando  los  medios  mas 
peligrosos  en  reserva. 
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Figures  14.  Heart  scan  superimposed  on  PA  roentgeno- 
gram. Note  wide  “empty  space”  between  endocar- 
dium and  pericardium  representing  myocardium  and 
effusion. 

Fig.  14.  Escandigrama  Cardiaco  superinpuesto  a una 
radiografia  de  torax,  se  puede  apreciar  el  espacio  tan 
grande  entre  el  endocardio  y pericardio,  representando 
el  miocardio  y un  derrame. 


Case  No.  13:  A 29-year-old  woman  was  hos- 
pitalized at  26  weeks  gestation  with  vaginal 
bleeding.  The  placenta  was  demonstrated  in 
the  upper  left  portion  of  the  uterus,  and  pla- 
centa previa  was  thereby  ruled  out  (Fig.  15). 

Case  No.  14:  This  36-year-old  woman  was 
scanned  close  to  term  because  of  bleeding.  The 
hourglass  shape  of  the  placenta  on  scan  (Fig. 
16)  suggested  twins;  at  delivery  it  was  found 
to  be  a bilobed  single  placenta.  The  case  is  pre- 
sented as  a demonstration  of  the  accuracy  of 
the  scan. 

The  radiation  dose  to  the  fetus  by  this  tech- 
nique, using  IHSA  in  very  small  doses,  is  less 
than  1%  of  that  received  in  roentgenographic 
placentography.  Indeed,  none  of  the  procedures 
described  will  subject  the  patient  to  as  much  to- 
tal body  radiation  as  will  a barium  enema. 


La  escansion  de  el  volumen  sanguineo  dentro 
del  corazon  usando  IHSA;  puede  distinguir  der- 
rames  pericardiacos  de  una  dilatacion  cardiaca, 
sin  sujetar  al  paciente  a los  peligros  propios  de 
una  angiografia. 

Caso  No.  12:  En  una  radiografia  de  admis- 
ion,  se  encontro  este  corazon  enorme  en  un 
enfermo  de  66  anos;  a la  fluoroscopia  el  cor- 
azon se  veia  casi  sin  movimiento.  Se  intento 
una  puncion  percardiaca  sin  exito  alguno,  la 
posibilidad  de  una  dilatacion  cardiaca  fue 
considerada.  Sin  embargo  se  hizo  un  Escandi- 
grama (Eig.  14A)  el  dial  demostro  una  gran 
diferencia  entre  la  coleccion  sanguinea  intra- 
cardiaca  y la  silueta  cardiaca.  Se  repitio  la  punc- 
ion pericardiaca  y esta  vez  se  evacuo  una 
gran  cantidad  de  un  liquido  sero-sanguinolen- 
to.  El  enfermo  tenia  una  pericarditis  tubercu- 
losa la  dial  fue  tratada  poco  tiempo  despues. 
Recientemente  hemos  comenzado  a tratar  de 
localizar  la  placenta  por  este  medio,  con  una 
certeza,  como  en  casi  todas  la  series  de  mas  de 
un  95%.^ 


Figure  15.  Placental  scan.  The  uterus  is  <>utlin«d 
Heavy  uptake  superior  to  the  uterus  is  liver;  pla- 
centa in  upper  lett  uterus. 

Fig.  15.  Escandigrama  Placentario.  Placenta  esta  im- 
plantada  en  la  parte  superior  izquierda  del  utero,  la  den- 
sidad  derecha  es  el  higado. 
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Figure  16.  Placental  scan,  showing  bilobed  placenta. 


Fig.  16.  Escandigrama  Placentario,  mostrando  una 
placente  bilobulada. 

The  cases  demonstrated  have  ben  encountered 
in  less  than  a year  at  Tucson  Medical  Center,  a 
443-bed  community  hospital.  During  the  first 
year  of  scanning,  we  have  done  248  brain  scans, 
162  thyroid  scans,  and  76  liver  scans.  With  the 
aid  of  a few  of  these,  I have  attempted  to  demon- 
strate the  usefulness  of  radioisotope  scanning  in 
the  diagnosis  and  therapy  of  conditions  encoun- 
tered in  the  daily  practiee  of  medicine. 
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Caso  No.  13:  Enferma  de  29  anos  de  edad 
fue  admitida  al  hospital  en  su  26  ava  semana 
de  embarazo  con  hemorragia  vaginal.  La  plac- 
enta fue  localizada  en  la  porcion  superior  izq- 
uierda  del  utero  descartando  asi  la  posibilidad 
de  una  plaeenta  previa  (Fig.  15). 

Caso  No.  14:  Enferma  de  36  anos  de  edad, 
easi  a termino  con  hemorragia  vaginal.  El 
Eseandigrama  demostro  esta  placenta  con 
forma  de  reloj  de  arena  (Fig.  16)  que  sugirio 
la  posibilidad  de  embarazo  gemelar.  En  el 
parto  se  demostro  que  era  una  placenta  bi- 
lobulada. Se  presenta  este  caso  para  demon- 
strar  la  precision  del  Escandigrama. 

La  radioacion  que  recibe  el  feto  es  menos  del 
1%  de  la  que  recibe  durante  una  placentografia. 
Sin  lugar  a duda  en  ninguno  de  los  procedimien- 
tos  mencionados,  el  enfermo  recibe  tanta  radiae- 
ion  como  la  que  recibe  durante  un  enema  de 
bario. 

Los  easos  presentados  aqui  han  sido  coleeeion- 
ados  en  el  Tueson  Medical  Center  en  menos  de 
un  ano,  un  hospital  de  443  camas.  Durante  el 
ano  pasado  se  han  hecho  248  Escandigrama 
Cerebrales,  162  Tiroideos  y 76  Hepaticos.  Con 
la  ayuda  de  unos  cuantos  de  ellos,  se  ha  tratado 
de  demonstrar  los  benefieios  tan  grandes  que 
ofrece  el  Eseandigrama  de  radioisotopes  en  el 
diagnostico  y terapeutica  de  situaciones  que  a 
diario  se  presentan  en  el  ejereicio  de  la  Medi- 
cina. 
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Breech  Delivery 

(A  Review  of  Experience  at 
Two  Private  Hospitals) 


Raymond  A.  Vaaler,  M.D.* 
George  Sawaya,  M.D.* 
Robert  Hasse^ 


The  infant  mortality  associated  with  breech 
delivery  is  far  greater  than  it  should  be. 
Everyone  doing  obstetrics  should  re-evaluate 
this  common  obstetrical  problem. 


"St.  Joseph’s  Hospital 
Phoenix,  Arizona 
""Good  Samaritan  Hospital 
Phoenix,  Arizona 


This  paper  is  a review  of  singleton  breech  de- 
liveries performed  at  the  two  large  private  hos- 
pitals in  Phoenix,  Arizona.  The  staff  of  the  two 
institutions  is  open  and  therefore  the  same  physi- 
cians work  in  both  hospitals.  Since  the  experi- 
ence at  neither  hospital  had  been  reviewed  for  a 
considerable  period  of  time  it  was  felt  that  a 
paper  on  this  would  be  of  value. 

Dr.  Litzenberg  once  said,  “any  doetor  who 
says  he  isn’t  afraid  of  a breech  or  never  had  any 
trouble  with  a breech  was  either  someone  who 
didn’t  do  any  work  in  obstetrics  or  was  an  out- 
right liar  and  he  eould  choose  his  own  category.”' 
This  statement  is  still  true  today,  although  it  may 
be  somewhat  modified  due  to  more  frequent  re- 
sort to  cesarean  section. 

Dr.  Edward  Hall  reviewed  over  6,000  breech 
births  in  the  March  1965  issue  of  the  American 
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Journal  of  Obstetrics  and  Gynecology  and  noted 
an  incidence  of  prematurity  of  24.4%.  He  also 
noted  that  the  perinatal  loss  was  due  to  prema- 
turity. Twenty  four  percent  of  babies  present  as 
breech  between  the  13th  and  20th  week  and 
this  decreases  to  8%  by  the  28th  to  30th  weeks  of 
pregnancy.^ 

Prematurity  is  about  four  times,  hydramnios 
three  times,  and  prolapse  of  the  umbilical  cord 
many  times  that  of  cephalic  presentations.  De- 
tailed analysis  indicates  that  congenital  defects 
play  a more  important  role  in  high  perinatal 
mortality  than  hitherto  suspected. 

Dr.  Hall  feels  that  pitocin  stimulation  of  labor 
is  probably  all  right  if  there  are  no  complicating 
factors.^  However,  the  high  perinatal  mortality 
associated  with  oxytocin  induction  of  labor 
would  indicate  the  inadvisability  of  this  pro- 
cedure. 

Today  our  efforts  are  directed  toward  reduc- 
ing the  fetal  and  neonatal  deaths  associated  with 
breech  presentation.  To  that  end  it  has  been  sug- 
gested that  breech  presentations  be  converted  to 
cephalic  by  external  version.  Others  have  advo- 
cated cesarian  section  for  all  breech;  still  others 
describe  cesarean  section  as  the  method  of 
choice  in  delivery  of  primiparas  whose  babies 
are  in  the  breech  position.  It  is  obvious  that  all 
of  these  suggestions  imply  that,  were  the  baby 
not  presenting  by  the  breech,  the  mortality  rate 
would  be  materially  reduced. 

Most  physicians  would  agree  that  x-ray  pel- 
vimetry is  indicated  in  all  primiparous  breeches 
and  in  many  multiparas.  Analgesia  should  be 
given  but  most  people  would  administer  the 
sedative  in  small  doses.  As  far  as  possible,  labor 
and  delivery  should  be  allowed  to  progress 
spontaneously.  Local  anesthesia  for  the  peri- 
neum and  adequate  perineotomy  should  be  done 
early  enough  to  be  of  value.  Inhalation  anes- 
thesia is  preferred  if  there  is  any  delay  in  de- 
livery. Decomposition  and  extraction  may  be 
used  if  the  cervix  is  fully  dilated,  the  pelvis  ade- 
quate, and  the  fetus  is  not  large.  Cesarean  sec- 
tion is  the  method  of  choice  in  patients  with  con- 
tracted or  borderline  pelvis,  large  infants,  poor 
obstetric  history,  primigravida  over  age  35,  pla- 
centa previa,  most  cases  of  uterine  dysfunction, 
select  cases  of  premature  placental  separation, 
prolapse  of  cord  and  prolonged  rupture  of  mem- 
branes. 


There  was  a total  of  239  breech  deliveries  at 
Good  Samaritan  Hospital  and  188  at  St.  Jo- 
seph’s Hospital.  The  first  table  reviews  the  pa- 
tients according  to  age  groups,  race,  the  number 
of  primiparas,  consultation,  and  inductions.  The 
next  shows  that  breech  is  not  a common  cause  for 
prolonged  labor  and  classifies  the  patients  as  to 
the  type  of  breech  presentation.  There  were  6 
complete  breeches  at  Good  Samaritan  Hospital 
and  no  stillbirths  or  neonatal  deaths.  The  indi- 
cation for  the  total  extraction  was  not  stated  in 
the  record.  At  St.  Joseph’s  Hospital  there  were 
16  complete  breeches.  The  indication  for  the 
breech  extraction  is  not  stated  in  the  chart.  There 
were  6 cesarean  sections— four  because  of  feto- 
pelvic  disproportion,  one  for  previous  G-section 
and  one  for  lack  of  progress. 


Table  I 

TOTAL 

BREECH  DELIVERIES 

Hospital 

Good  Samaritan  St.  Joseph  s 

Total  deliveries 

239 

188 

Under  age  30 

199 

137 

Age  30  - 40 

35 

43 

Over  age  40 

5 

8 

White 

214 

182 

Negro 

7 

3 

Indian 

18 

3 

Primiparas 

89 

60 

Consultations 

15 

19 

Inductions 

4 

11 

Table  II 

Hospital 

Good  Samaritan  St.  Josephs 

First  stage  over  24 

hours  3 

2 

Second  stage  over  2 

hours  2 

2 

Inertia 

3 

6 

Table  III 

COMPLETE  BREECHES 

Hospital 

Good  Samaritan  St.  Joseph  s 

Complete  breeches 

6 

16 

Assisted  deliveries 

5 

6 

Total  extraction 

1 

1 

Spontaneous  deliveries 

3 

Cesarean  sections 

6 

At  Good  Samaritan  Hospital  there  were  25 
single  footling  deliveries  of  which  three  were 
total  extractions— one  because  of  a prolapsed 
eord  at  complete  dilitation.  Despite  complete 
dilitation  there  was  some  cervical  dystocia  and 
the  baby  was  born  with  Erb’s  palsy.  Another 
patient  developed  a nuchal  arm  and  although 
there  was  some  difficulty  with  the  delivery  the 
infant  is  apparently  normal.  The  third  extraetion 
was  in  a primipara  and  the  indieation  is  not  evi- 
dent. There  was  one  version  and  extraetion  in  a 
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35-year-old  para  8 who  developed  a transverse 
lie  with  foot  and  cord  presenting.  The  delivery 
was  difficnlt  and  baby  suffered  a dislocated  hip. 
One  patient  was  delivered  by  cesarean  section 
during  labor  because  of  persistent  high  station 
and  uneffaced  and  undilated  cervix.  There  were 
19  single  footling  breeches  at  St.  Joseph’s  Hos- 
pital of  which  two  were  total  e.xtractions;  one  be- 
cause of  a cord  prolapsed  late  in  the  second  stage 
following  spontaneous  amniotomy.  The  extrac- 
tion was  fairly  easy  and  the  baby  developed  nor- 
mally. The  indication  for  the  other  extraction  is 
not  apparent  from  the  chart. 


Table  IV 

SINGLE  FOOTLING  BREECHES 

Hospital 

Good  Samaritan  St.  Josepli’s 


ngle  footling  breeches 

25 

19 

Total  extractions 

3 

2 

Assisted  deliveries 

16 

13 

Version  and  extraction 

1 

0 

Spontaneous  deliveries 

0 

4 

Cesarean  section 

1 

Unclassified  deliveries 

4 

At  Good  Samaritan  Hospital  there  were  51 
double  footling  breeches,  among  which  there 
were  six  total  extractions.  One  was  a stillbirth  at 
21  weeks  in  which  the  cord  prolapsed  during  the 
first  stage,  another  term  patient  had  a cord  pro- 
lapsed during  the  second  stage.  Three  prema- 
ture infants  developed  cord  prolapse  and  two 
survived,  although  one  infant  developed  hemo- 
lytic anemia  and  was  hospitalized  for  two 
months.  The  sixth  extraction  was  a multipara 
who  developed  intrapartum  bleeding  of  about 
1000  cc.  and  an  extraction  was  probably  life  sav- 
ing to  the  infant. 


Table  V 

DOUBLE  FOOTLING  BREECHES 


Hospital 

Good  Samaritan  St.  Joseph’s 


Double  footling  breeches 

51 

42 

Total  extractions 

6 

3 

Assisted  deliveries 

38 

31 

Spontaneous  deliveries 

1 

8 

Cesarean  sections 

1 

Not  classified 

5 

There  were  38  assisted  double  footlings,  ten 
of  which  were  premature.  One  eight  pound  in- 
fant died  shortly  after  a difficult  assisted  delivery 
in  which  there  was  marked  dystocia.  Another  pa- 
tient developed  partial  abruptio  placenta  at  36 
weeks,  went  into  hard  labor,  and  delivered  a 4 
pound  9 ounce  infant  that  developed  normally. 

A cesarean  section  was  performed  because  the 


patient  failed  to  progress  after  27  hours  labor, 
with  membranes  ruptured  15  hours.  Despite 
stimulation  with  I.V.  pitocin,  the  presenting  part 
remained  unengaged  and  it  was  felt  that  section 
was  the  safest  method  of  delivery  for  the  in- 
fant. Five  patients  were  not  classified  as  to  the 
type  of  delivery. 

At  St.  Joseph’s  Hospital  there  were  42  double 
footling  presentations,  among  which  there  were 
three  total  extractions.  A primip  progressed  to 
9 cm.,  developed  a nuchal  arm  during  the  total 
extraction.  The  baby  weighed  6 pounds  and  12 
ounces  and  had  a probable  brachial  nerve  in- 
jury. An  extraction  was  utilized  to  deliver  a 7 
month  premature  infant  and  a macerated  fetus. 
There  were  31  assisted  double  footling  breeches, 
five  of  which  were  premature.  One,  a 7 pound  8 
ounce  infant,  was  delivered  with  forceps  follow- 
ing a labor  that  was  apparently  not  too  diffi- 
cult. The  baby  died  a few  hours  later  and  post 
mortem  examination  revealed  there  was  marked 
subarachnoid  hemorrhage  associated  with  a tear 
in  the  right  lateral  sinus  and  probable  skull  frac- 
ture. Another  patient,  a para  2,  had  an  appar- 
ently uneventful  labor  and  delivery,  however, 
the  6 pound  6 ounce  infant  died  just  prior  to  de- 
livery. Post  mortem  revealed  subdural  and  supra 
and  subtentorial  hemorrhage. 

At  Good  Samaritan  Hospital  there  were  135 
frank  breeches.  One  primipara  was  delivered  of 
a normal  infant  by  total  extraction.  There  were 
118  assisted  breeches  among  which  were  19  pre- 
matures. One  patient  developed  a cord  prolapse 
at  26  weeks  and  although  fetus  survived  labor, 
it  died  shortly  after  delivery  of  prematurity  and 
atalectasis.  Another  patient  developed  a tear  in 
the  right  lower  segment  of  the  uterus  following  a 
rather  difficult  delivery.  Because  of  hemorrhage 
into  the  broad  ligament,  a total  hysterectomy  was 
performed  and  the  right  ureter  ligated  2 cm. 
from  the  bladder.  There  was  one  placenta  previa 
and  2 abruptio  placentas  between  24  and  26 
weeks  and  all  three  infants  died.  There  were  7 
cesarean  sections.  Six  patients  were  sectioned 
because  of  persistent  high  station  and  lack  of 
progress,  and  one  of  these  had  a didelphic 
uterus.  The  seventh  was  a primipara  with  pre- 
eclampsia that  was  induced  with  I.V.  pitocin  and 
failed  to  progress  after  7 cm.  and  a -1  station. 
There  were  6 frank  breeches  that  could  not  be 
classified  as  to  the  type  of  delivery.  Five  were 
full  term  deliveries  with  normal  infants. 
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There  were  20  patients  who  could  not  be 
classified  as  to  the  type  of  breech  presentation. 
Fourteen  were  full  term  normal  infants.  One 
patient  had  severe  pre-eclampsia  and  hepatitis, 
and  was  induced  with  I.V.  pitocin  and  amni- 
otomy  following  which  a shoulder  presentation 
developed.  At  near  complete  dilitation  an  in- 
ternal version  and  extraction  was  performed  with 
the  delivery  of  a stillborn  infant. 


Table  VI 

FRANK  BREECHES 


Hospital 

Good  Samaritan  St.  Joseph’s 

Frank  Breeches 

135 

103 

Total  extractions 

1 

5 

Assisted  deliveries 

118 

65 

Premature  infants 

19 

20 

Spontaneous  deliveries 

3 

28 

Cesarean  section 

7 

5 

Unclassified  deliveries 

6 

0 

Piper  forceps 

14 

26 

Unclassified  as  to  presentation 

20 

8 

At  St.  Joseph’s  Hospital  there  were  103  frank 
breeches  among  which  were  five  total  extrac- 
tions. One  was  in  a 36-year-old  para  2 who  had 
a suspected  placenta  previa.  The  patient  dilated 
to  5 - 6 cm.  with  presenting  part  at  O station.  The 
fetus  developed  a marked  bradycardia  with  ir- 
regularities. No  anesthesia  was  immediately 
available.  Vaginal  bleeding  continued  and  the 
fetal  heart  tone  disappeared.  The  cervix  was 
manually  dilated  and  a total  extraction  was  per- 
formed. An  Apgar  1 infant  was  delivered  that 
weighed  7 pounds  9 ounces  and  lived  only  a 
short  time.  Intracranial  bleeding  was  suspected. 
The  second  patient,  a para  2,  in  premature  labor 
at  24  weeks,  had  a total  extraction  and  baby  ex- 
pired shortly  after  delivery,  probably  of  hyaline 
membrane  disease  and  prematurity.  Three  primi- 
paras  had  total  extractions  and  the  indication  was 
not  evident  from  the  records.  There  were  65  as- 
sisted frank  breech  deliveries  of  which  11  were 
premature.  Interestingly  all  but  one  of  these 
premature  infants  survived.  One  infant  weighed 
five  and  one  half  pounds,  survived  a fractured 
clavicle  and  suspected  subdural  hemotomas. 
There  were  5 cesarean  sections.  One  was  a primi- 
para  who  had  a bicornuate  uterus  and  was  sec- 
tioned approximately  18  hours  after  spontaneous 
amniotomy;  two  patients  were  sectioned  be- 
cause of  suspected  feto-pelvic  disproportion  and 
persistent  high  station;  in  one  of  these  an  emer- 
gency cesarean  section  was  performed  because 
of  fetal  distress.  Two  primiparas  had  elective 


sections  because  of  feto-pelvic  disproportion. 

Eight  patients  were  unclassified  as  to  presen- 
tation. Five  were  cesarean  sections.  One  37  year 
primipara  had  an  elective  section  because  of  pre- 
vious abdominal  perineal  resection  and  a func- 
tioning jejunostomy.  Two  patients  had  elective 
sections  because  of  feto-pelvic  disproportion, 
and  one  of  these  patients  had  a previous  baby 
die  during  a difficult  labor.  There  were  2 trans- 
verse lies.  One,  a para  5,  dilated  to  7 cm.  The 
cord  was  seen  through  the  intact  membrane.  An 
amniotomy  and  a breech  extraction  were  per- 
formed and  moderate  dijfficulty  was  met  in  deliv- 
ering the  infant  due  to  cervical  dystocia.  An 
Apgar  3,  4 pound  and  7 oimce  infant  was  deliver- 
ed that  only  lived  a short  time.  The  other  trans- 
verse lie  was  a 35  week  macerated  fetus  deliv- 
ered by  Braxton  Hicks  extraction. 

Table  VII  summarizes  the  findings.  The  inci- 
dence of  breech  deliveries  at  St.  Joseph’s  Hos- 
pital was  2.21%  and  at  Good  Samaritan  Hospital 
was  2.67%.  There  was  a total  of  47  prematures 
at  Good  Samaritan  Hospital  with  26  fetal  deaths. 


Table  VII 


Hospital 

Good  Samaritan  St.  Joseph’s 


Breech  deliveries 

239 

188 

Incidence  of  breech  deliveries 

2.67% 

2.21% 

Premature  deliveries 

47 

39 

Neonatal  deaths 

11 

9 

Stillbirths 

15 

9 

Survived 

21 

21 

Cesarean  sections 

9 

16 

Section  rate 

4.14% 

8.5% 

Fifteen  were  stillbirths  and 

11  neonatal. 

At  St. 

Joseph’s  Hospital  there  were  39  prematures  and 
18  fetal  deaths,  nine  of  which  were  stillbirths 
and  nine  were  neonatal.  At  Good  Samaritan  the 
incidence  of  prematurity  in  this  series  was  19% 
and  at  St.  Joseph’s  20.9%.  It  is  interesting  that 
although  there  were  135  frank  breeches  at  Good 
Samaritan  and  103  at  St.  Joseph’s  there  were 
only  11  and  9 fetal  deaths  associated  with  pre- 
maturity, indicating  that  the  largest  percentage 
of  deaths  occurred  in  the  other  groups.  At  St. 
Joseph’s,  Piper  forceps  were  utilized  in  27%  of 
the  patients  and  only  15%  at  Good  Samaritan. 
There  were  3 term  deaths  at  St.  Joseph’s  Hos- 
pital. Two  were  associated  with  double  footling 
presentation.  The  third  term  fetal  death  was  a 
suspected  placenta  previa,  frank  breech  that  de- 
veloped marked  bradycardia  with  irregularities, 
and  was  treated  by  immediate  Braxton  Hicks 
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version  because  anesthesia  was  not  available.  At 
Good  Samaritan  there  were  2 term  fetal  deaths 
and  both  were  associated  with  difficult  assisted 
double  footling  breech  deliveries  caused  by  cer- 
vical dystocia.  At  Good  Samaritan  Hospital  there 
were  4 congenital  anomalies  — one  polycystic 
and  horseshoe  kidney  associated  with  atresia  of 
the  urethra,  a tetralogy  of  Fallot,  a combina- 
tion spina  bifida  and  meningocele,  and  one  bili- 
ary tract  atresia  associated  with  prematurity.  At 
St.  Joseph’s  Hospital  there  were  4 congenital 
anomalies  — 2 achondroplasias,  one  meningocele 
and  cleft  palate.  At  Good  Samaritan  Hospital 
there  were  2 non-fatal  injuries  — one  Erb’s  palsy 
following  a version  and  extraction  of  a trans- 
verse lie.  At  St.  Joseph’s  Hospital  one  infant  suf- 
fered a probable  brachial  nerve  injury  follow- 
ing a total  extraction  of  a double  footling.  An- 
other assisted  frank  breech  suffered  a fractured 
clavicle  and  a subdural  hematoma. 

The  gross  mortality  rate  was  11.7%  at  Good 
Samaritan  and  11.2%  at  St.  Joseph’s.  Tables  VHI, 
IX,  and  X review  patients  according  to  whether 
the  delivery  was  performed  by  a specialist,  gen- 
eral pracitioner,  or  resident  intern. 


Table  VIII 

Hospital 

Good  Samaritan 

St.  Joseph  s 

OB-GYN  deliveries 

115 

117 

Total  extractions 

4 

10 

Either  assisted  or 

spontaneous  103 

96 

Cesarean  sections 

3 

9 

Unclassified 

5 

Consultations 

4 

12 

Versions  and  extractions 

2 

Table  IX 

Hospital 

Good  Samaritan  St.  Joseph’s 


General  practitioner  deliveries 

97 

58 

Total  extractions 

2 

1 

Either  assisted  or  spontaneous 

84 

54 

Cesarean  sections 

3 

2 

Unclassified  dehveries 

11 

1 

Consultations 

7 

6 

Table  X 

Hospital 

Good  Samaritan  St.  Joseph’s 
Ward  deliveries  25  11 

Total  extractions  3 

Assisted  or  spontaneous  deliveries  15  10 

Gesarean  sections  3 1 

Version  and  extraction  2 

Unclassified  2 

Gonsultation  4 1 


REFERENCES 

1.  Lang,  L.:  J.  Lancet  81:  210,  1961. 

2.  Hall,  J.  Edward;  Kohl,  S.  G.;  O’Brien,  F.;  Ginsberg,  M.: 
Am.  J.  of  Obst.  and  Gynec.  91;  665,  1965. 
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Occupational  therapist  guides  patient  in  newly  acquired  1 
hobby  of  making  artificial  flowers.  All  patients  at  Camelback  Hospita 
are  encouraged  to  participate  in  constructive  hobbies  as  another  integral 
part  of  their  rehabilitation  program,  according  to  doctor’s  instructions. 


Hobbies  may  be  pursued  outdoors  in  the  scenic  recreation  area 


or  in  the  special  hobby  workshop  in  the  hospita 


Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area  near 
picturesque  Camelback  Mountain,  the  hospital  is  dedicated 
exclusively  to  the  treatment  of  psychiatric  and  psychosomatic 
disorders,  including  alcoholism. 


1 ikli 


5055  North  34th  St' 


APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION 
OF  HOSPITALS:  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIATION 


955-61 


PHOENIX,  ARIZ 

ARIZONA  FOUNDATION  FOR  NEUROLOGY  AND  PSYCHI 

A Nnn-Prnfit  Gnrnm 


COLE  PHARMACAL  COMPANY  PRESENTS 


Features  ef  ASTHMA.  BRONCHITIS,  EMPHYSEMA 


I <2> Section  through  a bronchiole  in  bronchial  asthma 
syndrome.  Note  peribronchiolar  edema,  spasm  of 
muscularis  causing  infolding,  hypertrophy  of  epi- 
thelium with  hyperactive  glands  and  goblet  cell 
formation,  heavy  secretion  partially  obstructing 
the  lumen,  infiltration  of  eosinophils. 

^ Bronchitis  with  edema,  hyperemia,  hypersecretion. 

Obstructive  emphysema  characterized  by  enlarged, 
thin-walled,  air  and  mucus-filled  alveoli,  some  of 
1,^;^ which  are  ruptured.  Note  reduced  capillaries. 


. . .the  uses 
and  benefits  of 

ASMINYU 
ISO-ASMINYU 
lODO-NIACIN^ 

the  active 

bronchopulmonary 


I I MO  i rilVI/-\,  I I-  v^n  l-miwi>iv^iiiiio, 

BRONCHIECTASIS,  EMPHYSEMA ...  SPECIFY 
THE  COLE  ACTIVE  BRONCHOPULMONARY  AGENTS:  ' 


Effective  Symptomatic  Relief  of 
Asthma,  Bronchitis,  Emphysema 

Unsurpassed  ephedrine,  phenobarbital, 
theophylline  complementary  actions.  Vs 
more  ephedrine  for  more  pronounced  bron- 
chial muscle  relaxation.  Low  phenobarbital 
dosage  permits  greater  flexibility  in  treating 
the  asthmatic's  anxiety. 


ASMINYlf 

HOW  SUPPLIED:  Tablets  in  bottlesc 
100,  500,  and  1,000.  List  No.  6077C 
Gray  (Scored). 

CAUTION:  Federal  Law  Prohibits  Di; 
pensing  Without  Prescription. 

SIDE  EFFECTS:  Serious  adverse  sid- 
effects  from  the  use  of  Asminyl  ar 
rare.  Central  nervous  system  excite 
tion  or  depression  may  occur,  as  we 
as  gastric  irritation.  Occasional  idle 
syncrasy  to  phenobarbital  has  a 
curred.  Contraindicated  in  hyperter 
sion,  cardiac  disease,  diabetes,  am 
hyperthyroidism. 

WARNING:  Preparations  containin 
phenobarbital  sodium  may  becom 
habit  forming  on  continued  use. 


Each  tablet  contains: 

Phenobarbital  Sodium 8 mg. 

(Barbituric  acid  derivative) 
Warning:  May  be  habit  forming. 

Ephedrine  Sulfate 32  mg. 

Theophylline  Hydrous 130  mg. 

INDICATIONS:  For  the  temporary 
relief  of  the  paroxysms  of  bronchial 
asthma.  Also  indicated  for  the  tempo- 
rary relief  of  bronchospasm  associ- 
ated with  pulmonary  emphysema  and 
acute  or  chronic  bronchitis. 

DOSAGE:  The  average  adult  dose  for 
Asminyl  is  1 tablet.  May  be  repeated 
every  4 hours  depending  upon  clini- 
cal response. 


Quick  Action  in  Asthma, 
Emphysema,  Bronchitis 

Immediate  and  sustained  relief  of  broncho- 
spasm through  sublinguai  absorption  of  the 
powerful  bronchodilator,  isoproterenol,  plus 
the  more  prolonged  actions  of  phenobar- 
bital, ephedrine,  and  theophylline. 


ISO-ASMINYl^ 


Each  tablet  contains: 

Phenobarbital  Sodium 8 mg. 

(Barbituric  acid  derivative) 
Warning:  May  be  habit  forming. 
Isoproterenol  Hydrochloride*  10  mg. 

Ephedrine  Sulfate 32  mg. 

Theophylline  Hydrous 130  mg. 

*ln  outer  coating  for  sublingual  ab- 
sorption. 

INDICATIONS:  For  the  immediate  and 
sustained  relief  of  bronchospasm  as- 
sociated with  bronchial  asthma,  pul- 
monary emphysema,  and  acute  or 
chronic  bronchitis. 

DOSAGE:  One  tablet  held  sublingually 
for  5 minutes,  then  swallowed.  Re- 
peat in  3 or  4 hours  as  needed  for  re- 
lief of  symptoms.  Not  more  than  5 
tablets  in  24  hours. 


HOW  SUPPLIED:  Tablets  in  bottles o| 
100,  500,  and  1,000.  List  No.  6048C 
S.  C.  Brown. 

CAUTION:  Federal  Law  Prohibits  Dis| 
pensing  Without  Prescription. 

SIDE  EFFECTS:  Serious  adverse  re 
actions  are  rare.  Occasional  nervous; 
ness,  palpitations,  tachycardia,  inj 
somnia,  and  central  nervous  systenl 
excitation  have  been  observed.  Con 
traindicated  in  hypertension,  hyper| 
thyroidism,  cardiac  disease,  and  dial 
betes  mellitus. 

WARNING:  Preparations  containinjl 
phenobarbital  sodium  may  becom(j 
habit  forming  on  continued  use. 


Proven  Expectorant 
for  Active  Liquefaction  of 
Tenacious  Bronchial  Secretions 

"Iodide  salts  are  useful  expectorants  when 
it  is  desired  to  liquefy  tenacious  bronchial 
secretions,  for  example,  in  the  later  stages  of 
bronchitis,  bronchiectasis,  and  asthma." 

Goodman,  L.  S.,  and  Gilman,  A.:  The  Pharmacological 
Basis  of  Therapeutics,  New  York,  The  Macmillan 
Company,  1965,  3rd  ed.,  p.  815. 

lODO-NIACIN  PROVIDES  Kl  IN  VIRTUALLY 
TASTE-FREE  TABLETS, 


lODO-NIACIN® 


Each  Slosol  coated  tablet  contains: 

Potassium  Iodide 135  mg. 

Niacinamide  Hydroiodide  .. . 25  mg. 

INDICATIONS:  The  use  of  lodo-Nia- 
cin  is  indicated  whenever  an  expec- 
torant action  is  desired  to  increase 
the  flow  of  bronchial  secretion  and 
thin  out  tenacious  mucus  as  seen  in 
bronchial  asthma,  and  other  chronic 
pulmonary  disease.  lodo-Niacin  has 
also  proven  of  value  in  sinusitis, 
bronchitis,  bronchiectasis,  and  other 
chronic  and  acute  respiratory  dis- 
eases where  the  expectorant  action 
of  iodide  is  desired. 

DOSAGE:  The  oral  dose  for  adults 
is  two  tablets  after  meals  taken  with 
a glass  of  water.  For  children  over 
eight  years,  one  tablet  after  meals 
with  water.  The  dosage  should  be  in- 
dividualized according  to  the  needs 
of  the  patient  on  long-term  therapy. 


CAUTION  AND  SIDE  EFFECTS:  Serij 
ous  side  effects  from  lodo-Niacin  anj 
rare.  Caution  is  recommended  in  pen 
sons  with  known  sensitivity  to  iodides; 
Pulmonary  tuberculosis  is  considerec 
a contraindication  to  the  use  of  iodide;' 
by  some  authorities,  and  should  bi! 
used  with  caution  in  such  cases.  A 
with  all  drugs,  lodo-Niacin  maycausi 
an  idiosyncrasy  in  some  patients 
Rare  cases  of  goiter  with  hypothy; 
roidism  have  been  reported  in  adult; 
who  had  taken  iodides  for  prolonge<; 
periods  and  in  newborn  infants  whoS' 
mothers  had  taken  iodides  fc 
prolonged  periods.  Use  appropriatii 
precaution  in  pregnancy  and  in  indi 
viduals  receiving  lodo-Niacin  fo. 
prolonged  periods. 

HOW  SUPPLIED:  lodo-Niacin  tablet;; 
are  available  in  bottles  of  100,  500 
and  1,000.  List  No.  64580,  Slosoi 
coated  pink. 


CAUTION:  Federal  Law  Prohibits  Dispensing  Without  Prescription. 
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Dr.  Dysterheft 


The  1967  and  116th  Annual  Convention  of  the 
American  Medical  Association  at  Atlantic  City 
is  history.  At  this  historical,  tradition  filled  strip 
of  eastern  sea  coast,  a site  for  the  leisure  and 
pleasure  bound,  with  its  numerous  aged  domi- 
ciles, boardwalks,  confined  narrow  streets,  and 
something  less  than  western  friendliness  of  its 
working  populace,  was  this  year’s  meeting  place 
for  the  physicians  of  fifty  states  and  territories 
to  debate  and  re-define  the  issues  facing  med- 
icine today.  The  foggy,  rainy  weather  during 
these  days  prompted,  and  contributed,  certainly, 
to  a greater  participation  and  attendance  at  sci- 
entific and  business  meetings,  to  the  extent  that 
all  sessions  were  well  attended.  The  galleries  of 
the  House  of  Delegates  were  full,  eagerly  follow- 
ing the  debate  of  issues  by  the  delegates,  where 
a wide  divergence  of  views  existed  on  issues; 
nevertheless,  they  were  solved  in  true  democratic 
fashion.  Reference  committee  hearings  were  all 
well  attended  in  each  of  its  ten  on-going,  simul- 
taneous groups.  As  always,  the  scientific  and 
public  assembly  programs  retained  their  cus- 
tomary popularity,  eagerly  participated  in  by 
physicians  and  guests. 

A highlight  and  impressive  event  of  the  con- 
vention was  the  President’s  Inauguration,  open 
to  delegates,  physicians,  guests  and  public  alike 
during  the  midportion  of  the  convention  festiv- 
ity. The  122nd  President  of  the  American  Med- 
ical Association,  Dr.  Milford  O.  Rouse  of  Dallas, 
Texas,  was  flanked  on  the  podium  by  the  imme- 
diate Past  Presidents,  the  Board  of  Directors  and 
the  state  society  presidents  of  the  fifty  states  and 


four  territories,  who  listened  attentively  to  the 
precise,  articulate  delivery  of  his  message,  “To 
Whom  Much  is  Given.” 

To  summarize  his  thirty  minute  speech  with 
appropriate  excerpts  might  preclude  the  intent 
of  its  total  message.  Aside  from  the  usual  friend- 
ly, fatherly  advice,  one  detects  in  it  more  than 
a shred  of  change  from  previous  AMA  policies 
toward  the  continuing  erosion  on  the  private 
enterprise  and  individual  initiative  of  a phy- 
sician; on  the  consequences  of  the  on-going 
events  and  hardening  attitude  of  government, 
federal  and  otherwise,  on  the  system  of  medicine 
which  has  contributed  to  making  our  country 
great;  on  the  importance  of  an  enlightened,  in- 
formed laity  para-medical  and  medical  citizenry, 
whose  efforts  in  scientific,  social  and  economic 
fields  have  as  their  primary  objective  the  pro- 
motion and  betterment  of  the  science  and  art  of 
medicine  and  the  improvement  of  the  public’s 
health. 

In  the  election  as  President-Elect  of  Dr. 
Dwight  Wilbur  and  the  unprecedented  re-elec- 
tion to  the  Board  of  Trustees  of  Dr.  Edward 
Annis  along  with  the  present  Board  and  Presi- 
dent Rouse,  the  AMA  has  served  notice  of  pur- 
suing a policy  with  Government  involvement  of 
“stop,  look  and  listen,”  obviously  not  unlike  that 
of  the  90th  Gongress  when  it  comes  to  public 
health  care  legislation. 

It  was  a great  show!  I wouldn’t  have  missed 
it  for  anything. 

Arnold  H.  Dysterheft,  M.D. 

President 
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INFLAMMATION 


A cellular 


A SYNTEX  REPORT  based  on  recently 
developed  hypotheses  about  topical  cor- 
ticosteroids, including  the  cellular 
theories  of  inflammation  by  Thomas  F. 
Dougherty,  Ph  D.,  University  of  Utah. 

You  are  looking  at  a fibroblast  fight- 
ing for  life.  This  cell  — one  of  the 
most  common  found  in  connective 
tissue  — has  literally  been  poisoned 
by  cytotoxins  released  from  other 
cells  that  have  ruptured.  Soon,  if  the 
abnormal  activity  of  this  fibroblast 
does  not  cease,  it,  too,  will  rupture 
and  die  — one  more  casualty  in  the  in- 
flammatory wave  of  destruction  pre- 
cipitated by  injury. 

Until  a short  time  ago  no  one  had 
ever  witnessed  such  a scene  at  the 
cellular  level.  Now,  through  ad- 
vanced cinemicrographic  techniques, 
it  is  possible  to  view  and  photograph 
the  inflammatory  process  as  pro- 
duced experimentally  in  living  ani- 
mal tissue.  This  method  permits  new 
insight  into  the  mechanism  of  inflam- 
mation and  the  role  of  corticoster- 
oids in  therapeutic  management. 
Equally  important,  these  techniques 
shed  new  light  on  factors  that  may 
make  one  corticosteroid  more  effec- 
tive than  another  — factors  that  can 
be  correlated  with  other  chemical, 
biologic,  and  clinical  parameters. 


I Visual  evidence  of  how 
corticosteroids  influence 
the  inflammatory  reaction 

I Working  with  phase-contrast  cine- 
micrography  on  living  animal  tissue, 
Doctors  Thomas  E Dougherty  and 
David  Berliner  of  the  University  of 
Utah  College  of  Medicine  have  actu- 
ally filmed  cellular  events  that  occur 
during  the  inflammatory  reaction. 
This  remarkable  study^=  and  addi- 
tional work  by  these  investigators,  as 
well  as  by  others,  have  established  a 
new  theoretical  biologic  basis  for  the 
antiinflammatory  effect  of  the  corti- 
costeroids. (It  must  be  noted  that 
other  theories,  such  as  the  lysosome 
or  so-called  “suicide  bag”  theory, 
have  been  postulated,  although  it  is 
quite  likely  that  there  are  more 
similarities  than  differences  among 
the  various  theoretical  models.) 

1 

The  inflammatory  wave 
of  destruction 

In  this  investigation  an  injurious  in- 
jection of  gelatin  is  used  to  set  off  an 
inflammatory  reaction  in  living 
mouse  tissue.  What  follows  is  a wave 
I of  destructive  cellular  activity  that 
j comprises  the  inflammatory  re- 
I sponse  to  injury.  Mast  cells  (which 
contain  heparin,  serotonin  and  hista- 
mine) take  up  water,  swell  and  rup- 
ture, releasing  their  contents,  which 
are  toxic  outside  the  mast  cell  wall. 
These  toxins,  in  turn,  cause  disinte- 
gration of  other  cells  (such  as  fibro- 
blasts) and  the  release  of  additional 
! toxic  material.  Capillaries,  too,  take 
up  water  and  leak  unformed  blood 
elements,  causing  edema.  And  poly- 
; morphonuclears,  lymphocytes  and 
I perithelial  cells  invade  the  inflamed 

isite.  As  a result  of  all  these  changes, 
the  cellular  environment  reaches  a 
state  of  turmoil. 


Mast  cell  (after  injury)  has  broken  up 
and  released  cytotoxins. 


How  corticosteroids 
change  the  picture 

Corticosteroids  appear  to  virtually 
stop  the  abnormal  cellular  activity 
that  constitutes  the  inflammatory  re- 
action. This  permits  the  body’s  na- 
tural resources  to  clear  up  the 
inflamed  area  and  repair  the  dam- 
aged tissue.  This  interpretation  is 
supported  by  the  fact  that  when  the 
injurious  gelatin  solution  is  injected 
simultaneously  with  a corticosteroid 
— Synalar  (fluocinolone  acetonide)  — 
the  inflammatory  pattern  simply 
does  not  develop. 


Fibroblast  in  high  state  of  activity,  much 
distorted. 


Mast  cells  showing  effects  of  cortico- 
steroid action:  cells  are  normal  in  size, 
shape  and  activity. 


In  summarizing  his  study  Doctor 
Dougherty  states:  “...we  also  feel 
this  work  may  explain  why  one  corti- 
costeroid helps  a patient  more  rap- 
idly and  effectively  than  another.  If 
it  does,  it  is  because  one  corticoster- 
oid is  the  fastest,  most  effective  in- 
hibitor of  the  series  of  inflammatory 
events  at  the  tissue  level.” 


*A  New  View  of  Corticosteroid  Action  in  In- 
flammatory Dermatoses,  a film  based  on  this 
study,  is  now  available  from  your  Syntex 
representative. 


See  last  page  for  contraindications,  precautions,  side  effects  and  dosage. 


How  advances  in 
chemical  design 
have  achieved 
greater 

steroid  potency 

The  chemical  modification  of  corti- 
costeroid molecules  from  the  advent 
of  hydrocortisone  to  the  develop- 
ment of  Synalar  (fluocinolone  ace- 
tonide)  is  a prime  example  of  how 
biochemists  can  “design”  to  increase 
therapeutic  activity  and  minimize 
undesirable  side  actions.  Below,  for 
example,  we  see  the  important 
changes  that  were  made  in  reference 
to  the  hydrocortisone  molecule  to 
produce  fluocinolone  acetonide,  one 
of  the  most  active  of  all  topical  corti- 
costeroids. As  a result,  a 0.01%  prep- 
aration of  Synalar  (fluocinolone 
acetonide)  has  been  reported  to  do 
the  work  of  a 1%  hydrocortisone 
product  containing  100  times  more 
cortiscosteroid.  And  it  can  often  do 
it  more  effectively. 

CHjOH  ] 

I ■„V”| 


Hydrocortisone 


Fluocinolone  Acetonide 
(Synalar) 


□ a double  bond  between  I 

carbons  land  2 \ 

□ fluorine  substitutions  | 

I at  both  the  6-a,  ■ | 

I and  the  9-a  positions 

D the  addition  of  the  \ 

acetonide  at  the  16-a, 

• 17 ~a  positions, 

j thus  providing 

one  of  the  most  potent 
I topical  corticosteroids  i 

; available.  i 
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How  bioassay  tests  arc 
used  to  “predict” 
therapeutic  potential 

Biologic  assays  are  another  tool  used 
by  researchers  to  help  establish  the 
relative  activity  of  corticosteroids. 
To  date  no  single  method  of  assaying 
corticosteroid  activity  has  emerged 
as  the  ideal  “yardstick”  for  predict- 
ing therapeutic  potential.  Taken  to- 
gether, however,  these  methods  have 
proved  useful.  When  such  tests  are 
run  on  various  corticosteroids,  a defi- 
nite order  of  corticosteroid  activity 
becomes  evident.  Compounds  with 
the  highest  order  of  activity  may  be 
expected  to  merit  clinical  trial  to  es- 
tablish their  high  therapeutic  poten- 
tial. When  assayed  by  these  methods, 
fluocinolone  acetonide  (Synalar) 
emerges  as  one  of  the  most  active 
topical  corticosteroids,  milligram  for 
milligram,  available  for  clinical  ap- 
plication today. 
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The  Thymus  Involution  Assay^"* 
is  run  on  adrenalectomized  rats.  The 
sizes  of  the  glands  are  measured,  and 
the  degree  of  involution  caused  by 
the  steroid  is  determined  as  an  indi- 
cation of  its  potency.  In  the  above 
photo,  the  comparative  involution  of 
thymus  glands  achieved  with  hydro- 
cortisone and  Synalar  (fluocinolone 
acetonide)  is  shown.  Untreated  con- 
trols (A)  show  normal  size.  Group  B 

— injected  with  1,  2 and  4 mg.  of  hy- 
drocortisone—show  progressively 
smaller  thymuses  as  does  Group  C — 
injected  with  fluocinolone  acetonide 

— but  with  only  1/ 500th  the  dose  of 
hydrocortisone. 


The  Antigranuloma  Assay^'*  also 
utilizes  adrenalectomized  rats.  Gran- 
ulomas are  induced  by  subcutaneous 
implantation  of  cotton  pellets  on 
either  side  of  the  thorax.  The  degree 
of  granuloma  inhibition  achieved  by 
a steroid  reflects  its  potency.  The 
above  photo  shows  the  inhibition  of 
granuloma  formation  achieved 
with  hydrocortisone  and  Synalar 
(fluocinolone  acetonide).  Untreated 
controls  (A)  show  large,  red  granu- 
lomas adhering  to  the  pellets.  Group 
B,  receiving  hydrocortisone  and 
Group  C,  receiving  fluocinolone  ace- 
tonide, show  little,  if  any,  granuloma 
formation.  Fluocinolone  acetonide 
produced  the  same  effect  as  hydro- 
cortisone with  only  1/ 500th  the  dose. 
This  assay,  as  well  as  the  thymus 
involution  assay,  measures  systemic 
rather  than  topical  corticosteroid  ac- 
tivity. Nevertheless,  results  by  these 
methods  correlate  well  with  other  as- 
says and  with  the  milligram  poten- 
cies of  topical  steroids  in  current 
clinical  use. 


Worldwide 
clinical 
experience 
coniirmsthe 
predictable 
therapeutic 
potential  of 
Synalar 


Representative  Clinical  Results  virith  Synalar* 

Efficacy  Documented  in  over  4,000  Patients 

Condition 

Number  of 
Publications 

Number  of 
Patients 

Significant 

Improvcmcntt 

Contact 

Dermatitis 

27 

750 

713 

Eczematous 

Dermatitis 

21 

472 

409 

Seborrheic 

Dermatitis 

18 

442 

426 

Atopic 

Dermatitis 

24 

460 

426 

Psoriasis 

36 

1,699 

1,510 

Ncurodermatitis 

18 

351 

324 

Total 

144 

4,174 

3,808 

J 

*CompIete  bibliography  on  request.  fExpressed  by  the  authors  as  excellent,  very  good, 

good,  complete  remission  of  inflammation,  etc. 


It  is  particularly  gratifying  that  the 
promise  of  the  advanced  chemical 
design  and  high  order  of  bioassay  ac- 
tivity of  Synalar  (fluocinolone  ace- 
tonide)  has  been  confirmed  by 
widespread  therapeutic  application. 
Indeed,  the  impressive  clinical  re- 
sponse rate  of  Synalar  has  been  docu- 
mented in  no  fewer  than  232  papers 
from  22  countries. 


Prescribing  Information 
For  initiation  of  therapy:  Cream  0.025%, 
5 and  15  Gm.  tubes,  425  Gm.  jars;  for 
emollient  effect:  Ointment  0.025%,  15 
Gm.  tubes;  for  maintenance  therapy: 
Cream  0.01%,  15  and  45  Gm.  tubes,  120 
Gm.  jars;  for  intertriginous  or  hairy 
sites:  Solution  0.01%,  20  cc.  and  60  cc. 
plastic  squeeze  bottles;  for  infected  in- 
flammatory dermatoses:  Neo-Synalar® 
Cream  (0.025%  fluocinolone  acetonide, 
neomycin  sulfate,  equivalent  to  0.35% 
neomycin  base),  5 and  15  Gm.  tubes. 
Contraindications:  Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin,  (in- 
cluding herpes  simplex,  vaccinia,  and 
varicella).  Not  for  ophthalmic  use.  Con- 
traindicated in  individuals  with  a his- 
tory of  hypersensitivity  to  any  of  the 
components.  Precautions:  Synalar  prep- 
arations are  virtually  nonsensitizing  and 
nonirritating.  However,  the  solution  may 
produce  burning  or  stinging  when  ap- 
plied to  denuded  or  fissured  areas.  In 
some  patients  with  dry  lesions,  the  solu- 
tion may  increase  dryness,  scaling  or 
itching.  While  topical  steroids  have  not 
been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on 
pregnant  females  has  not  absolutely 
been  established.  Therefore,  they  should 
not  be  used  extensively  on  pregnant  pa- 
tients, in  large  amounts,  or  for  pro- 


longed periods  of  time.  Prolonged  use  of 
any  antibiotic  may  result  in  Overgrowth 
of  nonsusceptible  organisms;  if  this  oc- 
curs, appropriate  therapy  should  be  insti- 
tuted. When  severe  local  infection  or 
systemic  infection  exists,  the  use  of  sys- 
temic antibiotics  should  be  considered, 
based  on  susceptibility  testing.  Side 
Effects:  Side  effects  are  not  ordinarily 
encountered  with  topically  applied  corti- 
costeroids. As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to 
Synalar  imder  certain  conditions.  The 
neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions. 

References;  1.  Lemer,  L.  J.,  Bianchi,  A., 
Turkheimer,  A.  R.,  Singer,  F.  M.,  and 
Borman,  A.;  Anti-inflammatory  steroids;  po- 
tency, duration  and  modification  of  activities. 
Ann  NY  Acad  Sci  116:1071  (Aug.  27)  1964. 
2.  Idem:  Comparison  of  anti-granuloma,  thy- 
molytic  and  glucocorticoid  activities  of  anti- 
inflammatory steroids.  Proc  Soc  Exp  Biol 
Med  116:385  (June)  1964.  3.  Ringler,  A.;  Ac- 
tivities of  adrenocorticosteroids  in  experimen- 
tal animals  and  man,  in  Dorfman,  R.  I.: 
Methods  of  hormone  research.  New  York, 
Academic  Press,  1964.  vol.  III.  pp.  234-280. 
4.  Gubersky,  V R.:  To  be  publish^. 


fluocinolone  acetonide—  an  original  steroid  from 

SYNTEXE 

LABORATORIES  INC-  PALO  ALTO,  CALIF. 


For  inflammatory 
dermatoses... 
by  any  measure 
a topical  corticosteroid 
of  choice 

Synalar 

(fluocinolone 

acetonide) 

Milligram  for  milligram 
one  of  the  most  active  topical 
corticosteroids  available 

Rapid  and  predictable 
in  antiinflammatory  and 
antipruritic  activity 

Results  often  comparable  to 
those  of  systemic  corticosteroids 
with  fewer  hazards 


CO— op.er.a.tion,  co.op.er.a.tion,  co.op.er.a.tion 
(ko-op'er-a*shen),  n.  1.  a co-operating;  joint 

effort  the  benefits  of  which  are  shared  by  all  members. 


UP  TO  $1,000  MONTHLY  BENEFIT 
NOW  AVAILABLE 

ON  A STATEWIDE  BASIS  - MEANS  STABILITY 


Disability  Insurance  pays. ..not  only  when  you’re  sick  or 
injured. ..but  also  in  “peace  of  mind”  when  you’re  well! 

The  Only  Known  Substitute  for  Earning  Power” 

NATIONAL  CASUALTY  COMPANY 

OF  DETROIT,  MICHIGAN 

Arizona  Representatives 

PHOENIX  ★ CHARLES  A.  de  LEEUW  TUCSON  ★ RONALD  E.  DEITRICH 

3424  NORTH  CENTRAL  AVENUE  SUITE  9,  PIMA  PLAZA,  2030  E.  BROADWAY 

(PHONE  266-2403)  (PHONE  623-7941) 

Approved  and  Recommended  by  the 

MEDICAL  ECONOMICS  COMMITTEE  AND  THE  COUNCIL 

...SINCE  1953 


101  East  Fourth  Street, 

Adjoining  Scottsdale  Baptist  Hospital 

Scottsdale's  Newest 

OPHTHALMOLOGY 

Peter  S.  Sykowski,  M.D.,  F.A.C.S. 

DENTIST  DENTAL  LAB. 

R.  A.  Hossler,  D.D.S.  F.  Jefferson  Blake 
Patrick  Ryan,  D.D.S 


Scottsdale,  Arizona 

NOW  LEASING  ....  CUSTOM  SUITES 

& Finest  Medical  Building 


PHYSICAL  THERAPIST 

Jean  Hoffman,  R.P.T. 
OBSTETRICS  & GYNECOLOGY 

Roy  O.  Young,  M.D. 
Gregory  C.  Smith,  M.D. 


FAMILY  DOCTOR 

Jack  E.  Groh,  M.D. 
Robert  M.  Mattson,  M.D. 
PSYCHIATRY 

Murray  Urie,  M.D. 


PLASTIC  & RECONSTRUCTIVE  SURGERY 


GENERAL  SURGERY 


Richard  O.  Kiraly,  M.D.  Jack  O.  McFarland,  M.D. 

Adjoining  Hospital  Medical  Center  with: 


PATHOLOGY  RADIOLOGY  OTHERS 

C.  E.  Strickland,  M.D.  M.  Herbert  Nathan,  M.D.  Srutwa  Pharmacy 

Fred  C.  Schoene,  M.D.  Scottsdale  Opticians 

For  Leasing  Information  Call  946-9091 
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The  First  Faculty  Meeting 


Recently,  a precedent  of  some  sorts  was  set  — 
we  held  the  first  meeting  of  the  entire  faculty 
of  the  new  College  of  Medicine.  Since  the  indi- 
vidual faculty  members  had  not  yet  moved  to 
Tucson  and  were  themselves  still  scattered  all 
over  the  United  States,  we  enlisted  the  support 
of  a private  foundation  so  that  it  would  be 
possible  for  us  to  completely  take  over  a local 
guest  ranch  and  invite  all  of  the  faculty  to  live 
together  for  approximately  four  days. 

The  meeting  began  Thursday  afternoon.  May 
18,  when  the  Chairmen  of  the  Departments  of 
Anatomy,  Biochemistry,  Physiology,  Pathology, 
Microbiology,  Medicine,  the  Library,  the  Multi- 
discipline Laboratories,  and  the  Division  of 
Animal  Resources  arrived.  Most  of  these  men 
were  meeting  each  other  for  the  first  time  and  it 
was  not  only  very  interesting  to  watch  them  slide 
into  their  roles  as  an  executive  planning  body, 
but  it  was  also  gratifying  and  reassuring  to  note 
the  facility  with  which  they  joined  forces  in  their 
efforts.  It  was  almost  as  if  they  had  worked  with 
one  another  before. 

So  that  everyone  might  start  on  an  equivalent 
footing,  we  spent  most  of  the  first  day  reviewing 
the  historical  sequence  of  events  that  culminated 
in  the  establishment  of  the  Medical  School  in 
Arizona.  We  also  reviewed  the  specific  steps 
that  the  planning  team  had  taken  to  prepare  for 
the  arrival  of  the  school  on  the  campus  of  the 
University.  This  included,  of  course,  a discussion 
of  the  interest  and  support  that  the  new  College 
of  Medicine  had  received  from  the  practicing 
members  of  the  medical  profession,  the  citizens 
of  Arizona,  and  from  numerous  divisions  of  the 
University  itself.  We  also  reviewed,  in  some  de- 
tail, the  state  system  within  which  the  University 
operates  and  the  administrative  superstructure 
of  the  University  itself. 

With  this  background  it  was  then  possible  to 
proceed  with  a discussion  of  the  procedures, 
rules,  and  regulations  under  which  our  faculty 
will  be  operating.  This  latter  proved  to  be  par- 
ticularly interesting  inasmuch  as  those  who  were 
present  represented  at  least  ten  different  cam- 
puses and,  therefore,  ten  different  types  of  work- 
ing conditions.  This  was  the  second  point  at 


which  many  of  us  were  enormously  reassured  be- 
cause it  soon  became  apparent  that  the  as- 
sembled department  heads  sensed  a degree  of 
operating  freedom  on  the  campus  of  the  Uni- 
versity of  Arizona  that  would  permit  them  max- 
imum opportunity  to  express  themselves  within 
their  own  disciplines. 

We  also  spent  a substantial  portion  of  our 
time,  in  the  first  twenty-four  hours  of  this  fac- 
ulty meeting,  exploring  the  process  of  budget- 
making, and  the  policies  and  customs  of  the 
campus.  Thus,  the  first  twenty-four  hours  of  the 
meeting  was  pretty  much  confined  to  adminis- 
trative topics  of  particular  interest  to  the  de- 
partment chairmen. 

One  day  later,  the  remaining  members  of  the 
faculty  came  in  from  their  various  points  of 
origin  throughout  the  country.  Fortunately,  our 
attendance  was  perfect.  Here  again,  as  the 
younger  members  of  the  new  faculty  arrived,  it 
was  reassuring  to  note  the  high  level  of  com- 
patibility and  enthusiasm  that  pervaded  their 
deliberations.  There  is  little  doubt,  of  course, 
that  the  relaxed  atmosphere  at  the  ranch,  the 
sub-committee  meetings  around  the  swimming 
pool  — the  bridal  path  or  the  golf  course  — and 
plenary  sessions  coinciding  with  the  social  hour, 
contributed  heavily  to  the  success  of  the  meeting, 
all  of  which  persisted  right  up  to  the  time  of 
adjournment  on  the  following  Sunday  afternoon. 

Ultimately,  the  critical  question  which  faced 
the  new  faculty  was  the  establishment  of  a cur- 
riculum. Although  no  one  expected  that  the  fac- 
ulty might  come  together  for  the  first  time  and 
solve  all  of  the  problems  of  a new  curriculum, 
their  discussions  reached  a point  at  which  critical 
principles  could  be  developed.  They  are  good 
principles  and  they  will  make  a sound  frame- 
work upon  which  the  specifics  of  the  curriculum 
will  be  developed  when  the  faculty  arrives  later 
in  the  summer.  These  principles  will  be  reported 
in  the  September  issue  of  ARIZONA  MEDI- 
CINE. 
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"COCA-COLA”  AND  "COKE"  ARE  RESISTEREO  TRADE-MARKS^WHtCH  IDgNTiFY  ONLY-THE  PRODUCTiOF  THE.COcXJcOUL^COMf^NV.  ' ' 

/ / / ' \ /'  4 


you  never 
get  tired  of. 


brand 


yC<; 

USE  TOLYSPORIN'. 

POLYMYXIN  B-BACITRACIN 

OINTMENT 

for  topical  antibiotic  therapy  with  minimum  I ^POLYSPORl^ 
risk  of  sensitization  | wiymyxin  iWACirRWI 

OINTMENT ; 

prevent  infectioaii 
n$,  and  obrask 
aid  m heoling| 


Caution:  As  with  other  antibiotic  products,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including 
fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 
Supplied  in  V2  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  N.Y. 
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EDITORIALS 


latrogenics,  With  A Grain  Of  Salt 

William  B.  McGrath,  M.D. 


“He  said  that  you  said  that  I said  that  he  said 
. . . This  is  a snare,  and  it  had  better  be 
sidestepped. 

Some  physicians  do  not  get  along  well  with 
their  consultants.  They  are  under  some  kind  of 
compulsion  to  put  the  consultant  on  the  defen- 
sive. They  will  hold  him  to  account,  take  him  to 
task  for  any  out-of-context  statement  he  is  quoted 
as  having  made.  A specialist,  for  example,  may 
have  unequivocally  agreed  with  the  referring 
doctor  that  a woman  is  not  suffering  from  organic 
disease.  The  patient’s  husband  will  ask  the 
specialist,  “Have  you  thought  about  cancer  as  a 
possibility?”  The  off-hand  reply  will  be  some- 
thing to  the  effect  that  one  always  takes  into 
consideration  the  possibility  of  cancer.  Husband 
and  wife  will  now  go  back  and  report  to  the 
family  doctor  that  the  specialist  thinks  the  wom- 
an may  have  cancer! 

Selectively  divisive  misrepresentations  like  this 
need  not  provoke  antagonisms  between  physi- 
cians. Rather  they  should  bring  back  to  our 
attention  the  pervasive  and  peculiarly  human 
need  of  illness.  Physical  pain  is  simply  not  as 
unbearable  as  mental  anguish.  This  displace- 
ment is  graphically  illustrated  in  the  movie, 
Hawaii,  when  the  grief-stricken  widower  delib- 
erately knocks  out  his  own  eye  and  teeth. 

A corollary  truism  is  this:  one  had  rather  be 
sick,  one  had  rather  die,  than  hurt  somebody 
who  doesn’t  deserve  it.  A wife  who  cannot  re- 
spond to  the  love  of  a decent  and  devoted  man 
will  wish  desperately  for  a medical  “explana- 
tion,” and  so  will  her  husband;  and  the  urgency 
of  the  wish  must  surely  influence  their  interpre- 
tation of  anything  the  doctor  says  or  fails  to  say. 
A man  may  have  to  decide  whether  to  abandon 
his  wife  and  children  to  pursue  some  seemingly 
imperative  destiny  of  his  own.  He  may  be  se- 
cretly disappointed  when  told  that  his  electro- 
cardiogram is  normal.  He  may  lead  the  cardiolo- 
gist to  concede  that  a negative  EKG  is  not 


absolute  proof  of  a healthy  heart.  And  again  the 
examiner  will  be  dismayed  to  learn  that  the 
patient  has  distorted  his  honest  but  unacceptable 
reassurance.  You  see,  if  this  man  can  imagine 
that  he  has  a heart  condition  he  may  be  able 
to  resign  himself  to  stay  with  his  family.  And  he 
will  not  lose  face  in  any  issue  of  courage  when 
he  has  to  turn  back  from  the  alternate  course. 

Iatrogenic  disease  usually  isn’t  iatrogenic  at 
all.  What  appears  to  be  iatrogenic  disease  should 
be  a signal  to  inquire  more  closely  into  the  pa- 
tient’s need  of  illness  as  an  escape  from,  or 
attempt  to  resolve,  some  hidden  and  hurtful 
conflict. 

There  are  times  when  such  inquiry,  such 
probing,  must  be  held  in  abeyance.  The  art  of 
medicine  — if  you  can’t  help  at  least  don’t  harm 
— leaves  room  for  the  physician’s  wisdom  and 
tact.  Intuition  may  warn  that  a patient  (or  a 
marriage ) requires  some  autosuggested  or  scape- 
goat illness  for  survival.  The  physician  ought  not 
be  criticized  for  temporary  reluctance  to  chop 
off  the  fingers  with  which  his  patient  is  clinging 
to  some  necessary  illusion. 

Lastly  every  doctor  has  encountered  a few 
constitutionally  untruthful  patients:  “He  only 
spent  five  minutes  with  me  and  barely  tapped 
my  reflexes.”  A need  of  attention  or  a morbid 
wish  to  cause  trouble  will  dispose  some  people 
to  put  the  doctor  in  a bad  light  or  to  insinuate 
that  the  doctor  has  made  disparaging  remarks 
about  his  colleagues.  The  physician  may  be  un- 
aware or  quite  unable  to  protect  himself  against 
the  damage  such  persons  do  to  his  reputation 
and  to  his  relationship  to  other  doctors. 

But  the  mature  physician  retains  a wholesome 
skepticism  when  any  inappropriate  statement  is 
attributed  to  a reputable  colleague.  He  seldom 
finds  it  necessary  to  interrogate,  “Did  you  say 
that  I said  that  he  said  — ?”  And  in  taking  for 
granted  the  integrity  of  his  colleague  he  should 
be  assured  that  the  colleague  will  assume  his 
own. 
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Against  these  three  major  paijhogens 


Pneumococci 


Penicillin-Sensitive 
Staphylococci  ^ 


Beta-Hemdfi 

Streptococci 


V-Cillin  K®  provides  dependable  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 

Staph. Aureus(Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 


Antibiotic 

MIC  (meg. /ml.) 
Median  Range 

MIC  (meg. /ml.) 
Median  Range 

MIC  (meg. /ml.) 
Median  Range 

Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0.4-6.3 

0.2 

0.1 -0.4 

0.2 

0.1-1.6 

Oxacillin 

0.4 

0.1 -3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0.8 

0.1 

0.1 -.0.8 

- 

- 

Nafcillin 

0.4 

0.2-0.8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adapted  from  Klein,  J.  O.,  and  Finland,  M.:  New  England  J.  Med. ,269:1019,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


Adapted  from  Griffith,  R.  S.,  and  Black,  H.  R.:  Current  Ther.  Res.,  6 2vS3,  1964. 


V-Cillin  , 

Potassium  Phenoxymethyl  Penicillin 


(See  next  page  for  prescribing  information.) 


New  500  mg.  tablets ...  a more  convenient  way  to  give  high  doses  1 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Vi^arnings:  In  rare  instances,  the  use  of  penicillin  may  cause  acute 
anaphylaxis  which  may  prove  fatol  unless  promptly  controlled.  This 
type  of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  and  in  those  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available  for 
emergency  administration.  These  include  epinephrine  and  pressor 
drugs  (as  well  as  oxygen  for  inhalation)  for  relief  of  immediate  allergic 
manifestations  and  antihistamines  and  corticosteroids  for  delayed 
effects. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a patient 
with  a strongly  positive  history  of  allergy. 


In  prolonged  therapy  with  penicillin,  and  particularly  with  hig' 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal  ani 
hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory  studie 
(including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth  c 
pencillin-insensitive  organisms.  In  such  cases,  its  administration  shouL 
be  discontinued,  and  appropriate  measures  should  be  taken. 
Adverse  Reactions:  Although  serious  allergic  reactions  are  much  les' 
common  with  administration  of  oral  penicillin  than  with  intramuscula 
forms,  manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  does  possess  a signifj 
cant  index  of  sensitization.  The  following  hypersensitivity  reaction 
associated  with  the  use  of  penicillin  have  been  reported:  skin  rashe 
ranging  from  maculopapular  eruptions  to  exfoliative  dermatitis;  urt!| 
caria,-  and  reactions  resembling  serum  sickness,  including  chills,  fever 
edema,  arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxi 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia,  throir, 
bocytopenia,  and  nephropathy  are  rarely  observed  side-effects  am' 
are  usually  associated  with  high  parenteral  dosage.  | 

Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-Cillin  K 
Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  units)  thre'l 
times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  infant;'' 
the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divided  int/ 
three  doses.  i 

Beta-hemolytic  streptococcus  infections  without  associated  bac: 
teremia  may  be  treated  with  200,000  to  400,0000  units  three  times  i| 
day.  Therapy  should  be  continued  for  a minimum  of  ten  days  to  preverj 
development  of  rheumatic  fever  and/or  other  serious  complication: 
Dosage  for  routine  streptococcus  prophylaxis  in  patients  with  a histoq 
of  rheumatic  fever  or  congenital  heart  disease  may  be  200,000  unit: 
once  or  twice  daily.  When  such  patients  undergo  tonsillectomy,  tootl 
extraction,  or  other  minor  surgery,  the  prophylactic  dose  should  bj 
500,000  units  every  six  hours  given  two  days  prior  to  surgery  and  fo 
two  days  postoperatively.  If  oral  medication  is  not  feasible  on  the  da| 
of  surgery,  parenteral  therapy  should  be  considered.  Mild  to  modei 
ately  severe  pneumococcus  pneumonia  has  been  treated  effectivel 
with  250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  give) 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  proce 
dures.  j 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  four  hours  fo 
three  doses  may  be  employed;  in  females,  500  mg.  every  four  hour, 
for  six  doses  are  recommended.  Refractory  infections  generally  respomi 
to  a second  treatment  three  to  four  days  following  completion  of  tht 
first.  Treatment  of  gonorrhea  with  severe  complications  should  bjij 
individualized,  with  prolonged  and  intensive  treatment.  Patients  with  ( 
suspected  lesion  of  syphilis  should  have  a dark-field  examination  beii 
fore  receiving  penicillin  and  monthly  serologic  tests  for  a minimum  o 
three  months. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  units),  u| 
bottles  of  50  and  100;  and  250  mg.  (400,0000  units)  and  500  mg 
(800,000  units),  in  bottles  of  24  and  100. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  units)  pe^ 
5 cc.  of  solution,  in  40,  80,  and  150-cc.-size  packages.  [032067 1 

Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
46206. 
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They  Know  When  To  Call  The 


Police 


Donald  F.  Scholler,  M.D. 


Physicians  who  man  the  hospital  emergency  rooms  in  Phoenix,  Ariz.,  do  not 
have  any  difficulty  in  deciding  whether  they  should  or  should  not  report 
patients  who  come  in  under  questionable  circumstances  — they  have  clear- 
cut  guidelines  approved  by  hospital  authorities  and  police. 


The  too-blond,  forty -plus  wife  of  a state  poli- 
tician was  brought  to  the  hospital  in  a coma. 
Her  near-hysterical  daughter,  who  had  come 
along  in  the  ambulance,  managed  to  explain  that 
Daddy  was  out  of  town,  that  Mother  hadn’t 
answered  when  she  called,  and  that  she’d  found 
Mother  unconscious  and  “all  the  pills  missing 
from  this  bottle.” 

The  intern  on  duty  in  the  emergency  depart- 
ment of  Good  Samaritan  Hospital,  Phoenix, 
Ariz.,  handled  that  case  without  incident  — and 
without  fear  of  medicolegal  repercussions.  A call 
to  the  druggist  showed  that  the  prescription  was 
for  meprobamate  tablets;  the  young  doctor  treat- 
ed the  patient  quickly  and  effectively.  Then,  to 
determine  whether  or  not  he  should  notify  the 
police,  he  merely  referred  to  a recent  addition 
to  the  hospital  policy  book  — eight  pages  of  de- 
tailed instructions  on  what  to  report  to  the  au- 


Medical  director  of  emergency  servic-es. 
Good  Samaritan  Hospital,  Phoenix,  Ariz. 


Reprinted  by  permission  from  March  1967,  HOSPITAL  PHY- 
SICIAN. Copyright  © 1967  by  Medical  Economics,  Inc.,  a 

subsidiary  of  Chapman-Reinhold,  Inc.,  Oradell,  N.J. 


thorities,  covering  every  possibility  ranging  from 
rat  bite  to  rape. 

A few  months  ago,  the  same  intern  might  have 
routinely  reported  the  attempted  suicide  to  the 
police.  And  if  he  had,  he  might  well  have  had 
to  face  a lawsuit  for  invading  the  lady’s  privacy 
and  damaging  her  husband’s  political  career.  In 
Arizona,  it’s  not  a crime  to  attempt  suicide,  and 
a physician  who  treats  an  apparent  attempt  must 
therefore  hold  his  knowledge  of  the  patient’s  act 
as  priviliged  information. 

The  guidelines  the  intern  referred  to  grew  out 
of  a long-felt  need  for  better  communication 
between  our  emergency  department  physicians 
and  the  police.  As  medical  director  of  the  emer- 
gency service,  I felt  a heavy  responsibility.  Un- 
wary house  officers  were  being  duped  into  pre- 
scribing narcotics  for  addicts  feigning  illness. 
Medical  evidence  that  might  have  convicted 
child  beaters  and  other  criminals  was  being  im- 
properly collected  or  not  collected  at  all.  Differ- 
ent shifts  of  doctors  were  handling  similar  cases 
in  different  and  confusing  ways.  The  police  were 
running  blind-alley  investigations  on  official  re- 
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ports  that  never  should  have  been  made,  while 
an  occasional  flagi'ant  offense  went  unreported 
and  uninvestigated. 

I looked  for  help  from  the  other  Phoenix  hos- 
pitals. But  their  situation,  I soon  learned,  was 
no  better  than  ours.  So,  I called  the  police  and 
asked  for  help  in  drawing  up  some  guidelines 
for  our  doctors. 

After  several  consultations  with  Deputy  Chief 
of  Police  H.  E.  Neal,  I worked  up  a rough  docu- 
ment covering  all  the  police-report  situations 
likely  to  confront  our  doctors.  (To  cover  reports 
to  the  coroner  and  the  health  department  as  well 
as  the  police,  I also  consulted  with  Dr.  Daniel 
J.  Condon,  the  county  medical  examiner,  and  Dr. 
Lad  R.  Mezera  of  the  county  health  depart- 
ment. ) Then  I went  to  the  hospital  attorney  for 
his  advice.  Were  the  guidelines  acceptable  from 
a legal  standpoint?  How  could  I improve  them? 
Distinguishing  between  reports  required  by  law 
and  those  simply  in  the  interest  of  expedience,  he 
recommended  several  changes  to  protect  the 
hospital  and  the  E.R.  doctors  from  possible  em- 
barrassment or  suit. 

The  final  policy  document  gained  the  approv- 
al of  the  Maricopa  County  Medical  Society  and 
the  Phoenix  regional  council  of  the  Arizona  Hos- 
pital Association.  Chief  of  Police  Paul  E.  Blu- 
baum  recommended  it  as  a standard  guide  for 
all  the  hospitals  in  the  city,  and  all  hospitals 
with  active  emergency  departments  soon  adopt- 
ed it.  And,  though  the  guidelines  apply  specific- 
ally to  Phoenix  and  Arizona  law,  the  principles 
in  them  and  the  procedures  we  used  in  drawing 
them  up  could  be  applied  anywhere. 

What  about  situations  when  the  doctor  is  un- 
able to  relate  a case  at  hand  to  the  written 
policy?  The  policy  book  advises  him  to  call  a 
designated  officer  at  police  headquarters  and 
informally  discuss  the  circumstances.  Together 
they  decide  whether  a formal  report  of  the  de- 
tails should  be  made. 

That  provision  is  especially  useful  in  handling 
addicts  suspected  of  feigning  illness  to  obtain 
drugs.  For  example,  an  attractive  young  woman 
used  to  present  herself  at  Phoenix  emergency 
departments  with  “an  excruciating  headache.” 
She  was  a visitor  from  out  of  state,  she’d  say, 
and  then  offer  a letter  detailing  a long  course  of 
treatment  for  head  injuries  sustained  in  a severe 
accident,  ending  with  the  statement  that  her 


headaches  responded  only  to  Dilaudid  2 mg.  The 
doctor  who  saw  her  recently  at  Good  Samaritan 
suspected  that  the  letter  — which  her  physician 
“had  neglected  to  sign”  — was  a phony.  He  called 
a narcotics  officer  as  designated  in  the  policy 
book.  The  lady  didn’t  get  the  Dilaudid  she 
sought;  she  got  instead  an  interview  with  the 
officer. 

In  any  of  the  following  situations,  it  should  be 
clearly  understood  that  the  City  Police  should 
be  notified. 

Auto  accident  injuries.  [Report  treatment  of] 
any  person  who  has  been  injured  in  an  automo- 
bile accident  which  has  not  previously  been  re- 
ported to  the  police.  (If  there  is  any  doubt  as  to 
whether  or  not  the  police  have  been  called,  check 
with  the  desk  officer  at  the  Phoenix  Police 
Department. ) 

[[  Mistreatment  claims.  [Report  treatment  of] 
any  person  who  claims  that  he  has  been  mis- 
treated in  any  way  by  any  member  of  the  Police 
Department. 

][  Poisonings.  [Report  details]  where  there  is,  in 
the  opinion  of  the  examining  physician,  evidence 
of  abuse  or  an  attempt  by  a second  party  to 
administer  the  toxicant  to  the  patient. 

[[  Narcotics  violations.  Great  care  should  be  exer- 
cised where  a suspicion  of  abuse  of  drugs  exists. 
Because  of  the  possibility  of  a violation  of  priv- 
ileged information  any  report  to  the  police  should 
be  made  only  with  explicit  permission  of  the 
attending  physician.  Such  permission  should  be 
noted  and  signed  by  the  attending  physician  on 
emergency  record  of  the  patient.  It  might  be 
wise  to  call  the  desk  sergeant  and  discuss  the 
details  of  this  case  . . . prior  to  making  an 
official  report. 

][  Illegal  ventures  resulting  in  injury.  [Report] 
matters  involving  any  patient  who  appears  to 
have  been  involved  in  any  illegal  venture  which 
was  the  cause  of  injury.  These  include  the  fol- 
lowing where  an  arrest  or  complaint  might  be 
made:  fights  resulting  in  injury,  stab  and  gun- 
shot wounds,  assault  victims,  possible  burglary 
suspects  who  may  have  been  cut  by  glass. 

[[  Suicide.  All  cases  of  successful  suicide  are  re- 
portable to  the  Phoenix  Police  Department  ( and 
coroner)  for  investigation  of  possible  foul  play. 
The  attending  physician  treating  any  patient  in 
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which  self-destruction  may  have  been  attempted 
by  any  means  may  want  to  make  a report  to  the 
Phoenix  City  Police  Department  if  there  is  any 
suspicion  of  foul  play.  Care  should  be  exercised 
by  the  Emergeney  Department  personnel  not  to 
violate  privileged  information  without  the  ex- 
plicit permission  of  the  attending  physician. 
Such  permission  shall  be  noted  and  signed  by 
the  attending  physieian  on  the  emergency  record 
of  the  patient. 

f Rape.  Examination  for  possible  rape  or  crim- 
inal assault  should  never  be  done  even  when 
requested  by  law  enforcement  officers  without 
a properly  witnessed  written  consent  of  the  pa- 
tient; or,  if  the  patient  is  a minor,  of  a parent  or 
legal  guardian  or  [a  person  standing]  in  loeo 
parentis;  or  a court  order. 

Evidence  of  rape  or  eriminal  assault  must  be 
reported  at  onee  to  the  Phoenix  Police  Depart- 
ment even  if  there  is  no  evidence  of  penetration 
or  genitalia  admission.  Findings  indicative  of 
trauma  to  the  external  genitalia  are  usually  con- 
sidered as  evidenee  of  eriminal  assault. 

][  Criminal  abortion.  Suspected  criminal  abortion 
cases  should  be  reported  to  local  law  enforce- 
ment officers,  when  the  history  obtained  from 
the  patient  and  entered  on  the  patient’s  chart 
indicates  that  it  is  a case  of  criminal  abortion. 
Care  should  be  exercised  to  avoid  unfounded 
reports,  and  police  authorities  should  not  be 
called  merely  because  a pregnant  woman  comes 
into  the  hospital  with  vaginal  bleeding  or  other 
signs  which  might  indicate  a spontaneous  abor- 
tion. 

][  Child  neglect,  abuse,  or  immoral  association. 
The  Arizona  revised  statutes  state  that  any  phy- 
sician, including  a hospital  intern  or  resident 
physician,  whose  examination  of  any  minor  ( per- 
son under  the  age  of  16  years ) discloses  evidence 
of  injury  or  physical  neglect  not  explained  by 
the  available  medical  history  as  being  accidental 
in  nature,  shall  immediately  report  or  cause  re- 
ports to  be  made  of  such  information  to  a 
municipal  or  county  peace  officer.  Such  reports 
shall  be  made  forthwith  via  telephone  or  in  per- 
son and  should  be  followed  by  a written  report. 
Such  reports  shall  include: 

Names  and  addresses  of  the  minor  and  his 

parents  or  person  or  persons  having  custody 

of  such  minor.  The  minor’s  age,  nature  and 

extent  of  injuries  or  physical  neglect,  includ- 


ing any  evidence  of  previous  injuries  or  phy- 
sical neglect. 

Any  information  that  the  physician  believes 
might  be  helpful  in  establishing  the  cause  of 
injury  or  physical  neglect. 

Prior  to  examination  of  a minor  the  proper 
consent  must  be  obtained  from  a natural  parent, 
a legal  guardian,  the  husband  of  a married  fe- 
male over  16  or  the  wife  of  a married  male  over 
18,  or  [a  person  standing]  in  loco  parentis. 

It  would  be  appropriate  in  a case  of  reported 
injury  to  a child  to  proceed  without  consent  with 
as  much  of  an  examination  as  might  be  neces- 
sary to  determine  whether  prompt  care  and 
treatment  must  be  given. 

Injuries  on  city  property.  [Report  treatment  of] 
any  person  who  is  injured  in  any  manner  on  city 
property  where  there  may  be  a question  as  to 
the  liability  of  the  city  in  the  cause  of  the 
accident. 

][  Injuries  to  city  employes.  [Report  treatment 
of]  city  employes  who  are  injured  in  line  (of 
duty  to]  the  police  [and  send]  a follow-up  report 
to  the  City  Physician. 
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CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of  scientific  arti- 
cles for  publication  in  ARIZONA  MEDICINE.  All  such  con- 
tributions are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Material  submitted  for  publication  in  ARIZONA  MEDI- 
CINE should  conform  to  the  following  policies: 

1.  Manuscripts,  including  references  or  bibliography,  should 
be  typewritten,  double-spaced,  on  one  side  of  the  paper  only, 
and  the  origmal  and  a carbon  enclosed. 

2 Be  guided  by  the  general  rules  of  medical  writing  as  fol- 
lowed by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Although  the  Editors  try  to  catch  inaccuracies,  tire  ulti- 
mate responsibility  is  the  author’s. 

4.  Articles  are  accepted  for  publication  only  if  they  ore 
contributed  exclusively  to  this  Journal.  Ordinarily,  contribu- 
tors will  be  notified  within  60  days  if  a manuscript  is  ac- 
cepted for  pubUcation.  Every  effort  will  be  made  to  return  un- 
used manuscripts. 

5.  The  Journal  reserves  the  right  to  edit  all  material. 

6.  Reprints  will  be  supplied  to  the  autlior  at  printing  cost. 
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even  better  together 
in  mild  hypertension 

Serpasil-Esidrix- 

(reserpine  and  hydrochlorothiazide  CIBA) 

Combination  Tablets 


Serpasil-Esidrix  combines  reserpine  (the  original,  and  most  widely  used, 
rauwolfia  alkaloid  developed  by  CIBA)  with  hydrochlorothiazide  (the  most 
widely  used  oral  diuretic,  also  a product  of  CIBA  research). 


even  better  blood  pressure 
reduction— because  2 
anti  hypertensive  agents 
of  choice  often  work 
better  together 


One  drug  potentiates  the  antihypertensive  action  of  the  other.  Blood 
pressure  is  generally  controlled  with  relatively  low  dosages  of  each  com- 
ponent, often  resulting  in  minimized  side  effects. 

Although  each  component  alone  may  provide  adequate  therapy  in  many 
cases  of  mild  hypertension,  the  combination  offers  advantages  which  can- 
not be  achieved  with  single-drug  therapy. 

even  more  patient  benefits-* 
because  complementary 
actions  of  2 anti  hypertensive 
agents  extend  the  range 
of  advantages 

Reserpine,  in  addition  to  lowering  blood  pressure,  provides  central  calm- 
ing action  to  help  relieve  anxiety  and  tension;  provides  bradycrotic  action 
to  slow  the  rapid  heart. 

Hydrochlorothiazide,  in  addition  to  lowering  blood  pressure,  relieves 
edema;  permits  relaxation  of  salt  restriction. 

The  combination  provides  medication  in  one  tablet  instead  of  two;  one 
prescription  instead  of  two— encourages  patient  adherence  to  the  regimen, 
offers  economy. 

for  your  next  patient 
with  miid  hypertension 

RxSerpasii-Esidrix 

Combination  Tablets 

Please  see  following  page  for  prescribing  information. 


SerpasN-Esidrix* 

(reserpine  and  hydrochlorothiazide  CIBA) 

Combination  Tablets 


INDICATIONS:  Mild  to  moderate  hypertension,  especially 
when  complicated  by  anxiety,  tachycardia,  or  edema. 

SIDE  EFFECTS  AND  PRECAUTIONARY  MEASURES 

Serpasil®  (reserpine  CIBA) 

Occasional  side  effects:  lassitude,  drowsiness,  nasal 
congestion,  looseness  of  stools,  increased  frequency  of 
defecation.  Rare  side  effects:  anorexia,  headache,  bi- 
zarre dreams,  nausea,  dizziness,  skin  rash. 

Seveie  mental  depression  has  appeared  in  a small  per- 
centage of  patients,  primarily  in  a dosage  above  1 mg 
daily.  When  the  drug  is  discontinued,  depression  usually 
disappears,  but  hospitalization  and  shock  therapy  are 
sometimes  required. 

Caution:  Withdraw  reserpine  2 weeks  before  surgery,  if 
possible.  For  emergency  surgical  procedures,  give  vagal 
blocking  agents  parenterally  to  prevent  or  reverse  hypo- 
tension and/or  bradycardia. 

Because  reserpine  may  increase  gastric  secretion  of 
hydrochloric  acid,  use  cautiously  in  patients  with  peptic 
ulcer. 

Use  cautiously  with  digitalis,  quinidine,  or  guanethidine. 
Not  recommended  for  aortic  insufficiency. 

Esidrix®  (hydrochlorothiazide  CIBA) 

Contraindictions:  Oliguria,  renal  shutdown,  progressive 
hepatic  disease,  and  allergy  to  thiazides. 

Warnings:  Stenosis,  hemorrhage,  and  ulceration  of  the 
small  bowel  have  occurred  with  coated  potassium  tab- 
lets. Discontinue  such  medication  when  used  with  Esidrix 
if  gastrointestinal  disturbances  arise. 

Pay  special  attention  to  electrolyte  balance  of  patients 
with  severe  renal  or  hepatic  insufficiency.  In  patients 
with  cirrhosis  and  ascites,  watch  for  symptoms  of  im- 
pending hepatic  coma.  Thiazides  may  decrease  glucose 
tolerance;  use  cautiously  in  diabetics.  Hyperuricemia 
may  occur  but  is  readily  reversed  by  a uricosuric  agent. 
Lowering  of  blood  pressure  may  sometimes  result  i'n 
nitrogen  retention,  particularly  in  patients  with  impaired 


renal  function.  Dosage  titration  is  necessary  in  such 
patients. 

Precautions:  Watch  for  signs  of  fluid  or  electrolyte  im- 
balance. Further  electrolyte  depletion  may  cause  hypo- 
chloremic alkalosis  and  hypokalemia.  Since  the  latter 
may  precipitate  digitalis  intoxication,  watch  carefully  pa- 
tients who  are  taking  digitalis  or  its  glycosides  or  those 
with  cardiac  arrhythmias.  In  severe  hypokalemia,  large 
oral  or  intravenous  doses  of  potassium  may  be  required. 

A few  infants  born  of  mothers  who  received  thiazides 
during  pregnancy  have  shown  bone  marrow  depression 
with  thrombocytopenia.  Hydrochlorothiazide  decreases 
responsiveness  to  exogenous  norepinephrine  and  in- 
creases responsiveness  to  tubocurarine.  Hypotensive 
episodes  under  anesthesia  have  been  observed  in  some 
patients  receiving  thiazides. 

Side  Effects:  In  addition  to  those  above,  nausea,  ano- 
rexia, headache,  restlessness,  constipation,  dizziness, 
paresthesias,  fatigue,  increased  sweating,  cramps  in 
arms  and  legs,  diarrhea,  abdominal  pain.  Rare  reactions: 
purpura  with  or  without  thrombocytopenia,  skin  rash, 
photosensitivity,  urticaria.  Sometimes  associated  with 
hydrochlorothiazide:  leukopenia,  agranulocytosis,  aplas- 
tic anemia,  pancreatitis,  jaundice,  necrotizing  vasculitis. 

DOSAGE 

Average  dosage  is  2 Tablets  #2  daily.  For  patients 
requiring  less  hydrochlorothiazide,  substitute  Tablets 
#1.  For  maintenance,  reduce  dosage  to  lowest  effective 
level.  When  necessary,  more  potent  antihypertensive 
agents  may  be  added  gradually  in  reduced  dosages. 

SUPPLIED 

Tablets  #2  (light  orange),  each  containing  0.1  mg  reser- 
pine and  50  mg  hydrochlorothiazide:  bottles  of  100  and 
1000.  Tablets  #1  (light  orange),  each  containing  0.1  mg 
reserpine  and  25  mg  hydrochlorothiazide:  bottles  of  100 
and  1000. 

Consult  complete  literature  before  prescribing. 

CIBA  Pharmaceutical  Company,  Summit,  N.  J.  C I B A 
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U OF  A PRESS  WILL  PUBLISH  MAJOR 
MEDICAL  VOLUME  ON  VALLEY  FEVER 


A medical  volume  of  major  inportance  in  the 
study  of  Valley  Fever  will  be  published  by  the 
University  of  Arizona  Press. 

Titled  “Coccidioidomycosis”  — the  scientific 
name  for  Valley  Fever  — the  book  contains  63 
professional  papers  presented  at  the  Second 
Symposium  on  Coccidioidomycosis  held  in  Phoe- 
nix, Ariz.,  Dec.  8-10,  1965.  Edited  by  Libero 
Ajello  of  the  National  Communicable  Disease 
Center,  the  434-page  volume  contains  the  latest 
findings  of  123  authorities  on  the  disease. 

The  collaborators  represent  all  parts  of  the 
Americas  and  Great  Britain  and  include  several 
of  the  most  active  and  knowledgeable  investiga- 
tors in  the  field  of  medical  mycology.  The  result 
is  a well-illustrated  compendium  of  information 
about  the  disease,  its  history  and  treatment. 

Long  a source  of  confusion  and  debate.  Cocci- 
dioidomycosis has  been  a continuing  major  pub- 
lic health  problem  in  large  areas  of  the  United 


States  and  Latin  America.  The  research  and  case 
studies  in  this  sizeable  volume  indicate  that  the 
medical  profession  is  gaining  better  understand- 
ing of  its  puzzling  clinical,  histopathological  and 
therapeutic  aspects.  Particularly  encouraging  is 
a group  of  papers  detailing  progress  being  made 
toward  development  of  a protective  vaccine. 

Under  publication  arrangements  directed  by 
the  Arizona  State  Department  of  Health,  the 
book  has  been  dedicated  to  the  late  Dr.  Charles 
E.  Smith,  former  dean  of  the  School  of  Public 
Health  at  the  University  of  California,  Berkeley. 

Priced  at  $15,  the  book  is  viewed  by  the  pub- 
lisher as  “an  essential  acquisition  for  modern 
medical  libraries  and  an  important  working 
reference  for  practicing  physicians.” 

“Coccidioidomycosis”  is  available  through 
bookstores  or  direct  from  the  U of  A Press,  Box 
3398,  College  Station,  Tucson,  Ariz.  85719. 


ARIZONA'S  PROFESSIONAL  AIR  AMBULANCE  SERVICE 

CUTTER  AVIATION,  INC.  sky  HARBOR,  PHOENIX 

Radar  equipped  Beechcraft  with  Certified  Instrument  Flight  Capability  to  any  point  in  the  U.S. 

and  Western  Canada.  For  reliable  24-Hour  Service  call 

CUTTER  AVIATION 

273-1237  946-2754 
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Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food^-® 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  tAvo  to  four 
times  those  of  other  erythromycin 
preparations.^-^  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.^-^ 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 
staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 


attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 

Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Now  available: 

New!  Ready-mixed  Ilosone  Liquid  125! 
(Contains  erythromycin  estolate  equiva- 
lent to  125  mg.  erythromycin  base  per 
5-cc.  teaspoonful.) 


700970 

Ilosone'  H 

Erythromycin  Estolate 


( See  next  page  for  prescribing  information.) 
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Ilosone*/  the  most  active  oral  form  of  erythromycin 


Description:  Ilosone  is  the  most  active  form  of  oral  erythromy- 
cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci ) . The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  also  been  useful  in 
gonorrhea  and  syphilis.  Since  penicillin  is  the  drug  of  choice  for 
the  treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Adverse  Reactions:  Data  obtained  from  seven  years’  use  of  pro- 
pionyl  erythromycin  ester  and  erythromycin  estolate  (Ilosone) 
indicate  that  hepatic  dysfunction  with  or  without  clinical  jaun- 
dice may  occur  during  or  following  courses  of  therapy  with  the 
drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  de- 
veloped in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly,  usually  within 
forty-eight  hours,  if  the  drug  is  readministered  to  sensitive  pa- 
tients. Eosinophilia  was  noted  in  peripheral  blood  counts.  The 
findings  readily  subsided  without  apparent  residual  effects  when 
treatment  was  discontinued.  Recovery  was  delayed  in  one  re- 
ported instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 


In  those  cases  mentioned  above  in  which  jaundice  appeared!: 
be  definitely  related  to  use  of  the  drug,  laboratory  findings  wen 
characterized  by  increased  direct-reacting  bilirubin,  elevat 
alkaline  phosphatase  levels,  negative  or  weakly  positive  cephal 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutaiti 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  no 
mal  cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has  n 
been  reported  in  other  patients  taking  prolonged  courses  of  ti 
medication.  Patients  with  chronic  infection  have  been  given  1 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  months,  ai 
patients  with  rheumatic  fever  have  taken  prophylactic  doses 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  group  ' 
144  patients  who  received  the  drug  daily  for  two  years,  no  jau 
dice  was  noted.  It  was  of  interest  that  members  of  six  of  the 
patients’  families,  who  were  not  taking  the  drug,  had  episod 
of  jaundice  during  the  study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels  we 
determined  in  a group  of  fifty-four  adults  and  children  who  to» 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  months  * 
rheumatic  fever  prophylaxis.  The  results  were  compared  wi 
those  of  a similar  group  of  forty-four  patients  who  received  pe 
icillin.  There  were  no  cases  of  jaundice  in  either  group.  Elevath 
of  SGPT  and  serum  alkaline  phosphatase  levels  during  the  cour 
of  treatment  was  observed  in  one  patient  treated  with  Ilosoi 
and  in  two  patients  treated  with  penicillin.  Seven  other  patien: 
in  the  group  receiving  Ilosone  and  four  others  in  the  penicill 
group  showed  elevations  in  one  of  the  tests  at  some  time  durii 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  we 
reported  in  102  pediatric  patients  who  received  short-term  (te 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  infe 
tions.  Results  of  liver  function  tests  in  these  patients  wei! 
comparable  to  those  in  a similar  control  group  who  had  receivt 
penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepatic  e 
fects  are  observed  in  a small  proportion  of  individuals  as  a resui 
of  a local  stimulating  effect  of  the  medication  on  the  alimentai' 
tract;  however,  the  normal  intestinal  gram-negative  bacteri 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the  u 
of  erythromycin,  there  have  been  occasional  reports  of  urticari 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 
Administration  and  Dosage:  Ilosone  is  administered  orally. 

Ilosone  Pulvules®,  Ilosone  Liquid  125,  Ilosone,  125,  for  Or 
Suspension,  Ilosone  Drops,  Ilosone  Chewable  Tablets. 

For  infants  and  for  children  under  twenty-five  pounds  of  boc 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours;  f(i 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hour 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushed  ar 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dosai 
of  Ilosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythromyc 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosage 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fiftei 
days.  Close  follow-up  of  the  patient  is  necessary  since  erythr 
mycin  drugs  have  not  had  adequate  evaluation  in  all  stages  >1 
syphilis.  Examinations  of  spinal  fluid  are  recommended  as  pa 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days  a: 
recommended.  In  the  treatment  of  gonorrhea,  patients  with 
suspected  lesion  of  syphilis  should  have  a dark-field  examinatk 
before  receiving  antibiotics,  and  monthly  serologic  tests  shou 
be  made  for  a period  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.F.,  125  and  250  m 
(equivalent  to  base) , in  bottles  of  24  and  100. 

Ilosone  Liquid  125,  Oral  Suspension,  U.S.R,  125  mg.  (equivalei 
to  base)  per  5-cc.  teaspoonful,  in  60-cc.  and  pint-size  package 

Ilosone,  125,  for  Oral  Suspension,  N.F.,  125  mg.  (equivalei 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  package 

Ilosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  lO-cc.-si: 
packages,  with  dropper  calibrated  at  25  and  50  mg. 

Tablets  Ilosone  Chewable,  N.F.,  125  mg.  (equivalent  to  base 
in  bottles  of  50.  [03276’ 

References:  1.  Griffith,  R.  S..  and  Black,  H.  R.:  Am.  J.  M.  Sc.,  247:69.  19« 

2.  Griffith,  R.  S.,  and  Black,  H.  R. : Antibiotics  & Chemother.,  i2;398,  196 

3.  Hirsch,  H.  A.,  Pryles,  C.  V.,  and  Finland,  M.:  Am.  J.  M.  Sc., 

253.198.  1960. 

Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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kif  4fif  0ulch  Jake 


Everyone  who  has  read  Pilgrim’s  Progress 
will  remember  the  man  with  the  muckrake,  the 
man  who  could  look  no  way  but  downward  with 
the  rake  in  his  hand. 

Anyone  who  believes  that  the  recent  rash  of 
post  graduate  assemblies  in  Phoenix  and  Tucson, 
anyone  who  has  his  nose  so  close  to  the  grind- 
stone as  to  believe  that  this  is  a new  innovation 
here  on  the  desert,  might  have  some  interest  in 
the  following  exclusive  Republic  dispatch  pub- 
lished in  1940  with  a dateline  of  Ganado,  Ariz. 
August  10: 

“Dr.  Fred  H.  Albee,  New  York  City,  world 
famous  bone  surgeon  and  president  of  the  Inter- 
national College  of  Surgeons,  and  Dr.  Adrian 
Comper,  Pittsfield,  Massachusetts,  will  demon- 
strate a $700  fracture  table  of  the  latest  type 
before  the  fifth  Harlow  Brooks  Memorial  Navajo 
Clinical  Conference  here  August  26,  27  and  28. 

“Announcement  of  the  annual  conference  was 
made  today  by  Dr.  C.  G.  Salsbury,  superinten- 
dent of  Ganado  Mission,  which  includes  Sage 
Memorial  Hospital. 

Others  To  Attend 

“Other  outstanding  medical  men  who  will  at- 
tend will  include  Drs.  Joseph  Madison  Greer, 
E.  Payne  Palmer,  Ralph  F.  Palmer  and  J.  H.  Pat- 
terson of  Phoenix;  Drs.  Donald  Collins,  C.  Hiram 
Weaver,  William  H.  Daniel,  E.  Forrest  Boyd, 
Buell  H.  Sprague,  H.  O.  Barnes,  William  W. 
Hutchison,  Steele  F.  Stewart  and  Alfred  Edward 
Gallant  of  Los  Angeles;  Dr.  Henry  Turner  of 
Oklahoma  City,  Okla.;  Dr.  James  Paul  Rigg  of 


Grand  Junction,  Colo.;  and  Dr.  Max  Thorek  of 
Chicago,  111. 

“Dr.  Thorek  is  known  for  his  surgery  and  his 
authorship  of  medical  works. 

“Graduation  exercises  for  the  1940  nurses  class 
of  Sage  Memorial  hospital  will  be  held  just  be- 
fore and  during  the  conference.” 

This  simply  highlights  again  the  sagacity  and 
the  push  for  post  graduate  medical  education 
inaugurated  in  Navajoland  by  our  beloved  sage- 
brush surgeon.  Dr.  C.  G.  Salsbury. 

You  will  note  from  this  press  release  that  Dr. 
Albee  was  not  one  to  hide  his  table  under  a 
bushel,  in  fact  he  had  a saw  and  many  other  in- 
struments which  were  burnished  with  his  name 
as  the  innovator.  His  contemporaries  doubted 
very  much  some  of  his  innovations  as  they 
seemed  to  resemble  other  instruments  and  tables 
then  on  the  market. 

Some  of  us  recall  that  there  were  charges  of 
unethical  conduct  brought  against  the  fabulous 
bone  setter  in  that  he  allowed  advertisements 
concerning  his  availability  at  a famous  clinic  in 
Florida.  He  allowed  his  advertisements  to  be 
placed  on  the  “Citrus  Limited”  running  from 
New  York  to  Florida.  This  hassle  occurred  about 
1934  or  ’35. 

Now  we  are  supposed  to  be  a little  more  subtle 
and  careful  about  our  advertising. 

John  W.  Kennedy,  M.D. 
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Anxiety  and  tension  stemming  from  organic  illness  may  undermine  your 
patient’s  cooperation  and  possibly  retard  success  of  primary  therapy. 

If  his  emotional  symptoms  persist  in  the  face  of  your  counsel  and 
reassurance,  you  may  want  to  consider  adjunctive  use  of  Serax 
(oxazepam).  It  is  indicated  in  anxiety,  tension,  agitation,  irrita- 
bility, and  anxiety  associated  with  depression.  May  be  used  in 
a broad  range  of  patients,  usually  with  considerable  dosage 
flexibility. 

When  prescribing,  carefully  observe  dosage  recommenda- 
tions and  appropriate  precautions,  especially  as  pertain- 
ing to  the  elderly  and  when  complications  could  ensue 
from  a fall  in  blood  pressure.  (See  Wyeth  literature  or 
PDR  as  well  as  “IN  BRIEF”  below.) 

IN  BRIEF. 

Contraindications:  History  of  previous  hypersensitivity  to 
oxazepam.  Oxazepam  is  not  indicated  in  psychoses. 

Precautions:  Hypotensive  reactions  are  rare,  but  use  \with  caution 
where  complications  could  ensue  from  a fall  in  blood  pressure, 
especially  in  the  elderly.  Withdrawal  symptoms  upon  discon- 
tinuation have  been  noted  in  some  patients  exhibiting  drug 
dependence  through  chronic  overdose.  Carefully  supervise 
dose  and  amounts  prescribed,  especially  for  patients  prone 
to  overdose;  excessive,  prolonged  use  in  susceptible  patients 
(alcoholics,  ex-addicts,  etc.)  may  result  in  dependence  or 
habituation.  Reduce  dosage  gradually  after  prolonged 
excessive  dosage  to  avoid  possible  epileptiform  seizures. 
Withdrawal  symptoms  following  abrupt  discontinuance 
are  similar  to  those  seen  with  barbiturates.  Caution 
^ patients  against  driving  or  operating  machinery  until 
absence  of  drowsiness  or  dizziness  is  ascertained.  Warn 
patients  of  possible  reduction  in  alcohol  tolerance.  Safety 
for  use  in  pregnancy  has  not  been  established. 

Not  indicated  in  children  under  6 years;  absolute  dosage 
for  6-  to  12-year-olds  not  established. 

Side  Effects:  Therapy-interrupting  side  effects  are  rare. 
Transient  mild  drowsiness  is  common  initially;  if  persistent, 
reduce  dosage.  Dizziness,  vertigo  and  headache  have  also 
occurred  infrequently;  syncope,  rarely.  Mild  paradoxical 
reactions  (excitement,  stimulation  of  affect)  are  reported  in 
psychiatric  patients.  Minor  diffuse  rashes  (morbilliform, 
urticarial  and  maculopapular)  are  rare.  Nausea,  lethargy, 
edema,  slurred  speech,  tremor  and  altered  libido  are  rare 
and  generally  controllable  by  dosage  reduction.  Although 
rare,  leucopenia  and  hepatic  dysfunction  including  jaundice 
have  been  reported  during  therapy.  Periodic  blood  counts  and 
liver  function  tests  are  advised.  Ataxia,  reported  rarely,  does 
not  appear  related  to  dose  or  age.  These  side  reactions,  noted 
with  related  compounds,  are  not  yet  reported:  paradoxical 
excitation  with  severe  rage  reactions,  hallucinations,  menstrual 
irregularities,  change  in  EEG  pattern,  blood  dyscrasias  (including 
agranulocytosis),  blurred  vision,  diplopia,  incontinence,  stupor, 
disorientation,  fever  and  euphoria. 

Availability:  Capsules  of  10,15  and  30  mg.  oxazepam. 


To  help  you  relieve  anxiety  and  tension 


Sera\^ 

(oxazepam) 


Wyeth  Laboratories 
Philadelphia,  Pa. 


NEW  EVIDENCE: 


Pro-Banthlne®  (propantheline  bromide) 

gives  positive,  selective  benefits  in 
gastrointestinal  disorders. 


Intragastric  photograph  of  pyloric  region 
showing  complete  relaxation  of  pyloric  sphinc- 
ter with  6 mg.  of  Pro-Banthine  intravenously. 


A 

X JLn  important  problem  in 
managing  gastrointestinal  disor- 
ders has  been  the  choice  of  an 
anticholinergic  agent  which  will 
act  positively  and  selectively  on 
the  gastrointestinal  tract  without 
extensive  secondary  effects. 

Recent  direct  observations  with 
the  cinefibergastroscope  and  intra- 
gastric photography^  visually 
confirm  previous  evidence  that 
Pro-Banthlne  does,  indeed,  possess 
such  selective  activity. 

Barowsky  and  his  associates 
demonstrated  that  a minimal  dose 
of  6 to  8 mg.  of  Pro-Banthlne  in- 
travenously produced  complete 
relaxation  of  gastric  activity.  Sec- 
ondary effects  were  not  significant. 

By  contrast,  it  required  0.8  mg. 
or  double  the  usual  dose  of  atro- 
pine intravenously  to  achieve  sim- 
ilar gastric  relaxation.  Side  effects 
of  this  dosage  of  the  belladonna 
alkaloid  were  pronounced.  Ven- 
tricular rates  were  as  high  as  150 
per  minute. 

For  positive,  selective  anticho- 
linergic benefits  Pro-Banthlne  is 
indicated  in  patients  with  peptic 
ulcer,  gastritis,  irritable  colon  and 
other  forms  of  gastrointestinal 
hypermotility. 


Dosage:  The  maximal  tolerated  dosage 
is  usually  the  most  effective.  For  most 
adult  patients  this  will  be  four  to  six 
15-mg.  tablets  daily  in  divided  doses.  In 
severe  conditions  as  many  as  two  tab- 
lets four  to  six  times  daily  may  be 
required.  Pro-Banthlne  (brand  of  pro- 
pantheline bromide)  is  supplied  as  tab- 
lets of  15  mg.,  as  prolonged-acting 
tablets  of  30  mg.  and,  for  parenteral 
use,  as  serum-type  ampuls  of  30  mg. 
The  parenteral  dose  should  be  adjusted 
to  the  patient’s  requirement  and  may  be 
up  to  30  mg.  or  more  every  six  hours, 
intramuscularly  or  intravenously. 

Contraindications:  In  glaucoma  or  se- 
vere cardiac  disease. 

Precautions:  Since  varying  degrees  of 
urinary  hesitancy  may  occur  in  the  el- 
derly male  with  prostatic  hypertrophy, 
this  should  be  watched  for  in  such  pa- 
tients until  they  have  gained  some  expe- 
rience with  the  drug. 

Although  never  reported,  theoreti- 
cally a curare-like  action  may  occur 
with  possible  loss  of  voluntary  muscle 
control.  Such  patients  should  receive 
prompt  and  continuing  artificial  respi- 
ration until  the  drug  effect  has  been 
exhausted. 

Side  Effects  The  more  common  side 
effects,  in  order  of  incidence,  are  xero- 
stomia, mydriasis,  hesitancy  of  urina- 
tion and  gastric  fullness. 

1.  Barowsky,  H.;  Greene,  L.;  Bennett,  R.,  and 
Buganza,  G.:  The  Effect  of  Anticholinergic 
Drugs  on  Gastric  Motility  and  Pyloric  Func- 
tion, Scientific  Exhibit,  Annual  Convention 
of  the  American  Medical  Association,  Chi- 
cago, Illinois,  June  26-30,  1966. 
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NEW^ 

SEND  NOW  FOR  YOUR 
PERSONALIZED  KEOGH 
TAX  SAVINGS  PLAN.  OUR 
PROTOTYPE  PLAN  HAS 
BEEN  APPROVED  AND  IS 
READY  FOR  YOU. 


HBA'S  PROTOTYPE  PLAN 
GIVES  YOU  YOUR  OWN 

retirement  fund  that 

WITHOUT  ANY  ACTION  ON 
YOUR  PART  BECOMES  100% 

TAX  DEDUCTIBLE  ON  JAN.  1, 1968 


KEOGH  TAX  SAVINGS  PLAN 

Your  contributions  to  your  own  retirement  fund  will  be  100%  tax  deductible  for 
taxable  years  beginning  January  1,  1968.  HBA's  Prototype  Plan  allows  you  to 
take  advantage  of  tax  advantages  presently  available  and,  without  further  effort 
on  your  part,  have  a plan  already  in  force  by  January  1,  1968. 


THE 


LIFE 


INSURANCE  COMPANY 

P.O.  Box  1272,  Phoenix  85001 


Phone  258-4885 


Fill  out  the  Keogh  Data  Sheet  below 
and  mail  to  HBA  Life  or  phone  258- 
4885  to  see  what  HBA's  Prototype 
Plan  can  mean  to  you  in  tax  savings. 


CLIP  HERE 

KEOGH  DATA  SHEET 

ALL  INFORMATION  KEPT  CONFIDENTIAL 


Date 

Name M.D.  Sex Date  of  Birth 

Address City State .Zip 

Net  Income  From  Your  Practice  $ $ $ 

For  1 966  For  1 965  For  1 964 


Do  You  Have  an  Ownership  in  Any  Unincorporated  Trade  or  Business? 

NOTE:  If  your  practice  is  a partnership,  please  attach  separate  information  giving  the  same  data 
as  above  for  each  partner. 

Employees,  If  Any:  Date  of  Date  Full  or 

Name  Sex  Birth  Employed  Salary  Part  Time 
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FUTURE 

MEDICAL  MEETINGS 


1967  SCIENTIFIC  PROGRAM 


Monday,  September  18 
9:00-12:00  A.M. 

Clinical  Courses  and  Closed  Cir- 
cuit TV  Program 

1:30-3:00  P.M. 

The  Physician  in  the  Patient's 
World 

1 . The  Patient 

Harry  Levinson,  PH.D.,  Topeka, 
Kans, 

2.  The  Patient's  World 

Martin  Loeb,  PH.D.,  Madison, 
Wis. 

3.  The  Physician  in  the  Patient's 
World 

H.  H.  Garner,  M.D.,  Chicago, 
III. 

4:00-5:00  P.M. 

The  Eye  (possibly  closed  circuit 
TV) 

Malcolm  A.  McCannel,  M.D. 
Minneapolis,  Minn. 


Tuesday,  September  19 


7:30-9:00  A.M. 

Breakfast  Conferences 

9:00-9:30  A.M. 

Bugs  and  Drugs 

Weldon  Taylor,  PH.D.,  Chi- 
cago, III. 

9:30-10:00  A.M. 

Eternal  Estrogens 

Robert  Rutherford,  M.D. 
Seattle,  Wash. 


11:00-12:00  A.M. 

Back  Pain 

Paul  Williams,  M.D.,  Dallas, 
Tex. 

1 :30-3:00  P.M. 

The  Young  Cardiac  (Will  include 
hypertension,  missed  congenital 
heart  and  the  damaged  heart) 
Jack  C.  Redman,  M.D., 
Moderator 
Albuquerque,  N.M. 

Herman  J.  Smith,  M.D. 

Des  Moines,  la. 

H.  Gunther  Bucheleres,  M.D. 

Chicago,  III. 

George  Griffith,  M.D. 

Los  Angeles,  Calif. 

4:00-5:00  P.M. 

Question  and  Answer  Period  on 
"The  Young  Cardiac" 


Wednesday,  September  20 
9:00-12:00  A.M. 

Clinical  Courses  and  Closed  Cir- 
cuit TV 

1:30-3:00  P.M. 

Symposium  on  the  Failing  Lung 

1.  Early  Diagnosis  and  Prevention 
Howard  S.  Van  Ordstrand, 

M.D.,  Cleveland,  Ohio 

2.  Pulmonary  Physiology  and 
Testing 

Alan  K.  Pierce,  M.D., 

Dallas,  Tex. 

3.  Management 
Edwin  Levine,  M.D., 

Chicago,  III. 


4:00-4:30  P.M. 

Surgical  Problems  of  the  New- 
born 

Tague  Chisholm,  M.D. 
Minneapolis,  Minn. 

4:30-5:00  P.M. 

The  Unmothered  Child  Syndrome 
Doris  Howell,  M.D., 
Philadelphia,  Pa. 


Thursday,  September  21 


7:30-9:00  A.M. 

Breakfast  Conferences 

9:00-9:30  A.M. 

A New  Look  at  Abdominal  Pain 
Phil  Thorek,  M.D.,  Chicago,  III. 

9:00-10:00  A.M. 

Medical  Care  in  the  Villages  of 
Vietnam 

Lawrence  A.  Smookler,  M.D. 
San  Francisco,  Calif. 

11:00-12:00  A.M. 

Diagnostic  and  Therapeutic  Nug- 
gets (10-minute  presentations) 

1 . Cardioversion 

Richard  Berry,  M.D., 

Dallas,  Tex. 

1:30-3:00  P.M. 

Sexual  Aberrations 

James  Grobe,  M.D.,  Moderator 
Phoenix,  Ariz. 

Dana  L.  Farnsworth,  M.D. 

Cambridge,  Mass. 

Shervert  Frazier,  M.D., 
Houston,  Tex. 

4:00-5:00  P.M. 

Question  and  Answer  Period  on 
"Sexual  Aberrations" 


A.A.G.P. 

NINETEENTH  ANNUAL 

Scientific  Assembly 

Dallas,  Texas 
September  18-21 
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ELEVENTH  WESTERN  INDUSTRIAL 
HEALTH  CONFERENCE 

September  29-30,  1967 

The  San  Francisco  Hilton 
San  Francisco,  Calif. 

Partial  listing  of  speakers  and  topics:  Allen 
Enelow,  M.D.,  "The  Compensable  Injury- 
Prediction  and  Prevention." 

John  Foggman,  M.D.,  "Chromosomes,  Radia- 
tion and  Cancer." 

Harvey  Lash,  M.D.,  Ph.D.,  "Silicone  Transplants 
and  Plastic  Surgery." 

Victor  H.  Beauzay,  L.L.B.  "Industrial  Injury- 
Viewpoint  of  the  Applicant's  Attorney." 

For  additional  information  regarding  regis- 
tration, etc.,  contact: 

Mr.  Lynn  Wallis  (H.P.S.) 
General  Electric  Co. 

P.  O.  Box  846 
Pleasanton,  Calif.  94566 


FIFTEENTH  ANNUAL  MEETING 
PACIFIC  COAST  FERTILITY  SOCIETY 

Sept.  28  - Oct.  1,  1967 

Mountain  Shadows  Resort  and 
Country  Club 

Scottsdale,  Arizona 

A stimulating  and  outstanding  program  in 
the  broad  field  of  reproducing  physiology  will 
be  offered. 

Dr.  M.  C.  Shelesnyak,  Weizmann  Institute 
of  Science,  Rehovogh,  Israel,  will  be  one  of 
the  distinguished  Guest  Lecturers. 

The  meeting  is  open  to  physicians,  interns, 
residents,  fellows  and  nurses. 

For  information  write: 

Pacific  Coast  Fertility  Society 
5410  Wilshire  Boulevard 
Los  Angeles,  Calif.  90036 


UNIVERSITY  OF  SOUTHERN 
CALIFORNIA  SCHOOL  OF  MEDICINE 
POST-GRADUATE  COURSE 

A post-graduate  course,  sponsored  by  the 
University  of  Southern  California  School  of  Med- 
icine, will  be  conducted  in  early  1968  at  Ari- 
zona State  Hospital  for  physicians  engaged  in 
private  practice. 

The  course,  led  by  two  instructors  (both  psy- 
chiatrists in  private  practice  in  Phoenix ) will  em- 
phasize psychiatric  features  and  problems  en- 
countered in  medical  practice. 

These  will  include:  interviewing  skills  and  pro- 
cedures, recognition,  evaluation  and  management 
of  milder  emotional  disorders,  handling  relation- 
ships with  all  patients,  psychotrophic  drugs,  the 
physician’s  self-understanding  (his  own  reac- 
tions to  patients ) , the  nature  of  mental  disorders, 
neurotic,  psychotic  and  behavioral  disorders  and 
their  management,  working  with  families. 

Demonstration  interviews,  either  live  or  on  TV 
tapes,  will  be  presented  at  virtually  each  ses- 
sion. 

There  will  be  one  2-hour  class  weekly  for 
twelve  weeks,  to  be  held  each  Tuesday  evening 
from  7 to  9 p.m.,  from  January  19  through  March 
26,  1968. 

A AGP,  Category  I,  accreditation  will  be  given 
to  those  desiring  it. 

Registration  for  the  course  is  now  in  progress 
and  will  be  closed  when  a maximum  of  30  has 
been  reached  (two  sections,  15  “students”  in 
each ) . Applications  may  be  obtained  by  writing 
to: 

Postgraduate  Division  of  Psychiatry 

University  of  Southern  California 
Medical  School 

2025  Zonal  Avenue 

Los  Angeles,  California  90033 

The  tuition  fee  is  $50.00.  This  fee  will  be  re- 
funded to  those  individuals  who  fully  complete 
the  course.  This  provision  is  made,  not  as  an 
incentive  toward  course  completion,  but  in  ap- 
preciation of  the  participants’  contribution  to- 
ward certain  statistical  and  experimental  studies 
concerning  the  evaluation  of  the  methodology  of 
the  course,  by  the  individual  piuTicipants.  This 
study  is  being  made  by  USC  psychologists.  It 
will  consist  essentially  of  a questionnaire  which 
will  be  presented  at  the  last  session. 
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Hle^ical  CeHtet  an4  Ciinieai 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

DIAGNOSTIC  X-RAY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  BadiologjM 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 


See  for  yourself 
the  professional 
MEDAC 
Billing  and 
Bookkeeping  Service 

irS  A “PERSONAL  TOUCH”  SERUICE  THAT  YOU  CONTROL! 

All  records  stay  in  your  office  at  all  times ! 

Jjc  Patient  accounts  at  your  fingertips. 

^ Prompt  and  professional  billings. 

^ Accurate  agings  of  your  accounts  receivable  and 
faster  collections. 

WE  INVITE  YOU  TO  CALL 

in  Phoenix  in  Tucson 

Bud  Gray  261-1317  Burt  Becker  624-8711 
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BOOK 


ALCOHOLIC  BEVERAGES  IN 
CLINICAL  MEDICINE 

Chauncey  D.  Leake,  Ph.D 
Milton  Silverman,  Ph.D. 

Some  months  ago,  a book  entitled  Alcoholic 
Beverages  in  Clinical  Medicine  was  sent  to  the 
offices  of  ARIZONA  MEDICINE.  As  our  prob- 
lems at  the  end  of  1966  seemed  to  multiply,  the 
book  went  unread  and  occupied  a prominent 
space  on  a bedstand.  As  the  problems  were 
solved,  the  book  was  picked  up  one  evening  and 
never  replaced  until  completely  read.  The  book 
was  fascinating  enough  that  it  is  felt  that  a de- 
tailed book  review  could  be  placed  in  ARIZONA 
MEDICINE  for  the  benefit  of  its  readers. 

Alcoholic  Beverages  in  Clinical  Medicine  is 
authored  by  two  well-known  researchers  in  the 
field  of  Pharmacology.  They  are  Chauncey  D. 
Leake,  Ph.D.,  who,  at  the  present  time,  is  the 
Director  of  Special  Research  Studies  at  the  Uni- 
versity of  California  School  of  Medicine  and  is 
a Past  President  of  the  American  Association 
for  the  Advancement  of  Science,  and  Milton  Sil- 
verman, Ph.D.,  former  Director  of  Medical  Re- 
search, Wine  Advisory  Board,  California  State 
Department  of  Agriculture,  who  is  now  with 
HEW  in  Washington.  Both  names  are  familiar. 

The  book  is  the  handy  6”  x 9”  size  containing 
160  pages  and  organized  into  a Preface,  Seven 
Chapters,  and  containing  a Bibliography  of  some 
416  sources,  the  majority  of  which  are  almost 
household  names  in  Pharmacology.  The  book  is 
copyrighted  1966  by  Year  Book  Medical  Pub- 
lishers, Inc.,  35  E.  Wacker  Drive,  Chicago,  111., 
and  is  on  sale  in  medical  book  stores.  The  price 
is  $5.25. 

The  first  sentence  of  the  Preface  of  this  book  is 
a key  to  the  contents.  This  sentence  states  that 
“of  all  pharmacologically  active  substances,  prob- 
ably none  is  used  more  widely  than  ethyl  alcohol 
in  the  form  of  various  alcoholic  beverages.” 

Chapter  I is  a Historical  Overview  which  takes 
us  back  some  8,000  years,  to  6000  B.C.,  in  its 
narration  of  the  record  of  alcohol  and  its  colorful 
history  in  regard  to  mankind. 

Chapter  II  is  a Chemistry  of  Alcoholic  Bev- 
erages. The  chapter  is  divided  into  discussion 
of  beers,  table  wines,  dessert  and  cocktail  wines, 
miscellaneous  fermented  spirits  and  beverages, 
liqueurs  and  distilled  spirits.  Even  to  a jaded 
reader,  it  will  be  a revelation  in  its  information 
as  to  what  the  reader  does  not  know  about  the 


types  of  alcoholic  beverages. 

Chapter  HI  pursues  the  Pharmacology  of  Alco- 
holic Beverages  into  a complete  pharmacologi- 
cal report  including  the  physicochemical  prop- 
erties, metabolism,  and  even  the  local  and  cel- 
lular actions  of  the  various  spirits. 

Chapter  IV  dwells  on  the  Indications  for  the 
Medicinal  Use  of  Alcoholic  Beverages  including 
a dissertation  on  the  selection  of  the  beverage 
for  the  various  conditions  in  which  alcohol  may 
be  used  medicinally. 

Chapter  V follows  naturally  and  indicates  the 
Contraindications  to  the  Medicinal  Use  of  Al- 
coholic Beverages  discussing  not  only  individual 
idiosyncrasies  to  alcohol  but  to  conditions  which 
are  disturbed  by  alcoholic  usage  such  as  peptic 
ulcers,  liver  disease,  viral  hepatitis,  kidney  dis- 
ease and  some  metabolic  diseases. 

Chapter  VI  deals  with  the  Toxicity  of  Alco- 
holic Beverages  with  specific  emphasis  being 
placed  on  general  and  acute  alcohol  poisoning 
and  chronic  alcohol  poisoning  and  alcoholism. 

Chapter  VII  is  a chapter  dealing  on  the  So- 
cial Pharmacology  of  Alcoholic  Beverages.  This 
last  chapter  is  frankly  worth  the  reading  of  the 
book.  Cultural  drinking  patterns  are  discussed,  as 
are  beverage  selection,  the  childhood  education 
in  the  use  of  alcohol,  parental  behavior  and  the 
use  of  alcohol,  and  the  cultural  attitudes  rela- 
tive to  the  partaking  of  alcohol  with  meals, 

The  Bibliography,  as  I have  mentioned  above, 
contains  416  separate  items.  It  will  be  noted  that 
references  are  not  only  national,  but  interna- 
tional. 

The  book  is  indexed  adequately  and  contains 
a postscript. 

The  book  is  recommended  not  only  as  a source 
of  information  about  alcohol  but  as  interesting 
reading  at  off-time  periods.  I am  sure  that  all 
physicians  are  at  times  concerned  with  some  of 
the  problems  indigent  to  living  in  a society  in 
which  the  consumption  of  alcohol  is  condoned. 
Doctors  Chauncey  Leake  and  Milton  Silverman 
seem  to  delve  beneath  the  surface  to  give  us  not 
only  an  increase  in  our  basic  knowledge  of  a 
common  pharmacological  agent  but  an  answer 
to  some  of  our  deeper  questions  regarding  the 
ultimate  consumption  of  alcoholic  beverages. 

I can  heartily  recommend  this  book.  The  so- 
phisticated approach  and  the  complete  honesty 
of  the  authors  plus  the  educational  content  of 
the  book  all  make  for  excellent  reading.  R.F.S. 
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Picture  of 
low  back  pain 

Parafon  Forte  helps  to  relieve  pain, 
restore  mobility . . . stop  pain-spasm  feedback 

Here  is  why.  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain,i’2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy® 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action/-®  and  to  retain  effectiveness 
even  on  continued  administration/-^  but  which  does  not 
have  the  central  effects  of  tranquilizing  compounds. 

Prescribe  Parafon  Forte  for  lasting  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  lasting  freedom  of  movement  it  usually  provides. 


treated  with 
Parafon  Forte^BLETs 

Paraflex®  (chlorzoxazone)*  250  mg.  ■ 

Tylenol®  (acetaminophen)  300  mg.  ! 

Cautions  and  side  effects:  Use  with  caution  in  patients  with| 
known  drug  sensitivity.  If  a hypersensitivity  reaction  or  symp-|j 
toms  suggestive  of  liver  dysfunction  are  observed,  the  drug| 
should  be  stopped.  Occasionally,  drowsiness,  dizziness,  light-| 
headedness,  malaise,  overstimulation  or  gastrointestinal  dis-'ii 
turbances  may  be  noted;  rarely  gastrointestinal  bleeding, | 
allergic  skin  rashes,  petechiae,  ecchymoses,  angioneurotic  | 
edema  or  anaphylactic  reactions  may  have  been  drug  associ-| 
ated.  While  Paraflex  (chlorzoxazone)  has  been  suspected  as 
being  the  cause  of  hepatic  toxicity  in  approximately  eighteen  | 
patients,  it  was  not  possible  to  state  that  the  dysfunction  was  t 
or  was  not  drug  induced.  Dosage:  Two  tablets  q.i.d.  Supplied: 
Scored,  light  green  tablets,  imprinted  “McNEIL”— bottles  of  100. 

References;  1.  Batterman,  R.  C.,  and  Grossman,  A.  J. : Fed.  Proc.  H:Z\6, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 

J.  L.  A.,  et  al.:  Gastroenterology  1963.  4.  Conney,  A.  H.,  and  Burns, 

J.  J.:  J.  Pharmacol.  Exp.  Ther.  128:Z40,  1960.  6.  Settel,  E.:  Clin.  Med.  6:1373, 

1959.  6.  Berman,  H.  H.,  et  al.:  Dis.  Nerv. 

*^TTn  T TT  I Syst.  25  :430,  1964.  7.  Darienzo,  C.:  Ibid., 
■Llrl  i # I I ■ I 27:189,  1966.  *u.  patent  so.  2,B«,e77 

McNEiL  laboratories,  inc.,  fort  Washington, pa.  | 
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LEE  S.  COHN,  M.D. 
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dWheraf  psychiatry  and  neurology 

chHd^-^psychtdtrY''^^^^:-'^^'''-- 

psychoaji 
clinical  psychology 

and  family  counselling 


5051  NORTH  34th  STREET 
PHOENIX  18,  ARIZONA 
955-6200 


THE  DIAGNOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


PATHOLOGISTS 

Maurice  Rosenthal,  M.D. 
George  Scharf,  M.D. 
Seymour  B.  Silverman,  M.D 
Bland  Giddings,  M.D. 
Sidney  H.  Zuber,  M.D. 


RADIOLOGISTS 

1130  E.  McDowell  Office  - 258-1601 

Marcy  L.  Sussman,  M.D. 

1901  E.  Thomas  Road  Office  — 274-3603 

Edward  L,  Batts,  M.D. 

William  S.  Stone,  M.D.  ' 

George  A.  Gentner,  M.D. 


Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 

1901  East  Thomas  Road  • Phoenix,  Arizona  • Phone  264*2101 
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...  is  not  news.  What’s  news  is  that  we’ve  embarked  on  the  most  ambitious  film  program  for  pro- 
fessional medical  audiences  ever  launched  against  a single  disease.  A half-million  dollar  film 
project  is  underway— with  technical  advice  from  the  nation’s  leading  medical  authorities. 

Five  of  these  films  are  available  now— 

CANCER  IN  CHILDREN,  DIAGNOSIS  AND  MANAGEMENT  OF  CANCER  OF  THE  COLON  AND  RECTUM, 
ORAL  CANCER,  NURSING  MANAGEMENT  OF  THE  PATIENT  WITH  CANCER,  and  THE  DENTIST  AND 

CANCER.  The  balance  will  be  released  in  1967-1968. 

As  pioneers  in  the  usage  of  medical  films,  we  know  their  value  as  teaching  tools.  Our  Units 
across  the  country  know,  too.  Films  are  a vital  part  of  their  professional  educational  programs. 
We  hope  you  will  contact  your  local  ACS  Unit  about  this  outstanding  new  series. 


AMERICAN  CANCER  SOCIETY 


Classified 


Pharmacy  Directory 


FAIRMONT  PHARMACY 

3231  East  McDowell  Rd.  Phoenix,  Arizona 

PRESCRIPTIONS  - DRUGS 
COSMETICS  - FOUNTAIN 

BRidge  5-571 9 FREE  DELIVERY 


iScottsJale  call 

Lute's  Scottsdale  Pharmacy 


For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1 st  National  Bank 


DOCTOR'S  CENTRAL 
DIRECTORY 

Helen  M,  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  7-7471 

At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1932" 


DANNY  T.  SEIVERT 
INSURANCE 

Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 

Professional  Programs  for  Professional  Men 

Del  Webb's  TowneHouse  — Suite  1 700 
1 00  W.  Clarendon  — Phoenix 
Telephone  277-1487 


MEDICAL  CINEMATOGRAPHY 
By 

AZTEC  FILM  PRODUCTIONS 

2818  N.  Country  Club 
Tucson,  Ariz. 

602-326-6736 


Situation  Wanted:  Board  Certified  general  sur- 
geon desires  to  re-locate  in  Arizona.  Age  41 
years;  solo  private  practice  experience;  li- 
censed in  Arizona.  Reply  Box  64-3,  Arizona 
Medicine,  4601  North  Scottsdale  Road,  Scotts- 
dale, Arizona  85251. 


For  Sale  or  Lease  three  residential  units  zoned 
for  Professional  offices.  Approximately  1400 
sq.  ft.  each.  Can  be  remodeled  to  suit  occupant. 
See  at  6807,  6811  and  6815  East  Thomas 
Road,  Scottsdale.  Contact  Robert  Tapp,  681  1 
East  Thomas  Road;  Telephone:  945-3320  week 
day  evenings,  any  time  Saturday  and  Sunday. 


"WANTED:  Locum  Tenens  in  Prescott,  Arizona. 
Solo  GP  desires  vacation  from  October  15, 
1967,  to  December  10,  1967.  Terms:  50%  of 
gross  for  services  rendered.  No  overhead.  Must 
have  Arizona  License,  and  Credentials  accep- 
table to  the  Medical  Staff  of  Yavapai  Com- 
munity Hospital."  Reply:  R.  G.  Hardenbrook, 
M.D.,  316  Grove  Avenue,  Prescott,  Arizona. 
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OPENINGS  exist  in  several  government  agen- 
cies for  medical  doctors.  In  Phoenix,  an  institu- 
tion is  seeking  a staff  physician,  preferably 
with  an  internal  medicine  or  pulmonary  back- 
ground. A clinic  physician  is  being  sought  for 
the  Yuma  County  public  health  unit,  and  a 
pediatrics  man  is  needed  to  assume  charge  of 
a child  evaluation  center  associated  with  a 
health  organization  in  Tucson.  Salaries  range 
generally  from  $1 5,000-$22,000.  These  are 
permanent  positions  with  some  potential  for 
administrative  director  opportunities.  Expres- 
sions of  interest  should  be  directed  to  the  Ari- 
zona Merit  System,  420  North  15th  Avenue, 
Phoenix,  Arizona  85007. 


24-HOUR  AIR  AMBULANCE  SERVICE 


mm 

A.  L.  mooRe  & sons 


Mortuary  and  Air  Ambulance  Service 

Adams  at  Fourth  Ave.  / Phoenix/ AL  2-3411 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


HOSPITAL  MEDICAL 
CENTER,  LTD. 


100  E.  FOURTH  ST.  SCOTTSDALE,  ARIZONA 


Adjoining  Scottsdale  Baptist  Hospital 


ALLERGIST 

Davis  I.  Arnow,  M.D. 

R.  C.  Romero,  M.D. 

ANESTHESIOLOGIST 
Sue  Boyett,  M.D. 

IMMILY  DOGTOR 

William  B.  McGahey,  M.D. 

John  A.  Martin  III,  M.D. 

GENERAL  PRAGTIGE 

Willard  F.  Worthen,  M.D. 

GENERAL  SURGERY 

Boyd  H.  Metcalf,  M.D. 

GENERAL  SURGERY  - GANGER 
Herbert  N.  Munhall,  M.D. 

INTERNAL  MEDIGINE  & GARDIOLOGY 
Donald  L.  Gorzine,  M.D. 

John  F.  Gurrin,  M.D. 

INTERNAL  MEDIGINE 
GASTROENTEROLOGY 

Gharles  Bergschneider,  M.D. 

OPHTHALMOLOGY 

Robert  L.  Yockey,  M.D. 

ORTHODONTIST 

James  G.  Toye,  D.D.S. 

PATHOLOGY 

G.  H.  Strickland,  M.D. 

Fred  G.  Schoene,  M.D. 

PERIODONTIST 

J.  Richard  Loughry,  D.D.S. 

THORAGIC  GARDIOVASGULAR  SURGERY 
Garl  Impellitier,  M.D. 

UROLOGIG  SURGERY 

Wilfred  M.  Potter,  M.D. 

RADIOLOGY 

M.  Herbert  Nathan,  M.D. 

DENTISTRY 

Lumone  E.  Willmeng,  D.D.S. 

OTHERS 

Srutwa  Pharmacy 
Scottsdale  Opticians 

For  Leasing  Information  Call 
946-9091  or  946-5344 
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Among  the  adjuncts  to  the  physician’s  skill 


Darvon®  Compound-65 

Each  Pulvule®  contains  65  mg.  propoxyphene  hydrochloride, 
227  mg.  aspirin,  162  mg.  phenacetin,  and  32.4  mg.  caffeine. 


Additional  information  available  to  the  medical  profession  upon  request. 

ELI  LILLY  AND  COMPANY,  INDIANAPOLIS,  INDIANA  4620G 


Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 


In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  he,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 
Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 


The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium 


PARKE-DAVIS 
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■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 


LACTINEX  contains  both  Lactobacillus  acid- 
ophilus and  L.  bulgaricus  in  a standardized  viable 
culture,  with  the  naturally  occurring  metabolic 
products  produced  by  these  organisms. 

First  introduced  to  help  restore  the  flora  of 
the  intestinal  tract  in  infants  and  adults,  ^ 
LACTINEX  has  also  been  shown  to  be  useful  in  the 
treatment  of  fever  blisters  and  canker  sores  of 
herpetic  origin.^’  ® 

No  untoward  side  effects  have  been  reported  to 
date. 

Literature  on  indieations  and  dosage  available  on 
request. 


Refere>2ces: 

(1)  Siver,  R.  H.: 
CMD,  2i:109, 
September  1954.  (2) 
Frykman,  H.  H.:  Minn. 
Med.,  3S:19-27, 
January  1955.  (3) 
McGivney,  J.:  Tex. 
State  Jour.  Med., 
51:16-18,  January 
1955.  (4)  Quehl, 

T.  M.:  Jour,  of  Florida 
Acad.  Gen.  Prac., 
15:15-16,  October 
1965.  (5)  Weekes, 

D.  J.:  N.Y.  State  Jour. 
Med.,  58:2672-2673, 
August  1958.  (6) 
Weekes,  D.  J.:  EENT 
Digest,  25:47-59, 
December  1963-  (7) 
Abbott,  P.  L.:  Jour. 
Oral  Surg.,  Anes.,  & 
Hosp.  Dental  Serv., 
310-312,  July  1961. 

(8)  Rapoport,  L.  and 
Levine,  W.  L:  Oral 
Surg.,  Oral  Med.  & 
Oral  Path.,  20:591-593, 
November  1965. 


HYNSON,  WESTCOTT 
& DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 


( LX04 ) 
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LOST  THE  BATTLE 
OF  WATERLOO  BECAUSE 
HE  WAS  TOO  FAT! 

ACCORDING  TO  THE  NEW  YORK  TIMES  OF  APRIL  13,  1890, 

THE  DEFEAT  OCCURRED  BECAUSE  HE  FAILED  TO  CHECK  HIS 
INTELLIGENCE  INFORMATION.  ” IT  WAS  A MATTER  OF  MERE 
INDOLENCE  AND  THIS  INDOLENCE  WAS  CAUSED  BY  FAT." 
source:  jama  we:  65  (ocr.5)  >963. 


THE  BOOK  *'PRAY  YOUR  WE/6HT  AWAY"  \S^G^S  READERS  TO 
"ASK  GOD  TO  HELP  /OU  LIKE  EXERCISE"  FOR  15  MINUTES  A DAY. 

source:  rev.  c.w.  sheod:  new  York,  l/pp/ncotr  /959. 


5>oP^^^according  TO  DRS.  SHIPMAN  AND  PLESSET 
^ "APPARENTLY  NO  DIETER  SUCCEEDS  WHO  IS 
VERY  ANXIOUS  OR  DEPRESSED.'':K  THE  AMBAR  FORMULA 
PROVIDES  METHAMPHETAMINE  TO  HELP  ELEVATE  THE 
MOOD  AND  PHENOBARBITALTO  HELP  REDUCE  ANXIETY. 
^source:  archives  of  general  psychiatry  8:26  (JUNE  1963). 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast  can 


AMBAR  *2 


BRIEF  SUMMARY/Indications:  Ambar 


help  control  most  patients’  appetite  for  up  | I ’ i T | "D  O®  suppresses  appetite  and  helps  offset  emo-  j 

to  12  hours.  Methamphetamine,  the  appe-  L J_l;  J.N  AzxJL/  O 


tite  suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety... helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


methamphetamine  HCl  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


tional  reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 


details. 


A.  H.  ROBINS  COMPANY.  A'lA'D  H R I N ^ 
RICHMOND,  VA.  23220  ^ n 
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lissueli  healing  nicely. 
m anxiehy  slews 
his  steps  hnwapdreenvepy. 

By  helping  overcome  anxiety  and  tension  which  can 
thwart  the  convalescent’s  progress,  Equanil  (me- 
probamate) often  may  play  an  important  role  in 
medical  and  surgical  aftercare. 


Cautions:  Carefully  supervise  dose  and  amounts  prescribed,  especially  for  patients  prone  to  overdose 
themselves.  Excessive  prolonged  use  may  result  in  dependence  or  habituation  in  susceptible  persons— 
as  ex-addicts,  alcoholics,  severe  psychoneurotics.  After  prolonged  high  dosage,  drug  should  be  withdra\wn 
gradually  to  avoid  possibly  severe  withdrawal  reactions  including  epileptiform  seizures.  Side  effects 
include  drowsiness  and,  rarely,  allergic  or  idiosyncratic  reactions.  These  reactions,  sometimes  severe, 
can  develop  in  patients  receiving  only  1 to  4 doses  who  have  had  no  previous  contact  with  meprobamate. 
Mild  reactions  are  characterized  by  urticarial  or  erythematous  maculopapular  rash.  Acute  non-thrombo- 
cytopenic  purpura  with  petechiae,  ecchymoses,  peripheral  edema  and  fever  have  been  reported. 
If  an  allergic  reaction  occurs,  meprobamate  should  be  stopped  and  not  reinstituted.  Severe  reactions, 
observed  very  rarely,  include  angioneurotic  edema,  bronchial  spasms,  fever,  fainting  spells,  hypo- 
tensive crises  (1  fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Warn 
patients  of  possible  reduced  alcohol  tolerance.  Should  drowsiness,  ataxia,  or  visual  disturbances 
occur,  dose  should  be  reduced.  If  symptoms  persist,  patients  should  not  operate  vehicles  or 
dangerous  machinery.  A few  cases  of  leucopenia,  usually  transient,  have  been  reported  follow- 
ing prolonged  dosage.  Other  blood  dyscrasias— aplastic  anemia  (1  fatal  case),  thrombocyto- 
penic purpura,  agranulocytosis  and  hemolytic  anemia— have  occurred  rarely,  almost  always 
in  the  presence  of  known  toxic  agents.  One  fatal  case  of  bullous  dermatitis  following  inter- 
mittent use  of  meprobamate  with  prednisolone  has  been  reported.  Prescribe  very  cautiously 
for  patients  with  suicidal  tendencies.  Suicidal  attempts  should  be  treated  with  immediate 
gastric  lavage  and  appropriate  supportive  therapy. 

Contraindications:  History  of  sensitivity  to  meprobamate. 

Composition:  Tablets,  200  mg.  and  400  mg.  meprobamate.  Coated 
Tablets,  Wyseals®  Equan  IL  (meprobamate)  400  mg.  Continuous- 
Release  Capsules,  Equanil  L-A  (meprobamate)  400  mg. 

Wyeth  Laboratories 
Philadelphia,  Pa. 


Professionally  posed. 


'‘When  I couldn't  even  smell  corned  heef  and  cabbage, 
I decided  it  was  time  for  you,  Doc." 


Maybe  he  doesn't  know  when  he's  well  off.  But 
you  might  want  to  prescribe  long-acting  Nova- 
histine  LP  anyway. 

Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  day  and  night  relief  by  helping 
to  clear  congested  air  passages  for  normal,  free 
breathing.  Novahistine  LP  is  formulated  to  provide 
continuous  therapeutic  effect  for  8 to  12  hours. 
The  decongestant  ingredients  help  restore  normal 
mucus  secretion  and  ciliary  activity— physiologic 
defenses  against  infection  of  the  respiratory  tract. 
Use  cautiously  in  individuals  with  severe  hyper- 
tension, diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that 
drowsiness  may  result.  Each  Novahistine  LP  tablet 
contains  phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 


NOVAHISTINriP 


»l5Tv^  PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapoli’s 


in 

disorders: 


B and  C vitaniitis  aid  thevapy.  Nausea,  vomiting,  and  severe  diarrhea  may 
seriously  interfere  with  the  digestion  and  absorption  of  nutrients.  STRESSCAPS 
capsules,  containing  therapeutic  quantities  of  vitamins  B and  G,  may  help  meet 
the  needs  of  these  patients.  In  digestive  disorders,  as  in  many  stress  conditions, 
STRESSCAPS  vitamins  aid  therapy. 


Each  capsule  contains: 

Vitamin  Bi  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  Bj  (Riboflavin)  10  mg 

Vitamin  B^  (Pyridoxine  HCI)  2 mg 

Vitamin  B12  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

692—6—3943 


ABBOTT 


A Building  Block  approach 
to  treating  hypertension 


With  these  three  therapeutic  building  blocks 

you  can  create  a once-a-day  regimen  to  fit  almost  any  degree 

of  hypertension.  See  the  following  pages  for  details  . . . 


i 


Consider  starting  your  hypertensives 
on  this  basic  thiazide 


A single  daily  dose  of  Enduron  provides 
sodium  excretion  around  the  clock 


Enduron  is  a true  24-hour  single-dose  thiazide. 
Its  sodium  excretion  is  not  squeezed  into  an 
abrupt  peak  during  the  first  several  hours.  It 
is  well-sustained  in  a plateau-like  effect— with 
little  reduction  for  the  first  12  hours,  and  de- 
cline thereafter  only  gradual. 


Potassium  loss,  by  contrast,  is  low.  It  reaches 
an  early  minor  peak,  then  subsides  rapidly. 
Moreover,  since  dosage  is  but  once  a day, 
there  is  but  one  daily  peak  of  potassium  loss. 
As  with  all  thiazides,  however,  dietary  potas- 
sium supplementation  should  also  be  con- 
sidered, especially  in  long  or  intensive  therapy. 

Use  Enduron  as  an  ideal  starting  therapy  in 
mild  hypertension.  Use  it  too,  as  a basic  thera- 
peutic building  block  with  which  other  agents 
can  be  joined,  for  managing  your  more  re- 
sistant hypertensives. 

Once  a day,  every  day 

ENDURON* 

METHYCLOIHIAZIDE 


Minimum 

Usual 

Intermediate 

Maximum 

DAILY 

DOSAGE 

RANGE 

I ■- 

Li 

JJ 

mm 

2.5  mg.  tablet 

5 mg.  tablet 

7.5  mg. 

10  mg. 

See  Brief  Summary  on  final  page  of  advertisement. 


To  build  added  response, 
shift  to  Enduronyl 


The  deserpidine  component  adds 
enhanced  antihypertensive  activity 


The  rauwolfia  component  of  Enduronyl  is  de- 
serpidine (Harmonyl®),  a purified  crystalline 
alkaloid  supplied  only  by  Abbott.  It  augments 
Enduron  with  its  own  antihypertensive  and 
tranquilizing  action. 

Thus  the  combined  clinical  effect  of  these  two 
therapeutic  building  blocks  in  Enduronyl  is 
greater  than  can  ordinarily  be  achieved  with 
either  alone. 

To  add  flexibility,  Enduronyl  comes  in  two 
strengths:  regular  and  Forte.  Both  provide  5 
mg.  of  Enduron.  The  variation  is  where  most 
helpful:  in  the  deserpidine.  The  tablets  are 
scored,  and  give  a surprisingly  wide  and 
economical  choice  of  once-a-day  doses  (see 
below). 

Choose  Enduronyl  for  your  patients  in  the 
broad  range  of  mild  to  moderate  hypertension. 
Patient  acceptance  is  excellent! 

Once  a day,  every  day 

ENDURONYE 

METHrCLOTHIAZIDE  5 MG.  WITH  DESERPIDINE  D.25  MG. 

ENDURONYL  FORTE 

MEIHVCEOTHIAZIDE  5 MG.  WITH  DESERPIDINE  D.5  MG. 


Minimum 


Usual 


Intermediate 


Maximum 


DAILY 

DOSAGE 

RANGE 


2.5  mg.  methyclothiazide 
0.125  mg.  deserpidine 


5 mg.  methyclothiazide 
0.25  mg.  deserpidine 


7.5  mg.  methyclothiazide 
0.375  mg.  deserpidine 


10  mg.  methyclothiazide 
0.5  mg.  deserpidine 


DAILY 

DOSAGE 

RANGE 


2.5  mg.  methyclothiazide 
0.25  mg.  deserpidine 


5 mg.  methyclothiazide 
0.5  mg.  deserpidine 


7.5  mg.  methyclothiazide 
0.75  mg.  deserpidine 


10  mg.  methyclothiazide 
1 mg.  deserpidine 


See  Brief  Summary  on  final  page  of  advertisement. 
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Eutonyl  affords  a different  kind  of 

basic  therapy  for  moderate  to  severe  cases 


Effect  tied  to  reduced  peripheral  vascular 
resistance;  no  central  depressant  action 


Eutonyl  is  a unique  nonhydrazine  agent.  It  is 
reported  to  act  by  reducing  peripheral  vascu- 
lar resistance. ’'2 


In  clinical  trials,  significant  reductions  in  mean 
blood  pressure  were  seen  in  84%  of  patients 
studied— all  were  moderate  to  severe  cases. 
Eutonyl  lowers  diastolic  in  proportion  to  sys- 
tolic, and  in  about  half  of  the  cases  studied, 
reductions  in  the  sitting  and  recumbent  posi- 
tions were  nearly  as  great  as  in  the  standing 
position. 

Most  important:  There  is  no  central  depressant 
action.  In  fact,  some  patients  reported  an  in- 
creased sense  of  well  being. 

Here,  then,  is  a highly  effective  basic  treatment 
for  moderate  to  severe  cases— and  one  that  will 
not  hamper  your  patient  with  lethargy  or  drow- 
siness while  on  treatment. 

Once  a day,  every  day 

EUTONYi: 

PARGYLINE  HYDROCHLORIDE 


Minimum 

Usual  starting 

Intermediate 

Maximum 

DAILY 

DOSAGE 

RANGE 

' J 

'J  -J’  ^ 

10  mg.  tablet 

25  mg.  tablet 

50  mg.  tablet 
or  as  needed 

200  mg. 

1.  Brest,  A.  N.,  et  at.,  Cardiac  and  Renal  Hemodynamic  Response  to  Pargyline,  Ann.  N.  Y.  Acad.  Sci.,  107-1016,  1963. 

2.  Winsor,  T.,  Pargyline  Hydrochloride,  Hypertension,  Urinary  Tryptamine,  and  Vascular  Reflexes,  Geriatrics,  19:598,  Aug.,  1964. 


See  Brief  Summary  on  final  page  of  advertisement. 


Eutron  adds  thiazide  for  enhanced 
therapy  with  milder  side  effects 


Only  a 7/4  mm.  span  between  standing  and  recumbent  pressures 
in  clinical  trials— reduced  chance  of  orthostatic  hypotension 


The  combining  of  Eutonyl  and  Enduron  in  Eu- 
tron permits  a significantly  greater  antihyper- 
tensive effect  than  with  either  agent  used 
alone.  This  in  turn  may  allow  therapeutic  suc- 
cess with  lesser  dosage— and  correspondingly 
milder  side  effects. 

A significant  finding  in  clinical  trials  was  the 
drug’s  action  in  lowering  blood  pressure  to 
nearly  equal  levels  in  all  body  positions.  Total 
average  spread  between  standing  and  recum- 
bent readings  (after  treatment)  was  only  7/4 
mm.  Hg. 

Thus,  in  your  moderate  to  severe  cases,  Eutron 
affords  a usually  smooth  course  of  therapy, 
often  with  reduced  likelihood  of  orthostatic  ef- 
fects. (The  usual  precautions  against  rising 
suddenly,  of  course,  will  always  apply.)  And, 
because  of  the  thiazide  component,  Eutron 
may  be  used  in  the  presence  of  congestive 
heart  failure. 


Once  a day,  every  day 

EUTRON" 

PARGYLINE  HYDROCHLORIDE  25  MG. 
WITH  METHYCLOTHIAZiOE  5 MG. 


DAILY 

DOSAGE 

RANGE 


Minimum 


12.5  mg.  pargyline 
hydrochloride  and  2.5  mg. 
methyclothiazide 


Usual  starting 


25  mg.  pargyline 
hydrochloride  and  5 mg. 
methyclothiazide 


Intermediate 


37.5  mg.  pargyline 
hydrochloride  and  7.5  mg. 
methyclothiazide 


Maximum 


50  mg.  pargyline 
hydrochloride  and  10  mg. 
methyclothiazide 


See  Brief  Summary  on  final  page  of  advertisement. 
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ENDU:  ON 


ENDURONYE 


methvcloihia;id[ 


Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


Indications:  Enduron  is  used  to  control  edema  and  mild 
to  moderate  hypertension;  also  used  with  other  drugs  for 
hypertension.  Enduronyl  is  used  in  mild  to  moderately 
severe  hypertension:  when  used  with  Enduronyl,  more 
potent  agents  can  be  given  at  reduced  dosage  to  mini- 
mize undesirable  side  effects. 

Contraindications:  Neither  Enduron  nor  Enduronyl  should 
be  used  in  severe  renal  disease  (except  nephrosis)  or 
shutdown;  in  severe  hepatic  disease  or  impending  hepatic 
coma;  in  patients  sensitive  to  thiazides.  Hepatic  coma 
has  been  reported  as  a result  of  hypokalemia  in  patients 
receiving  thiazides. 

Enduronyl  is  contraindicated  in  patients  with  severe 
mental  depression  and  suicidal  tendencies,  active  peptic 
ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  reactions  in  pa- 
tients with  a history  of  allergy  or  asthma.  If  added  potas- 
sium intake  is  indicated,  dietary  supplementation  is  rec- 
ommended. Enteric-coated  potassium  tablets  should  be 
reserved  for  cautious  use  only  when  adequate  dietary 
supplementation  is  not  practical  because  those  tablets 
may  induce  serious  or  fatal  small  bowel  lesions  consisting 
of  stenosis  with  or  without  ulceration.  These  small  bowel 
lesions  have  caused  obstruction,  hemorrhage  and  per- 
foration frequently  requiring  surgery.  Medication  should 
be  discontinued  immediately  if  abdominal  pain,  disten- 
sion, nausea,  vomiting  or  Gl  bleeding  occurs. 
Precautions:  Use  thiazides  with  caution  in  severe  renal 
dysfunction,  impaired  hepatic  function,  or  progressive 
liver  disease.  In  surgical  patients,  thiazides  may  reduce 
the  response  to  vasopressors  and  increase  the  response 
to  tubocurarine.  Use  thiazides  with  caution  in  pregnancy 
(bone  marrow  depression,  thrombocytopenia,  or  altered 
carbohydrate  metabolism  have  been  reported  in  certain 
newborn  infants).  Also  reported  have  been:  blood  dys- 
crasias  including  thrombocytopenia  with  purpura,  agran- 
ulocytosis and  aplastic  anemia;  elevations  ot  BUN, 
serum  uric  acid,  or  blood  sugar.  Symptomatic  gout  may 
be  induced.  Antihypertensive  response  may  be  enhanced 
following  sympathectomy. 

Use  Enduronyl  with  caution  in  patients  with  a history 
of  peptic  ulcer,  as  rauwolfias  may  increase  gastric  secre- 
tion. Discontinue  at  the  first  sign  of  mental  depression. 
Rauwolfia  alkaloids  may  increase  hypotensive  effects  of 
surgery  or  anesthesia,  and  should  be  discontinued  two 
weeks  prior.  They  also  lower  the  convulsive  threshold 
and  shorten  seizure  latency.  In  epilepsy,  dosage  adjust- 
ment of  anticonvulsant  medication  may  be  necessary. 
Alcohol,  barbiturates,  or  narcotics  may  potentiate  action 
of  deserpidine. 

Adverse  Reactions:  During  intensive  or  prolonged  ther- 
apy, guard  against  hypochloremic  alkalosis  and  hypo- 
kalemia (especially  the  latter  if  patient  is  on  digitalis). 
All  patients  should  be  observed  for  signs  of  hyponatremia 
("low-salt”  syndrome).  Reported  thiazide  reactions  in- 
clude: anorexia,  nausea,  vomiting,  diarrhea,  headache, 
skin  rash,  dizziness,  paresthesia,  weakness,  photosensi- 
tivity, jaundice,  and  pancreatitis. 

Reported  rauwolfia  reactions  include:  nasal  stuffiness, 
nausea,  weight  gain,  diarrhea,  aggravation  of  peptic  ul- 
cer, epistaxis,  skin  eruption,  and  reduction  of  libido  and 
potency.  Excessive  drowsiness,  fatigue,  weakness,  and 
nightmares  may  signal  early  signs  of  mental  depression. 


EUTONY': 


EUTRO^'™ 


PARtUIIIE  HVDIIOCHEOIIDE 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications:  For  treatment  of  patients  with  moderate  to 
severe  hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  Not  recommended  for  patients  with 
mild  or  labile  hypertension  amenable  to  therapy  with 
sedatives  and/or  thiazide  diuretics  alone.  It  is  desirable 
to  establish  the  dosage  of  Eutron  by  administering  com- 
ponent drugs  separately. 


Contraindications:  Pheochromocytoma,  advanced  renal 
disease,  increasing  renal  dysfunction,  paranoid  schizo- 
phrenia and  hyperthyroidism.  Hepatic  coma  has  been 
reported  as  consequence  of  hypokalemia  with  thiazide 
therapy.  Until  further  experience  is  gained  not  recom- 
mended for  patients  with  malignant  hypertension,  chil- 
dren under  12,  or  pregnant  patients. 

Concomitant  use  of  the  following  is  contraindicated: 
other  monoamine  oxidase  inhibitors;  parenteral  forms  of 
reserpine  or  guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine  and  ami- 
triptyline, or  similar  antidepressants;  methyidopa.  2 week 
interval  should  separate  therapy  and  use  of  these  agents. 

Methyclothiazide  is  contraindicated  in  patients  with 
known  sensitivity  to  thiazides. 

Warnings:  Pargyline  hydrochloride  is  a monoamine  oxi- 
dase inhibitor.  Warn  patients  against  eating  cheese,  and 
using  alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When  indicated, 
alcohol,  narcotics  (meperidine  should  be  avoided),  anti- 
histamines, barbiturates,  chloral  hydrate,  and  other  hyp- 
notics, sedatives,  tranquilizers,  or  caffeine,  may  be  used 
cautiously  in  reduced  dosage.  In  emergency  surgery  Va 
to  Vs  the  usual  dose  of  narcotics,  analgesics,  and  other 
premedications  should  be  used  avoiding  parenteral  ad- 
ministration where  possible.  Carefully  adjust  dose  of  an- 
esthetics to  response  of  patient.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Warn  patients  about  the  possibility  of  postural  hypo- 
tension. Those  with  angina  or  coronary  artery  disease 
should  not  increase  physical  activity  with  an  improve- 
ment in  well  being.  Pargyline  may  lower  blood  sugar. 

Avoid  use  of  enteric-coated  potassium  tablets,  as 
these  may  induce  serious  or  fatal  small-bowel  lesions 
consisting  of  stenosis  with  or  without  ulceration.  These 
small-bowel  lesions  have  caused  obstruction,  hemor- 
rhage and  perforation  frequently  requiring  surgery.  Med- 
ication should  be  discontinued  immediately  if  abdominal 
pain,  distension,  nausea,- vomiting  or  Gl  bleeding  occurs. 
These  products  contain  no  added  potassium  salts  and  if 
added  potassium  intake  is  desired,  dietary  supplemen- 
tation is  recommended.  Coated  potassium  tablets  should 
be  reserved  for  cautious  use  when  adequate  dietary 
supplementation  is  impractical.  In  patients  with  a his- 
tory of  allergy  or  asthma  the  possibility  of  sensitivity 
reactions  should  be  considered. 

Precautions:  Measure  blood  pressure  while  patient  is 
standing  to  determine  antihypertensive  effect.  Use  with 
caution  in  hyperactive  or  hyperexcitable  persons.  Such 
persons  may  show  increased  restlessness  and  agitation. 
Withdraw  drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  increasing  drug 
effects  or  elevation  of  BUN  and  other  evidence  of  pro- 
gressive renal  failure;  withdraw  drug  if  such  alterations 
persist  and  progress.  Use  with  caution  in  patients  with 
liver  disease.  As  with  all  new  drugs,  complete  blood 
counts,  urinalyses,  and  liver  function  tests  should  be 
performed  periodically.  With  prolonged  therapy,  examine 
patients  for  change  in  color  perception,  visual  fields 
and  fundi.  Also  reported  have  been:  blood  dyscrasias 
including  thrombocytopenia  with  purpura,  agranulocytosis 
and  aplastic  anemia;  elevations  of  BUN,  serum  uric  acid, 
or  blood  sugar.  Symptomatic  gout  may  be  induced.  In 
surgical  patients  thiazides  may  reduce  response  to  vaso- 
pressors and  increase  response  to  tubocurarine. 

Adverse  Reactions:  Pargyline  may  be  associated  with 
orthostatic  hypotension.  Mild  constipation,  slight  ede- 
ma, dry  mouth,  sweating,  increased  appetite,  arthralgia, 
nausea  and  vomiting,  headache,  insomnia,  difficulty  in 
micturition,  nightmares,  impotence,  delayed  ejaculation, 
rash,  and  purpura  have  been  encountered  with  pargy- 
line. Hyperexcitability,  increased  neuromuscular  activ- 
ity (muscle  twitching)  and  other  extrapyramidal  symp- 
toms have  been  reported  in  a few  patients  with  reduced 
cardiac  reserve. 

During  intensive  or  prolonged  therapy,  guard  against 
hypochloremic  alkalosis  and  hypokalemia  (especially 
the  latter  if  patient  is  on  digitalis).  Observe  all  patients 
for  signs  of  hyponatremia  (“low  salt”  syndrome). 

Reported  thiazide  reactions  also  include  anorexia, 
nausea,  vomiting,  diarrhea,  headache, 
dizziness,  paresthesia,  weakness,  skin 
rash,  photosensitivity,  jaundice,  and  pan- 
creatitis. Nocturia  has  been  observed 
with  the  combination.  709075R 
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WELCOME  ABOARD 


For  many  years  we  have  dreamed,  planned 
and  antieipated  the  opening  of  the  College  of 
Medicine  at  the  University  of  Arizona.  A site 
was  chosen,  primary  personnel  was  obtained, 
ground  was  broken,  construction  begun,  a fac- 
ulty formed,  and  the  first  students  for  the  first 
class  were  selected. 

This  month  the  teaching  of  medical  students 
in  the  State  of  Arizona  begins  — and  a new  era 
of  medicine  in  Arizona  becomes  a reality. 

ARIZONA  MEDICINE  presents  this  com- 
memorative issue  with  pride.  It  has  been  com- 
piled entirely  by  the  Eaculty  of  the  College  of 
Medicine,  and  in  it  the  Dean  of  the  College, 
Dr.  Merlin  K.  DuVal,  introduces  the  individual 
members  of  the  faculty,  the  medical  students, 
and  all  related  personnel.  The  issue  reflects  not 
only  a devotion  to  Medicine,  but  a dedication 
to  Science. 

The  impact  of  the  College  of  Aledicine  on  the 
scope  and  stature  of  Medicine  in  Arizona  can 
only  be  estimated  and  any  present  estimation, 
in  view  of  future  phms  and  projections,  would 
at  best  be  inadequate.  Time  alone  can  complete 
this  vista  and  fulfill  the  many  promises. 

So  to  our  friends  and  colleagues  at  the  Col- 
lege of  Medicine,  we  say  — 

WELL  DONE! 


WELCOME  ABOARD! 


Editorials  of  Arizona  Medicine  are  the  opinions 
of  the  authors  and  do  not  necessarily  represent  the 
official  stand  of  The  Arizona  Medical  Association, 
Inc.  The  opinions  of  the  Board  of  Directors  may 
be  sought  in  the  published  proceedings  of  that  body. 


Roland  F.  Schoen,  M.D. 

Editor 
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NewTarey  ton  lOO’s  with  even  I 
more  of  the  taste  worth  fiqhtinq  for. 
Taieyton-America's  largest- 
selling  charcoal-tip  cigarette. 
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when  bursitis  hits  a 
280-lb.  tackle, 

hit  back  with 
Butazolidin  alka 


Indications:  Osteoarthritis,  rheumatoid  arthritis,  rheumatoid  spon- 
dylitis, psoriatic  arthritis,  acute  gout,  painful  shoulder  (peritendinitis, 
capsulitis,  bursitis  and  acute  arthritis  of  that  joint),  acute  superficial 
thrombophlebitis. 

Contraindications:  Edema;  danger  of  cardiac  decompensation;  history 
or  symptoms  of  peptic  ulcer;  renal,  hepatic  or  cardiac  damage;  history 
of  drug  allergy;  history  of  blood  dyscrasia.  The  drug  should  not  be 
given  when  the  patient  is  senile  or  when  other  potent  drugs  are  given 
concurrently.  Large  doses  of  Butazolidin  alka  are  contraindicated  in 
glaucoma. 

Warning:  If  coumarin-type  anticoagulants  are  given  simultaneously, 
watch  for  excessive  increase  in  prothrombin  time.  Instances  of  severe 
bleeding  have  occurred.  Pyrazole  compounds  may  potentiate  the 
pharmacologic  action  of  sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving  such  therapy.  Use  with 
great  caution  in  the  first  trimester  of  pregnancy. 


Precautions:  Before  prescribing,  carefully  select  patients,  avjtf' 
those  responsive  to  routine  measures  as  well  as  contraindicatei  | 
tients.  Obtain  a detailed  history  and  a complete  physical  and  labcH 
examination,  including  a blood  count.  The  patient  should  not  el« 
recommended  dosage,  should  be  closely  supervised  and  shot* 
warned  to  discontinue  the  drug  and  report  immediately  if  fever* 
throat,  or  mouth  lesions  (symptoms  of  blood  dyscrasia);  sudden  \'i| 
gain  (water  retention);  skin  reactions;  black  or  tarry  stools  orll 
evidence  of  intestinal  hemorrhage  occur.  Make  regular  blood  ctr 
Discontinue  the  drug  immediately  and  institute  countermeasures^ 
white  count  changes  significantly,  granulocytes  decrease,  or  imn# 
forms  appear.  Use  greater  care  in  the  elderly  and  in  hypertenv 

Adverse  Reactions:  The  most  common  are  nausea,  edema  anc<i 
rash.  Swelling  of  the  ankles  or  face  may  be  minimized  by  withhdii 
dietary  salt,  reduction  in  dosage  or  use  of  diuretics.  In  elderly  pasi 
and  in  those  with  hypertension  the  drug  should  be  discontinuec* 
the  appearance  of  edema.  The  drug  has  been  associated  with  pep: 


280-lb.  tackles— or  108-lb.  housewives— Butazolidin  alka  can  hasten  recovery  from  the 
)nizing  pain  of  shoulder  bursitis. 

not  for  every  patient.  Check  carefully  the  Contraindications,  Warning  and 
cautions  shown  below. 

i adverse  reactions  may  occur.  The  most  common  are  nausea,  edema  and  rash, 
ely,  agranulocytosis  has  been  reported.  All  adverse  reactions  are  listed  below,  too. 

y-for-pay  or  workaday  patients— when  they  come  up  with  shoulder  bursitis  and  your 
lical  judgment  indicates  Butazolidin  alka— go  with  it. 

i watch  the  comeback. 


and  may  reactivate  a latent  peptic  ulcer.  The  patient  should  be  in- 
:ted  to  take  doses  immediately  before  or  after  meals  or  vvith 
to  minimize  gastric  upset.  Mild  drug  rashes  frequently  subside 
reduction  of  dosage.  However,  rash  accompanied  by  fever  or 
r systemic  reactions  usually  requires  withholding  medication, 
auric  rash  has  also  been  reported.  Agranulocytosis,  exfoliative 
natitis,  Stevens-Johnson  syndrome,  or  a generalized  allergic  re- 
on  similar  to  serum  sickness  may  occur  and  require  permanent 
drawal  of  medication.  Stomatitis,  salivary  gland  enlargement, 
liting,  vertigo  and  languor  may  occur.  Leukemia  and  leukemoid 
;tions  have  been  reported.  While  not  definitely  attributable  to  the 
3,  a causal  relationship  cannot  be  excluded.  Thrombocytopenic 
3ura  and  aplastic  anemia  may  occur.  Confusional  states,  agitation, 
dache,  blurred  vision,  optic  neuritis  and  transient  hearing  loss  have 
n reported,  as  have  hyperglycemia,  hepatitis,  jaundice,  and  several 
3s  of  anuria  and  hematuria.  With  long-term  use,  reversible  thyroid 
erplasia  may  occur  infrequently.  Moderate  lowering  of  the  red  cell 
nt  due  to  hemodilution  may  occur.  6509-V(B)R2 


Butazolidin  alka 

Capsules 

100  mg.  phenylbutazone 
100  mg.  dried  aluminum  hydroxide  gel 
150  mg.  magnesium  trisilicate 
1.25  mg.  homatropine  methylbromide 

Dosage  in  painful  shoulder:  Initial:  3 to  6 capsules  daily  in  3 or  4 equal 
doses.  Trial  period:  1 week.  Maintenance  dosage  should  not  exceed 
4 capsules  daily;  response  is  often  achieved  with  1 or  2 capsules  daily. 

For  complete  details,  please  see  full  prescribing  information. 


3igy  Pharmaceuticals 

vision  of  Geigy  Chemical  Corporation.  Ardsley,  New  York 


even  better  together 
in  mild  hypertension 


Serpasil-Esidrix 

(reserpine  and  hydrochlorothiazide  CIBA) 

Combination  Tablets 


Serpasil-Esidrix  combines  reserpine  (the  original,  and  most  widely  used, 
rauwolfia  alkaloid  developed  by  CIBA)  with  hydrochlorothiazide  (the  meet 
widely  used  oral  diuretic,  also  a product  of  CIBA  research). 

even  better  blood  pressure 
reduction— because  2 
antihypertensive  agents 
of  choice  often  work 
better  together 

One  drug  potentiates  the  antihypertensive  action  of  the  other.  Blood 
pressure  is  generally  controlled  with  relatively  low  dosages  of  each  com-* 
ponent,  often  resulting  in  minimized  side  effects. 

Although  each  component  alone  may  provide  adequate  therapy  in  many 
cases  of  mild  hypertension,  the  combination  offers  advantages  which  can- 
not be  achieved  with  single-drug  therapy. 

even  more  patient  benefits-* 
because  complementary 
actions  of  2 anti  hypertensive 
agents  extend  the  range 
of  advantages 

Reserpine,  in  addition  to  lowering  blood  pressure,  provides  central  calm- 
ing action  to  help  relieve  anxiety  and  tension ; provides  bradycrotic  action 
to  slow  the  rapid  heart. 

Hydrochlorothiazide,  in  addition  to  lowering  blood  pressure,  relieves 
edema;  permits  relaxation  of  salt  restriction. 

The  combination  provides  medication  in  one  tablet  instead  of  two;  one 
prescription  instead  of  two— encourages  patient  adherence  to  the  regimen, 
offers  economy. 

for  your  next  patient 
with  miid  hypertension 

Rx  Serpasii-Esidrix 

Combination  Tablets 

Please  see  following  page  for  prescribing  information. 


Serpasil-Esidrix' 

(reserpine  and  hydrochlorothiazide  CIBA) 

Combination  Tablets 


INDICATIONS:  Mild  to  moderate  hypertension,  especially 
when  complicated  by  anxiety,  tachycardia,  or  edema. 

SIDE  EFFECTS  AND  PRECAUTIONARY  MEASURES 

Serpasil®  (reserpine  CIBA) 

Occasional  side  effects:  lassitude,  drowsiness,  nasal 
congestion,  looseness  of  stools,  increased  frequency  of 
defecation.  Rare  side  effects:  anorexia,  headache,  bi- 
zarre dreams,  nausea,  dizziness,  skin  rash. 

Severe  mental  depression  has  appeared  in  a small  per- 
centage of  patients,  primarily  in  a dosage  above  1 mg 
daily.  When  the  drug  is  discontinued,  depression  usually 
disappears,  but  hospitalization  and  shock  therapy  are 
sometimes  required. 

Caution:  Withdraw  reserpine  2 weeks  before  surgery,  if 
possible.  For  emergency  surgical  procedures,  give  vagal 
blocking  agents  parenterally  to  prevent  or  reverse  hypo- 
tension and/or  bradycardia. 

Because  reserpine  may  increase  gastric  secretion  of 
hydrochloric  acid,  use  cautiously  in  patients  with  peptic 
ulcer. 

Use  cautiously  with  digitalis,  quinidine,  or  guanethidine. 
Not  recommended  for  aortic  insufficiency. 

Esidrix®  (hydrochlorothiazide  CIBA) 

Contraindictions:  Oliguria,  renal  shutdown,  progressive 
hepatic  disease,  and  allergy  to  thiazides. 

Warnings:  Stenosis,  hemorrhage,  and  ulceration  of  the 
small  bowel  have  occurred  with  coated  potassium  tab- 
lets. Discontinue  such  medication  when  used  with  Esidrix 
if  gastrointestinal  disturbances  arise. 

Pay  special  attention  to  electrolyte  balance  of  patients 
with  severe  renal  or  hepatic  insufficiency.  In  patients 
with  cirrhosis  and  ascites,  watch  for  symptoms  of  im- 
pending hepatic  coma.  Thiazides  may  decrease  glucose 
tolerance;  use  cautiously  in  diabetics.  Hyperuricemia 
may  occur  but  is  readily  reversed  by  a uricosuric  agent. 
Lowering  of  blood  pressure  may  sometimes  result  in 
nitrogen  retention,  particularly  in  patients  with  impaired 


renal  function.  Dosage  titration  is  necessary  in  such 
patients. 

Precautions:  Watch  for  signs  of  fluid  or  electrolyte  im- 
balance. Further  electrolyte  depletion  may  cause  hypo- 
chloremic alkalosis  and  hypokalemia.  Since  the  latter 
may  precipitate  digitalis  intoxication,  watch  carefully  pa- 
tients who  are  taking  digitalis  or  its  glycosides  or  those 
with  cardiac  arrhythmias.  In  severe  hypokalemia,  large 
oral  or  intravenous  doses  of  potassium  may  be  required. 

A few  infants  born  of  mothers  who  received  thiazides 
during  pregnancy  have  shown  bone  marrow  depression 
with  thrombocytopenia.  Hydrochlorothiazide  decreases 
responsiveness  to  exogenous  norepinephrine  and  in- 
creases responsiveness  to  tubocurarine.  Hypotensive 
episodes  under  anesthesia  have  been  observed  in  some 
patients  receiving  thiazides. 

Side  Effects:  In  addition  to  those  above,  nausea,  ano- 
rexia, headache,  restlessness,  constipation,  dizziness, 
paresthesias,  fatigue,  increased  sweating,  cramps  in 
arms  and  legs,  diarrhea,  abdominal  pain.  Rare  reactions: 
purpura  with  or  without  thrombocytopenia,  skin  rash, 
photosensitivity,  urticaria.  Sometimes  associated  with 
hydrochlorothiazide:  leukopenia,  agranulocytosis,  aplas- 
tic anemia,  pancreatitis,  jaundice,  necrotizing  vasculitis. 

DOSAGE 

Average  dosage  is  2 Tabfets  #2  daily.  For  patients 
requiring  less  hydrochlorothiazide,  substitute  Tablets 
#1.  For  maintenance,  reduce  dosage  to  lowest  effective 
level.  When  necessary,  more  potent  antihypertensive 
agents  may  be  added  gradually  in  reduced  dosages. 

SUPPLIED 

Tablets  #2  (light  orange),  each  containing  0.1  mg  reser- 
pine and  50  mg  hydrochlorothiazide:  bottles  of  100  and 
1000.  Tablets  #1  (light  orange),  each  containing  0.1  mg 
reserpine  and  25  mg  hydrochlorothiazide:  bottles  of  100 
and  1000. 

Consult  complete  literature  before  prescribing. 

CIBA  Pharmaceutical  Company,  Summit,  N.  J.  C I B A 
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Cleopatra 

knew 

what  every 
doctor 
should 
know... 


''Cleopatra  before  Caesar."  An  early  steel  engraving. 


Cleopatra  had  a way  with  men  and  wine.  With  wine,  she  eased  the  jumpy  ten- 
sions of  Julius  Caesar  and  Mark  Antony.  Wine,  mankind's  first  medicine,  had 
been  the  supreme  mild  tranquilizer  thousands  of  years  before  Cleopatra  — and 
still  is  today. 

What  about  you.  Doctor?  Do  you  have  a way  with  wine  and  your  patients? 
To  aid  your  therapy  in  many  types  of  cases  ?^  Our  prescription  for  you  is,  "USES 
OF  WINE  IN  MEDICAL  PRACTICE:  A SUMMARY."  The  result  of  25  years  of 
worldwide  scientific  research,  is  yours  free,  for  the  asking. 

What  about  your  wife?  Does  she  have  a way  with  wine,  to  beguile  you  and 
entertain  her  guests?  Our  prescription  for  her  is  the  free  booklet,  "WINE  TAST- 
ING PARTY"— the  newest  idea  in  entertaining. 

Here's  to  you.  Doctor,  your  family  and  your  patients.  Happier  days  with  wine! 

WINE:  4 ounces  with  lunch  and  dinner  daily.  Wine 
stimulates  gastric  flow;  can  help  the  convalescing  pa- 
tient; can  aid  the  patient  lacking  appetite;  can  help  relieve 
anxiety;  can  help  patients  suffering  from  the  malabsorp- 
tion syndrome;  helps  hospital  and  geriatric  home  morale; 
helps  to  make  meal-time  pleasant  and  relaxing. 

Just  address  WINE  ADVISORY  BOARD,  717  Market  Street,  San  Fran- 
cisco 94103,  on  your  professional  letterhead.  You  will  receive  free, 
"WINE  TASTING  PARTY"  (24pp),  and  "USES  OF  WINE  IN  MEDI- 
CAL PRACTICE." 

WINE  ADVISORY  BOARD,  DEPT.  Cl,  717  MARKET  ST.,  SAN  FRANCISCO,  CALIF.  94103 
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Pneumococci 


Penicillin-Sensitive 
Staphylococci  ^ 


IliSi 


Beta-Hemolytk 

Streptococci 


V-Cillin  K®  provides  dependable  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 

Staph. Aureus(Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 


Antibiofic 

MIC  (meg. /ml.) 
Median  Range 

MIC  (meg. /ml.) 
Median  Range 

MIC  (meg. /ml.) 
Median  Range 

Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0.4-6.3 

0.2 

0.1 -0.4 

0.2 

0.1-1.6 

Oxacillin 

0.4 

0.1-3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0.8 

0.1 

0.1 -0.8 

- 

- 

Nafcillin 

0.4 

0.2-0.8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adapted  from  Klein,  J.  O.,  and  Finland,  M.:  New  Englond  J.  Med. ,269:1019,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


Adapted  from  Griffith,  R.  S.,  and  Black,  H.  R.:  Current  Ther.  Res.,  6 253,  1964. 


V“Cillin 

Potassium  Phenoxymethyl  Penicillin 


fSee  next  page  for  prescribing  information.) 


New  500  mg.  tablets ...  a more  convenient  way  to  give  high  doses 


I 


© V-CliUNK® 

4^^  POTASSHIM  PKEMOXrMITHVI. 
%t;-  WNWtUIN  TAAtO’S.  U.S.P. 


500  mg.  (SQO, 000  Units) 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  the  use  of  penicillin  may  cause  acute 
anaphylaxis  which  may  prove  fatol  unless  promptly  controlled.  This 
type  of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  and  in  those  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available  for 
emergency  administration.  These  include  epinephrine  and  pressor 
drugs  (as  well  as  oxygen  for  inhalation)  for  relief  of  immediate  allergic 
manifestations  and  antihistamines  and  corticosteroids  for  delayed 
effects. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a patient 
with  a strongly  positive  history  of  allergy. 


In  prolonged  therapy  with  penicillin,  and  particularly  with  high! 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal  ane'^ 
hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory  studies 
(including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth  o'j 
pencillin-insensitive  organisms.  In  such  cases,  its  administration  shoulc. 
be  discontinued,  and  appropriate  measures  should  be  taken.  j 

Adverse  Reactions:  Although  serious  allergic  reactions  are  much  les: 
common  with  administration  of  oral  penicillin  than  with  intramusculoi 
forms,  manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  does  possess  a signiff 
cant  index  of  sensitization.  The  following  hypersensitivity  reaction;* 
associated  with  the  use  of  penicillin  have  been  reported:  skin  rashe^ 
ranging  from  maculopapular  eruptions  to  exfoliative  dermatitis;  urti 
caria,-  and  reactions  resembling  serum  sickness,  including  chills,  feverJ 
edema,  arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxS 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia,  thronv) 
bocytopenia,  and  nephropathy  are  rarely  observed  side-effects  one 
are  usually  associated  with  high  parenteral  dosage. 
Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-Cillin  K 
Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  units)  three' 
times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  infants] 
the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divided  intc 
three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated  bac 
teremia  may  be  treated  with  200,000  to  400,0000  units  three  times  ( 
day.  Therapy  should  be  continued  for  a minimum  of  ten  days  to  preveri 
development  of  rheumatic  fever  and/or  other  serious  complications 
Dosage  for  routine  streptococcus  prophylaxis  in  patients  with  a histoq 
of  rheumatic  fever  or  congenital  heart  disease  may  be  200,000  unit* 
once  or  twice  daily.  When  such  patients  undergo  tonsillectomy,  toot 
extraction,  or  other  minor  surgery,  the  prophylactic  dose  should  h 
500,000  units  every  six  hours  given  two  days  prior  to  surgery  and  fo 
two  days  postoperatively.  If  oral  medication  is  not  feasible  on  the  da* 
of  surgery,  parenteral  therapy  should  be  considered.  Mild  to  moder. 
ately  severe  pneumococcus  pneumonia  has  been  treated  effectively 
with  250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  giver 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  proce 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  four  hours  fo 
three  doses  may  be  employed;  in  females,  500  mg.  every  four  hour; 
for  six  doses  are  recommended.  Refractory  infections  generally  responc 
to  a second  treatment  three  to  four  days  following  completion  of  the 
first.  Treatment  of  gonorrhea  with  severe  complications  should  be 
individualized,  with  prolonged  and  intensive  treatment.  Patients  with  c 
suspected  lesion  of  syphilis  should  have  a dark-field  examination  be 
fore  receiving  penicillin  and  monthly  serologic  tests  for  a minimum  o 
three  months. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  units),  ir 
bottles  of  50  and  100;  and  250  mg.  (400,0000  units)  and  500  mg. 
(800,000  units),  in  bottles  of  24  and  100. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  units)  pei 
5 cc.  of  solution,  in  40, 80,  and  1 50-cc.-size  packages.  [03206/ 

Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
46206. 
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Yes,  it  cost  a lot  of  money,  time  and  effort  to  get  this  medical  school  to  open 
its  doors  at  this  address.  □ But  the  return  on  the  investment  far  outweighs  the 
investment  itself:  More  hands  and  hearts  to  heal  the  state's  hurt  and  sick,  migra- 
tion to  Arizona  of  significant  talents  and  minds,  prestige  for  our  state.,, a future 
bright  with  promise  for  all  Arizonans.  □ We  have  always  considered  the  two-way 
street  too:  What's  best  for  our  subscribers,  physicians  and  hospitals  is  naturally 
good  for  us  too  and  strengthens  the  bonds  between  us.  n It  gives  us  great  pleasure 
to  greet  another  institution  which  offers  a similar  exchange. 


ARIZONA 
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This  pain  is 
getting  on 
my  nerves. 


Patients  in  pain  often  experience  concomitant  anxiety  and  tension, 
which  may  add  to  the  burden  of  pain. 

For  such  patients,  you  may  want  to  prescribe  a preparation  that 
offers  more  than  simple  analgesia. 

A good  choice  is  often  Equagesic®  (meprobamate  and  ethohep- 
tazine  citrate  with  aspirin),  It  helps  relieve  pain.  And  anxiety.  And 
skeletal  muscle  spasm  as  related  to  pain  or  anxiety  and  tension. 


TABLETS 


Equagesic 

(meprobamate  and  ethoheptazine 
citrate  with  aspirin) 


Contraindications;  History  of  sensitivity  or  severe  intolerance  to  aspirin  or 
meprobamate. 

Warnings:  USE  IN  PREGNANCY;  Safety  for  use  during  pregnancy  or  lactation 
has  not  been  established;  therefore  it  should  be  used  in  pregnant  patients  or 
women  of  child-bearing  age  only  when  the  physician  judges  its  use  essential  to 
the  patient's  welfare. 

Precautions:  Keep  out  of  reach  of  children.  Not  recommended  for  patients 
12  years  old  or  less.  Carefully  supervise  dose  and  amounts  prescribed,  especially 
for  patients  prone  to  overdose  themselves.  Excessive  prolonged  use  of  meprobamate 
may  result  in  dependence  or  habituation  in  susceptible  persons— as  alcoholics,  ex-addicts, 
severe  psychoneurotics.  Withdraw  gradually  after  prolonged  high  dosage  to  avoid  possibly 
severe  withdrawal  reactions  including  epileptiform  seizures.  Warn  patients  of  possible  reduced 
alcohol  tolerance.  If  drowsiness,  ataxia  or  visual  disturbances  (impairment  of  accommodation  and 
visual  acuity)  occur,  reduce  dose.  If  symptoms  persist,  caution  patients  against  operating  machinery 
or  driving.  After  meprobamate  overdose,  prompt  sleep,  reduction  of  blood  pressure,  pulse  and 
respiratory  rates  to  basal  levels,  and  hyperventilation  are  reported.  Give  cautiously  to  patients  with 
suicidal  tendencies.  Treat  attempted  suicide  (has  resulted  in  coma,  shock,  vasomotor  and  respira- 
tory collapse  and  anuria)  with  immediate  gastric  lavage  and  appropriate  supportive  therapy  (CNS 
stimulants  and  pressor  amines  as  indicated). 

Side  Effects:  Ethoheptazine  and  aspirin  may  occasionally  cause  nausea,  vomiting,  epigastric  distress, 
and  rarely  dizziness.  Overdosage  may  result  in  CNS  depression  (drowsiness  and  lightheadedness)  or 
CNS  stimulation  and  salicylate  intoxication  (requires  induced  vomiting  or  gastric  lavage,  specific 
parenteral  electrolyte  therapy  for  ketoacidosis  and  dehydration,  and  observation  for  hypoprothrom- 
binemic  hemorrhage  [usually  requires  whole  blood  transfusionsp.  Meprobamate  may  cause  drowsiness, 
ataxia  and  rarely  allergic  or  idiosyncratic  reactions.  These  reactions,  sometimes  severe,  can  develop  in 
patients  receiving  only  1 to  4 doses  who  have  had  no  previous  contact  with  meprobamate.  Mild  reactions  are 
characterized  by  urticarial  or  erythematous  maculopapular  rash.  Acute  nonthrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and  fever  have  been  reported.  If  allergic  reacfion  occurs, 
meprobamate  should  be  stopped  and  not  reinstituted.  Severe  reactions,  observed  very  rarely,  include  angio- 
neurotic edema,  bronchial  spasms,  fever,  fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 
stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat  symptomatically  such  as  with  epinephrine,  anti- 
histamine and  possibly  hydrocortisone.  A few  cases  of  leucopenia,  usually  transient,  have  been  reported 
following  continuous  use.  Rarely,  cases  of  aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulo- 
cytosis, and  hemolytic  anemia  have  been  reported;  almost  always,  in  the  presence  of  known  toxic  agents. 
Composition:  150  mg.  meprobamate,  75  mg.  ethoheptazine  citrate  and  250  mg.  aspirin  per  tablet. 

Wyeth  Laboratories  Phiiadeiphia,  Pa. 


Southwestern  Life 

SALUTES 

The  ARUAIIA  ASSURANCE  ACENCV,  Inc. 

for  having  designed  and  developed 
an  outstanding  H.R.-IO  PROGRAM  for 

MEMBERS  of  THE  ARIZONA  MEDICAL  ASSOCIATION 

THE  ARMADA  PLAN 

Southwestern  Life  is  Proud  To  Have  Been  Chosen 
To  Provide  the  Annuity  as  an  important  segment 
of  the  Program  and  the  Disability  Income  Insur- 
ance as  an  Option. 

Tpfetkef,  SOUTHWESTERN  LIFE  INSURANCE  COMPANY 
aHdf  the  ARMADA  ASSURANCE  AGENCY 

kcfte  Uh0  and  mil 
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Arizona  Medicine 


Dear  Doctor: 


We  invite  you  to  read 

"The  Armada  Story" 


During  the  past  few  years,  with  gray  hairs 
increasing  in  number,  I have  been  asked  by 
several  doctor-clients,  “What  happens  to  me 
and  my  program  if  something  happens  to  you? 
To  whom  do  I go?”  Provoking  questions. 
Brown  hair  or  gray,  I could  die  at  any  time 
with  only  my  secretary  really  familiar  with  my 
files.  She  could  help  some,  but  you’d  better 
get  to  her  fast  because  her  pay  check  just 
stopped. 

In  searching  for  a solution,  I asked  myself, 
“What  does  the  physician  without  a partner 
do?”  The  answer  was  just  as  simple  as  the 
question  — complete  records,  history,  previous 
treatment  and  plans  for  future  treatment,  if 
necessary,  available  to  the  physicians  succes- 
sor. In  a clinic  — no  problem  — complete  rec- 
ords always  at  hand,  and  associates  to  carry 
on  with  no  interruption  or  confusion.  Cer- 
tainly my  clients  deserve  the  same  organized 
security  that  I,  as  a patient,  enjoy  with  my 
personal  physician. 

The  idea  began  to  develop  of  an  agency 
(clinic),  staffed  with  highly  qualified  men  — 
men  with  an  intense  interest  and  desire  to 
provide  professional  service  to  a group  of  peo- 
ple having  in  common  many  needs  and  prob- 
lems. This  idea  was  discussed  with  several 
doctors,  each  one  indicating  that  it  sounded 
good.  Since  competition  for  the  physician’s  in- 
surance accounts  is  pretty  keen,  the  new 
agency  had  to  have  much  more  to  offer. 
What? 

True,  I had  been  servicing  the  ArMA-Cal- 
Westem  Group  Life  Insurance  program  in 
most  of  the  state,  but  so  were  other  agents 
servicing  other  group  programs  — County  So- 
ciety programs,  etc.  Others  were  solicited  by 
mail.  Nothing  here  to  give  us  qualified  as- 
surance. 

We  were  aware  of  one  BIG  area  where  we 
could  offer  a necessary  service  — a Group 
Professional  Liability  Program  with  rates  and 
features  attractive  to  all  ArMA  members.  At 
about  the  same  time,  long  awaited  revisions 
in  the  Keogh  Bill  created  new  and  deserved 


interest.  If  these  two  programs  could  be  de- 
veloped for  the  Association  and  made  su- 
perior to  programs  otherwise  available,  we 
knew  we  would  have  the  products  and  could 
then  produce  the  service. 

The  Medical  Economics  Committee  was  ap- 
proached for  permission  to  work  at  develop- 
ing tlie  two  programs.  Permission  was  grant- 
ed — our  work  had  begun.  Much  counseling 
and  many  man-hours  went  into  searching  for 
carriers,  a bank-trustee,  legal  help  and  I.R.S. 
approval  where  needed.  Unfortunately  none 
of  the  carriers  solicited  for  the  liability  cover- 
age greeted  us  with  open  arms.  Our  imme- 
diate efforts  were  therefore  concentrated  on 
the  H.R.-IO  Program.  Six  months  of  collective 
planning  and  research  made  it  possible  to 
present  THE  ARMADA  PLAN  for  approval. 
It  was  approved  and  is  now  available  for  your 
individual  consideration. 

We  did  not  forsake  the  all-important  liabil- 
ity program  and  are  now  in  final  discussion 
on  a combined  Professional  & Personal  Catas- 
trophe Protection  program.  All  signs  indicate 
we  will  have  a reduced  cost,  long-range  pro- 
gram for  qualified  ArMA  members. 

The  ARMADA  ASSURANCE  AGENCY 
was  legally  born  May  31,  1967.  It  is  an  agency 
“dedicated  to  the  service  of  Arizona  Physi- 
sians.  ” It  is  off  the  ground.  It  is  prepared  to 
offer  complete  insurance  service  and  coun- 
seling; estate  conservation  through  intelligent 
planning;  diligent  effort  toward  developing 
advantageous  group  programs  and  improving 
existing  programs,  where  possible;  complete 
and  standardized  record  keeping  on  all  clients; 
and  a corporate  entity  behind  each  staff  mem- 
ber serving  you.  WE  DO  HAVE  MORE  TO 
OFFER.  As  we  see  it,  the  Agency’s  success 
depends  on  two  elements:  our  PERFORM- 
ANCE and  your  CONFIDENCE.  We  know 
the  one  will  produce  the  other. 

Sincerely  yours 

Charles  Fisher,  C.L.U. 

President 


THE  ARA/tADA  ASSURANCE  AGENCY,  INC.  3550  N.  CENTRAL  AVE.,  PHOENIX  264-1059 

In  Tucson  Phone  Tony  Ziehler,  C.L.U. , at  624-8641 
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tear,  moisten,  compare-that’s  all! 
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The  saga  of  medical  education  in  the  United 
States  traverses  hand  in  hand  with  organized 
medicine  and  medical  associations  from  the  time 
the  American  Medical  Association  was  organized 
in  1847.  The  unfortunate  status  of  medical  edu- 
cation in  the  States  was  recognized  by  the  found- 
ing members;  yet,  nothing  concrete  was  accom- 
plished by  the  AM  A until  after  its  reorganiza- 
tion in  1901  into  its  present  constituent  member 
relationship.  The  Council  on  Medical  Education 
established  in  1904  portended  the  urgent  need 
for  upgrading  the  education  of  physicians  and 
the  elimination  of  sectarianism,  quackery  and 
unscrupulous  behavior  in  their  ranks. 

In  1911,  at  the  instance  of  the  Carnegie  Foun- 
dation for  the  Advancement  of  Teaching,  Abra- 
ham Flexner  made  two  close  and  comprehensive 
studies  of  the  status  of  medical  education  at 
home  and  abroad.  His  report  was  made  public 
with  the  assistance  of  the  AMA,  and  his  stric- 
tures of  American  conditions  excited  a storm  of 
comment  and  criticism.  Nevertheless,  his  descrip- 
tions of  what  he  saw  were  truthful,  sincere  and, 
therefore,  authoritative.  Many  inferior  medical 
schools  brought  face  to  face  with  the  fact  that 
“An  unpleasant  truth  is  better  than  a pleasant 
falsehood”  doubtless  resented  an  invitation  to 
go  out  of  business  if  they  could  not  improve 
themselves.  By  the  year  1920  there  were  eighty- 


, ,,  „ 

The  College  of  Medicine  I 
Another  Great  Step  From 
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ARNOLD  H.  DYSTERHEFT,  M.D. 
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eight  accredited  institutions  remaining  from  an 
original  group  of  over  one  hundred  and  fifty. 

From  this  period  on  to  the  present,  continued 
enlightenment  in  medical  education  exists. 

This  month  the  University  of  Arizona  College 
of  Medicine,  joining  the  other  accredited  schools 
of  medicine  in  the  United  States,  opens  its  doors 
to  its  first  class  of  thirty- two  students. 

Modern  medical  education  has  its  foundation 
in  the  laboratory.  The  teaching  of  medicine  as  a 
science  is  of  larger  scope  than  its  practice.  With 
the  gradual  assemblage  of  specialties  and  sub- 
specialties, the  teachers  must  recognize  variance 
of  average  to  brilliance  of  performance  in  stu- 
dents who  must  come  into  contact  with  the 
actual  working  facts  and  experiences  necessary 
for  their  complete  education.  In  the  words  of 
Wunderlich,  “Wherever  the  art  of  medicine  is 
loved  there  also  is  love  for  humanity.” 

The  aim  of  modern  medicine  coordinates  with 
the  advancement  of  all  the  sciences  in  the  pre- 
diction and  control  of  phenomena,  the  preven- 
tion and  control  of  disease.  Medicine  can  and 
should  have  no  fairer  ideal  than  that  of  the 
beautiful  sentence  of  Minot,  “We  have  enthroned 
science  on  imagination,  but  we  have  crovmed 
her  with  modesty  for  she  is  at  once  the  realit)- 
of  human  power  and  the  personification  of  hu- 
man fallibility.” 
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ARIZONA  BOARD  OF  REGENTS 


FROM  LEFT,  DR.  PAUL  L.  SINGER,  PHOENIX;  NORMAN  G.  SHARBER,  FLAGSTAFF;  LEON  LEVY,  TUCSON;  DR.  RICHARD  A.  HAR- 
VILL,  PRESIDENT  OF  THE  UNIVERSITY  OF  ARIZONA,  TUCSON;  BOARD  PRESIDENT  GEORGE  W.  CHAMBERS,  TUCSON;  ELWOOD 
W.  BRADFORD,  YUMA;  ARTHUR  B.  SCHELLENBERG,  PHOENIX;  MRS.  NORMA  BARR  ROCKFELLOW,  PRESCOTT;  AND  WESLEY  P.GOSS, 
SUPERIOR.  SHOWN  BELOW  ARE  GOVERNOR  JACK  WILLIAMS  AND  STATE  SUPERINTENDENT  OF  PUBLIC  INSTRUCTION  SARAH 

FOLSOM,  EX-OFFICIO  MEMBERS  OF  THE  BOARD. 


GOVERNOR  JACK  WILLIAMS 


MRS.  SARAH  FOLSOM 
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RICHARD  A.  HARVILL,  PH.D. 

PRESIDENT 
UNIVERSITY  OF  ARIZONA 


AN  OPEN  LEHER  TO  ASSOCIATION  MEMBERS 


On  behalf  of  the  University  of  Arizona,  I am 
pleased  to  have  this  opportunity  to  acknowledge 
the  recognition  which  the  Arizona  Medical  As- 
sociation is  giving  to  the  University  by  dedicating 
this  issue  of  ARIZONA  MEDICINE  to  the  new 
College  of  Medicine.  Since  1885,  when  the  Uni- 
versity was  established  as  the  land-grant  insti- 
tution for  the  State  of  Arizona,  there  have  been 
many  who  have  looked  forward  to  the  oppor- 
tunity of  making  available  a full  program  of  edu- 
cation in  the  health  sciences.  With  the  arrival 
of  the  College  of  Medicine  on  this  campus  that 
aspiration  is  now  being  realized. 

The  members  of  the  faculty  of  the  new  College 
who  have  recently  arrived  have  brought  inter- 
ests that  are  adding  a fine  new  dimension  to 
the  University  campus  by  serving  as  a stimulus 
to  the  appearance  of  new  research  and  educa- 
tional programs  in  many  of  the  existing  colleges. 
This  is  especially  true  in  the  Colleges  of  Nurs- 
ing, Pharmacy,  Agriculture  and  Engineering,  al- 
though expressions  of  interest  will  undoubtedly 
appear  in  other  colleges  as  well.  At  the  same 
time,  the  stimulus  which  other  faculties  provide 
the  faculty  of  medicine  will  prove  to  be  equally 


beneficial.  It  is  this  productive  interchange  that 
constitutes  one  of  the  most  important  reasons 
that  it  is  preferable  for  a college  of  medicine  to 
be  developed  in  the  university  atmosphere. 

As  members  of  the  Arizona  Medical  Associa- 
tion you  should  feel  both  pleased  and  proud  of 
the  role  you  have  played  in  the  past  decade  or 
more  toward  the  establishment  of  a medical 
school  in  Arizona.  No  other  group  has  such  a 
long  and  consistent  record  of  interest  and  sup- 
port. When  leadership  was  required  in  these 
considerations,  your  group  provided  it.  I am 
confident  that,  without  your  efforts,  Arizona 
would  not  have  taken  its  place  beside  the  other 
42  states  in  which  medical  schools  are  located. 

The  College  of  Medicine  will  inevitably  be- 
come a focal  point  for  the  health  sciences.  We 
hope  that  the  members  of  the  Arizona  Medical 
Association  will  avail  themselves  of  the  educa- 
tional programs  and  capabilities  the  developing 
medical  center  will  provide.  We  also  hope  that 
you  will  continue  to  assist  us  in  our  efforts  to 
develop  new  programs  that  will  be  useful  to  the 
medical  profession  in  the  future. 
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The  following  is  an  attempt  to  summarize  for 
the  membership  of  the  Arizona  Medieal  Asso- 
ciation the  events  leading  up  to  and  resulting  in 
the  accomplishment  of  the  establishment  of  a 
medical  school  in  the  State  of  Arizona.  In  re- 
viewing my  voluminous  accumulated  notes, 
newspaper  articles  and  especially  certain  meet- 
ings of  the  Maricopa  County  Medical  Society, 
I found  episodes  that  could  be  categorized  as 
headaches,  heartaches  and  misunderstandings 
out  of  the  ordinary.  I found  charges  and  coun- 
tercharges of  distortion  of  facts,  preconception 
of  conclusions,  and  improper  weighing  of  statis- 
tics. Occasionally  personal  idiosyncrasies  were 
injected  into  the  pattern.  The  battle  of  the  North 
and  the  South  was  re-fought  with  vehemence. 
Charges  of  provincialism  were  a recurring  image 


on  this  canvas  of  kaleidoscopic  change.  Proper 
attention  to  all  of  these  facets  would  call  for  a 
full  length  novel  in  the  pages  of  Arizona  Medi- 
cine. I have  neither  the  ability  nor  the  inchna- 
tion  to  attempt  it.  The  following  cuts  the  corners 
as  closely  as  possible  and  still  brings  to  you  a 
full  picture  of  events  as  they  occurred  in  chron- 
ological sequence. 

THE  ARIZONA  MEDICAL  ASSOCIATION, 
during  the  Presidency  of  Dr.  Harold  W.  Kohl, 
Sr.  (1948),  expressed  an  interest  in  gathering 
information  regarding  the  possibility  for  a med- 
ical school  in  the  State  of  Arizona.  Dr.  Frank  J. 
Milloy,  then  Secretary  of  the  Association,  sent 
inquiries  to  the  Deans  of  all  two-year  medical 
schools.  He  received  five  replies  and  these  re- 
plies can  be  summarized  by  quoting  from  the 
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lettei'  of  Dean  W.  R.  Berryhill,  University  of 
North  Carolina  — “I  cannot  refrain  from  advising 
you  as  strongly  as  possible  not  to  undertake  the 
establishment  of  a school  of  medicine  giving 
only  the  first  two  years.” 

At  a later  date.  Dr.  Palmer  Dysart  acting  for 
the  Maricopa  County  Medical  Society  conducted 
an  investigation  which  included  an  interview 
with  Mrs.  Ana  Frohmiller  (then  State  Auditor) 
and  the  conclusion  he  reached  was  it  would  cost 
ten  million  dollars  ($10,000,000.00)  for  a phy- 
sical plant  alone.  Dr.  Dysart  emphasized  that  he 
made  no  attempt  to  estimate  faculty  salaries  or 
the  cost  of  yearly  maintenance  of  such  a school. 
He  believed  and  so  did  everyone  else  the  figure 
of  ten  million  dollars  was  of  sufficient  magnitude 
to  discourage  serious  consideration  of  a medical 
school  at  that  time. 

In  1951,  the  Maricopa  County  Medical  Society 
again  expressed  an  interest  in  the  possibility  of 
a medical  school  for  Arizona.  A committee*^  after 
thorough  investigation  submitted  to  the  mem- 
bership: THE  REPORT  OF  THE  COMMITTEE 
ON  ADMISSION  OF  ARIZONA  STUDENTS 
TO  MEDICAL  SCHOOLS.  The  final  recom- 
mendations were:  1.  It  would  seem  financially 
impossible  to  organize  a medical  school  in  Ari- 
zona at  the  present  time.  2.  Some  long-range 
plan  should  be  initiated  to  provide  medical  edu- 
cation for  graduates  of  our  state  schools  who 
wish  to  study  medicine.  This  might  be  accom- 
plished by  a subsidy  plan  or  a scholarship  plan. 

In  1953,  the  recommendation  of  this  commit- 
tee came  to  fruition  with  the  implementation  of 
the  student  exchange  program  of  the  WEST- 
ERN INTERSTATE  COMMISSION  FOR 
HICHER  EDUCATION.  This  was  and  still  is 
a subsidy  program  and  it  immediately  began  to 
do  a satisfactory  job  in  meeting  the  needs  of  the 
students  of  Arizona  regarding  medical  educa- 
tion. For  a period  of  three  years  this  program 
satisfied  everyone.  A medical  school  for  Arizona 
was  certainly  not  a closed  subject  and  this  was 
also  recognized  by  everyone. 

At  the  Sixty-third  Annual  Convention  of  the 
Arizona  Medical  Association  in  April  of  1954, 
a paper  was  presented  by  a member  of  the 
association  entitled:  A MEDICAL  SCHOOL 

“The  following  doctors  served:  Hayes  Caldwell,  (C)  W.  A. 
Brewer,  Wm.  Cleveland,  Martin  B.  Crow,  Harry  Cumming,  Karl 
Harris,  Paul  McFarland,  Yukio  Miyauchi,  Phillip  Rice,  Alvin 
Swenson,  Audrey  Glenn  Urry,  Lowell  Wormley. 


FOR  ARIZONA?*  The  conclusions  of  that  pa- 
per as  garnered  from  the  statistics  then  available 
were:  “It  would  appear  that  Arizona  does  not 
have  the  population  or  the  money  to  support  a 
medical  school  at  this  time.  If  trends  in  popula- 
tion continue,  and  the  State  of  Arizona  through 
its  legislators  can  properly  assume  the  large 
financial  obligation  necessary  to  build  and  main- 
tain a medical  school,  it  might  be  predicted  the 
year  1970  would  see  the  introduction  of  legisla- 
tion for  such  a school.  Presuming  it  will  take 
five  years  to  enact  such  legislation**;  three 
years  to  assemble  the  faculty  and  construct  the 
necessary  buildings;  then  the  first  student  should 
enter  the  medical  school  in  the  fall  of  1978.” 

THE  AMERICAN  ASSOCIATION  OF  MED- 
ICAL COLLECES  re-opened  this  latent  interest 
when  they  brought  forth  a resolution  as  follows: 
“The  Association  of  American  Medical  Colleges 
encourages  Universities  with  strong  leadership 
and  necessary  resources  to  establish  new  pro- 
grams of  medical  education  which  would  offer 
the  first  two  years  of  a four-year  medical  course.” 

The  Arizona  Medical  Association  took  cog- 
nizance of  this  pronouncement  and  promptly 
appointed  a medical  school  committee.***  The 
prime  objective  of  this  committee,  as  stated  at 
that  time,  was  to  gather  information  and  facts 
for  the  members  of  the  Arizona  Medical  Asso- 
ciation so  their  questions  and  questions  of  legis- 
lators or  other  interested  individuals  could  be 
answered  when  inquiries  were  made  regarding 
the  feasibility  of  a medical  school  in  Arizona. 
Leaders  of  the  Arizona  Legislatine  at  that  junc- 
ture also  appointed  a medical  school  committee. 
Thus  a two-pronged  attack  on  the  problem  was 
launched.  It  was  believed  that  each  committee 
would  act  as  a supplement  to  the  other  in  such 
a way  that  the  end  result  would  be  the  accumu- 
lation of  mutually  beneficial  information.  Word 
was  passed  to  the  members  of  the  Arizona  Med- 
ical Association  as  follows:  “For  the  past  few 
years  there  has  been  a slow-burning  enthusiasm 
among  some  members  of  the  Arizona  Medical 
Association  for  the  establishment  of  a medical 
school  in  Arizona.  In  order  that  enthusiasm  be 
not  supplanted  by  emotional  thinking,  the  Ari- 
zona Medical  Association  has  decided  to  gather 

“Subsequently  published  in  ARIZONA  MEDICINE,  Jnnuary 
1955,  Vol.  12,  pp.  18-22. 

““In  those  days  such  things  were  accomplished  at  a rather  slow 
tempo  characterized  by  deliberation  in  the  extreme. 

“““Medical  School  Committee  for  1956,  Drs.  Hamer,  Thayer 
Nenbavier,  Kohl,  Melick  (C). 
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some  facts  for  the  membership.  It  is  emphasized 
that  the  Arizona  Medical  Association  is  not,  at 
this  time  anyway,  promoting  a medical  school 
for  the  State  of  Arizona.  The  medical  school 
committee  is  to  present  facts  in  order  that  a 
midpoint  of  understanding  can  be  had  for  two 
groups.  One  group  of  our  members  is  convinced 
that  Arizona  should  have  a medical  school  estab- 
lished in  the  immediate  future.  They  are  satis- 
fied that  a two-year  medical  school  would  be 
an  adequate  beginning.  These  individuals  also 
believe  that  the  ability  to  teach  medical  school 
students  lies  well  within  the  capability  of  a 
number  of  individuals  within  our  medical  asso- 
ciation membership.  There  is  another  group  of 
members  who  believe  that  Arizona  is  not  ready 
for  a medical  school  because  of  the  enormous 
expense  and  our  small  population.  This  second 
group  also  believes  that  teaching  in  a medical 
school  is  a full-time  job  and  a medical  school 
in  Arizona  would  require  the  importation  for 
the  most  part,  of  full-time  teachers  for  the 
medical  school.” 

It  was  soon  obvious  to  the  members  of  the 
medical  school  committee  tliat  these  two  groups 
had  one  thing  in  common.  The  common  denom- 
inator was  the  complete  lack  of  facts  upon  which 
either  group  could  base  their  contentions  either 
pro  or  con.  It  was  therefore  believed  that  the 
caution  “ideas  without  facts  often  lead  to  action 
without  reason”  made  it  doubly  important  that 
the  medical  school  committee  get  the  facts  to- 
gether for  the  enlightenment  of  its  membership. 
For  another  two-year  period  everything  re- 
mained calm  and  serene  and  the  fact  gathering 
committees  worked  diligently.*^ 

The  Western  Interstate  Commission  for  High- 
er Education  was  vitally  concerned  about  the 
overall  problem  in  the  Western  states  and  they 
announced  that  a study  had  been  launched  under 
the  title  “THE  WEST’S  MEDICAL  MANPOW- 
ER NEEDS.”  Therefore  two  separate  studies  in 
the  State  of  Arizona  were  underway  and  one 
regional  study  group  was  also  in  the  process  of 
gathering  pertinent  facts. 

At  this  juncture  a philanthropist  residing  near 
Phoenix  offered  to  donate  $565,000.00,  if  a two- 
year  medical  school  was  established  forthwith 

“Medical  School  Committee  for  1957,  Drs.  Bate,  Matthiesen, 
Chesser,  Neubauer,  Melick  (C).  Medical  School  Committee  for 
1958,  Drs.  Neubauer,  Kohl,  Hugh  Thompson,  Robbins,  Jarrett, 
John  Green,  Wallace  Reed,  Shupe,  Oscar  Thoeny,  John  Stanley, 
Walter  Brazie,  Melick  (C). 


(or  not  later  than  1960)  at  Arizona  State  College 
(now  Arizona  State  University)  in  Tempe,  Ari- 
zona. This  caused  some  consternation  among 
the  members  of  both  medieal  school  com- 
mittees as  well  as  within  the  Board  of 
Regents  of  the  State  Universities.  The  Board 
of  Regents  was  importuned  by  interested  Phoenix 
boosters  to  approve  this  offer  without  delay.  In 
July  of  1958,  the  Board  of  Regents  conducted 
a hearing  in  an  attempt  to  resolve  the  mounting 
pressure  for  establishment  of  a medical  school. 
From  this  hearing  the  Board  of  Regents  con- 
cluded that  a great  deal  of  additional  informa- 
tion must  be  documented  before  any  decision 
could  be  reached.  An  outside  impartial  evalua- 
tion of  the  situation  was  decided  upon  and  Dr. 
Russell  Poor  of  the  University  of  Florida  was 
asked  to  visit  Arizona  by  the  Board  of  Regents. 
This  he  did  and  his  report  to  them  thereafter 
fortified  the  original  opinion  that  adequate  in- 
formation for  a sound  decision  was  lacking.  A 
request  was  then  made  by  the  Board  of  Regents 
to  the  Commonwealth  Fund  (at  the  suggestion 
of  Dr.  Poor)  for  a grant  of  money  to  conduct  a 
proper  and  comprehensive  study.  Two  officials 
from  the  Commonwealth  Fund  then  visited  Ari- 
zona and  upon  their  recommendation  Arizona 
was  given  a grant  of  $135,000.00  for  the  study. 
A somewhat  confusing  situation  now  arose.  Also 
in  1958,  a group  of  Phoenix  physicians,  joined  by 
a few  physicians  in  outlying  communities,  formed 
the  ARIZONA  STATE  MEDICAL  SCHOOL 
ORGANIZATION.  This  group  was  organized 
with  the  specific  intent  of  promoting  a medical 
school  at  Arizona  State  College  (now  Arizona 
State  University)  in  Tempe.  The  confusion  was 
compounded  when  it  became  apparent  there 
would  be  in  operation  two  organizations  with 
names  remarkably  similar,  the  Arizona  State 
Medical  School  Organization  and  the  Arizona 
Medical  Association  Medical  School  Committee. 
Due  to  the  fact  that  the  actions  and  pronounce- 
ments of  one  organization  might  be  mistakenly 
attributed  to  the  other  organization  and,  further, 
in  view  of  obvious  but  definite  divergence  of 
opinion  between  these  two  regarding  policies 
and  intentions  concerning  medical  education  in 
the  State  of  Arizona,  plus  the  fact  that  such  a 
situation  would  result  in  a dilemma  for  both 
and  a credit  to  neither,  it  was  suggested  that  the 
Arizona  State  Medical  School  Organization 
change  its  name.  Whether  the  change  was  made 
is  not  remembered  as  the  Arizona  State  Medical 
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School  Organization  took  the  route  of  old  gen- 
erals and  simply  faded  away  suffering  from 
inanition  and  financial  anemia. 

During  the  interim  and  while  the  Board  of 
Regents  were  interviewing  candidates  in  order 
to  pick  a director  for  the  medical  school  study, 
the  Arizona  Medical  Association  continued  its 
pursuit  of  the  problem  by  presenting  to  its  mem- 
bership a symposium  on  medical  education. 
This  was  conducted  for  one  day  during  the 
annual  1959  session  of  the  Arizona  Medical  Asso- 
ciation. The  participating  individuals  included 
Deans  of  five  different  medical  schools  repre- 
senting both  two-year  and  four -year  schools.  In 
addition  two  physicians  were  asked  to  discuss 
the  “Town  and  Gown  problem.”  This  symposium 
was  published  in  booklet  form  and  mailed  to  all 
members  of  the  Arizona  Medical  Association. 
An  introductory  statement  to  the  symposium 
booklet  was  as  follows:  “It  is  believed  tliat  the 
thoughts  expressed  and  the  facts  presented  here- 
in should  allow  the  most  rabid  medical  school 
proponents  and  the  most  pessimistic  detractors 
to  meet  on  a common  ground  of  understanding. 
The  Arizona  Medical  Association  confidently 
expects  a rational  and  sane  conclusion  to  the 
problem  of  a medical  school  for  Arizona  based 
on  the  conclusions  as  outlined  in  this  sym- 
posium.” 

The  Board  of  Regents  picked  Dr.  Joseph 
Volker,  director  of  research  studies  of  the  Uni- 
versity of  Alabama,  (and  now  vice-president  in 
charge  of  medical  affairs  in  that  institution)  to 
conduct  the  medical  school  study.  He  gathered 
together  an  imposing  array  of  medical  educa- 
tors as  well  as  authorities  in  other  diverse  but 
related  fields  so  that  he  could  adequately  en- 
compass the  task  assigned  to  him.  Thirteen  indi- 
viduals made  up  the  National  Advisory  Board. 
In  addition  there  was  a liaison  committee*  of 
five  members  from  the  Arizona  Medical  Associa- 
tion. A citizens  committee  of  fifty-three  members 
was  chosen  from  the  state  at  large.  From  this 
overwhelming  array  of  brains  and  talent  there 
emerged  a great  deal  of  discussion  and  many 
hours  of  hard  work.  Dr.  Volker  and  his  task 
force  took  up  residence  in  Phoenix.  The  study 
encompassed  the  greater  portion  of  one  year. 
Added  to  all  this  were  ten  top  flight  consultants 

®Drs.  Brewer  (C),  Beaton,  Manning,  Melick,  Robbins. 
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who  were  given  special  assignments.  This  study 
was  eventually  published  as  The  Arizona  Med- 
ical School  Study.  In  a preface  to  this  volume 
Dr.  Volker  had  this  to  say:  “We  have  made  an 
intensive  and  thorough  going  study  of  medical 
education  in  the  State  of  Arizona  but  in  addition 
we  have  done  much  more.  This  extra  effort 
on  our  part  was  occasioned  by  the  unanimous 
opinion  of  our  study  staff  and  its  national  ad- 
visory board  that  we  should  make  our  concern 
not  only  the  isolated  problem  of  a medical 
school  for  Arizona  but  the  broader  problem  of 
the  health  of  the  residents  of  the  State  of  Ari- 
zona. Although  one  of  the  immediate  objectives 
in  developing  a medical  school  is  to  provide 
practitioners  for  treatment  of  the  sick,  the  ulti- 
mate objective  of  medical  education  is  to  pre- 
serve individual  and  community  health.  To  do 
this,  Arizona  must  think  far  beyond  the  training 
of  physicians.  It  must  recognize  the  importance 
of  the  coordinated  efforts  of  physicians  and  the 
allied  health  workers.  The  latter  exceed  in  num- 
ber, and  approach  in  importance,  the  physician. 
Our  observations  reveal  Arizona’s  manpower 
deficiencies  in  these  fields  are  comparable  to 
those  in  medicine.  As  a consequence,  the  pro- 
gram in  health  education  should  be  increased 
as  soon  as  possible  to  provide  education  for  the 
physicians’  co-workers.  This  should  be  accom- 
panied by  expansion  of  the  state  medical  school 
to  a group  of  state  schools  of  the  health  sci- 
ences. Although  the  education  of  health  practi- 
tioners and  health  researchers  will  be  statewide, 
this  perspective  should  be  foremost  in  the  minds 
of  anyone  in  evaluating  the  recommendations 
which  we  are  now  presenting.” 

One  of  the  problems  that  had  concerned  the 
medical  school  committee  as  noted  in  the  be- 
ginning of  this  review  had  to  do  with  two  and 
four-year  schools.  Dr.  Volker’s  special  consult- 
ants gave  this  particular  matter  careful  atten- 
tion. It  was  their  unanimous  opinion  that  the 
indications  for  a four-year  school  were  over- 
whelming. Very  careful  consideration  was  given 
to  the  most  desirable  location  for  such  a four- 
year  medical  school.  The  national  advisory  board 
and  everyone  connected  with  the  study  were 
unanimous  in  favoring  the  location  of  the  pro- 
posed medical  school  on  the  campus  of  the 
University  of  Arizona  in  Tucson. 
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The  Volker  Report  was  then  presented  to  the 
Board  of  Regents.  After  an  adequate  lapse  of 
time  in  order  to  digest  its  contents,  they  voted 
in  favor  of  establishing  the  medical  school  at  the 
University  of  Arizona  in  Tucson.  To  implement 
this  decision  they  requested  from  the  Arizona 
State  Legislature  an  initial  appropriation  of 
$200,000.00.  This  request  for  monies  was  very 
unpopular  as  the  Board  of  Regents  had  made  the 
decision  to  ask  for  this  money  on  a close  split 
vote.  For  the  sake  of  harmony  the  Board  of 
Regents  then  withdrew  this  request  and  no  fur- 
ther action  was  taken  during  that  legislative 
session.  Later  a re-affirmation  of  the  original 
decision  of  the  Board  of  Regents  resulted  in  a 
unanimous  vote  that  a request  should  again  go 
to  the  legislature  but  this  time  for  the  reduced 
sum  of  $160,000.00.  The  Arizona  legislature 
acted  favorably  on  this  request  and  appropriated 
such  a sum  of  money  to  tire  University  of  Ari- 
zona in  order  that  initial  steps  might  be  taken 
to  establish  a school  of  medicine  on  the  campus 
in  Tucson. 

In  view  of  the  fact  there  had  been  great  con- 
sternation with  regards  to  the  expense  of  starting 
a medical  school  and  also  due  to  the  concern 
still  paramount  among  the  citizens  of  Arizona, 
a group  in  Tucson  headed  up  by  William  Math- 
ews, publisher  of  the  Arizona  Daily  Star,  decided 
to  make  the  attempt  to  raise  the  money  by 
private  donation.  The  Foundation  for  Arizona 
Medical  Education  (FAME)  was  incorporated 
and  under  the  vigorous  leadership  of  Mr.  Math- 
ews and  the  gratifying  response  from  the  citizens 
of  Arizona  a sum  of  $3,000,000.00  was  pledged 
to  this  project.  It  is  worthy  of  note  that  the 
Pima  County  Medical  Society  went  on  record  to 
assess  each  member  of  their  society  $1,000.00  as 
their  contribution  to  this  money-raising  effort. 
This  $3,000,000.00  was  then  matched  with  fed- 
eral funds  (under  the  formula  of  1 to  1.5)  so 
that  the  initial  monies  available  for  tlie  basic 
science  building  was  $7,200,000.00.  Dr.  Merlin 
K.  DuVal  was  selected  by  the  Board  of  Regents 
as  Dean.  Dr.  DuVal  has  called  attention  to  the 
fact  that  the  beginning  of  the  Arizona  medical 
school  is  unique  in  the  raising  of  the  initial 
funds  from  private  sources.  This  has  been  a 
source  of  amazement  to  educators  throughout 
the  United  States.  The  medical  school  will  have 
an  initial  class  of  thirty-two  students. 


798 


Arizona  Medicine 


MERLIN  K.  DuVAL,  M.D. 
DEAN 

COLLEGE  OF  MEDICINE 


0 THE  ARRIVAL  AND  OBJECTIVES  OF  THE 

COLLEGE  OF  MEDICINE 


The  University  of  Arizona  was  established  in 
1885  by  an  Act  of  the  Legislative  Assembly  of 
the  Territory  of  Arizona  as  a Land  Grant  College. 
For  many  years  its  component  parts  consisted 
of  Colleges  of  Agriculture,  Alines  and  Engineer- 
ing and  the  Agricultural  Experiment  Station. 
Then,  the  University  added  Colleges  of  Archi- 
tecture, Business  and  Public  Administration, 
Education,  Eine  Arts,  Law,  Liberal  Arts,  Nurs- 
ing, and  Pharmacy  to  the  original  three  Colleges. 
There  is  also  a Graduate  College  and  a College 
of  Continuing  Education.  The  College  of  Med- 
icine is  the  most  recent  addition  and  will  be  the 
fourteenth  College  on  the  campus. 

At  the  time  the  decision  was  made  to  begin 


a College  of  Medicine,  the  University  enroll- 
ment stood  at  approximately  15,000  students. 
The  University  offered  twenty-two  Bachelor  pro- 
grams, twenty-four  Masters  programs,  and  six- 
teen Doctoral  programs  under  the  jurisdiction 
of  a faculty  of  approximately  1,000  persons. 
Eighty-two  per  cent  of  the  faculty  had  either  a 
Master’s  or  a Doctor’s  degree  at  that  time.  Ap- 
proximately 400,000  square  feet  of  research  space 
were  in  active  use  on  the  campus  of  the  Uni- 
versity and  the  Library  holdings  were  approach- 
ing 700,000  volumes.  Aledically-related  programs 
were  offered  in  Pharmacy,  Nursing,  Medical 
Technology,  Physiology,  Aledical  Alicrobiology, 
Behabilitation  and  Clinical  Psychology.  Expendi- 
tures for  budgeted  and  sponsored  research  on 
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the  Campus  had  reached  a million  dollars  by 
that  time. 

It  was  considerations  such  as  these  that  served 
as  the  basis  for  the  decision  of  the  Regents  to 
start  a College  of  Medicine  on  the  campus  of 
the  University  in  Tucson.  Additional  strength 
was  derived  from  the  fact  that  the  Tucson  com- 
munity included  a fine  number  of  well  trained 
physicians  who  might  serve  as  an  important 
teaching  arm  of  a College  of  Medicine.  Of 
course,  there  were  also  expressions  of  interest 
from  physicians  in  Phoenix  and  other  communi- 
ties in  the  possibility  of  participating  in  the 
educational  programs  of  the  College  of  Medicine 
and  it  seems  likely  that  programs  may  be  de- 
veloped that  will  take  advantage  of  these 
interests. 

The  University  occupies  approximately  150 
acres  of  land  in  the  heart  of  the  city  of  Tucson, 
not  much  more  than  a mile  from  the  business 
center  of  the  community.  The  buildings  are  sit- 
uated on  a very  lovely,  cultivated,  green  and 
palm-lined  campus  which  is  laid  out  on  an  east- 
west  axis  through  which  runs  the  central  mall. 
Academic  buildings  are  aligned  along  the  cen- 
tral mall  with  the  supporting  functions  and 
structures  on  the  periphery.  Two  blocks  north 
of  the  eastern  end  of  the  campus  is  a second 
plot  of  University-owned  property  which  is  ap- 
proximately 30  acres  in  size.  The  College  of 
Medicine  is  located  on  that  site.  It  is  served  by 
two  of  the  major  traffic  arteries  in  Tucson,  one 
of  which  runs  east  and  west  and  the  other  north 
and  south.  Services  and  utilities  are  immediately 
available,  as  is  public  transportation.  The  site 
is  surrounded  by  a lovely  residential  area  which 
contains  a variety  of  private  and  public  housing. 
Expansion  of  the  site,  when  it  is  later  required, 
will  be  possible  by  the  purchase  of  adjacent 
land,  all  of  which  is  improved  and  zoned  pri- 
marily for  residential  purposes.  The  College  of 
Medicine  will  be  situated  on  the  plot  in  such  a 
fashion  that  the  Basic  Sciences  Building  will  be 
at  the  southern  extremity  of  the  site,  as  nearly 
contiguous  with  the  main  campus  as  possible. 
The  Clinical  Sciences  Building  and  Teaching 
Hospital  will  be  developed  as  a continuation  of 
the  Basic  Medical  Sciences  Building  in  a north- 
erly direction  so  that  the  public  and  automotive 
activities  associated  with  the  medical  center  will 
be  oriented  away  from  the  University  campus. 


Elsewhere  in  this  issue  of  ARIZONA  MED- 
ICINE, mention  was  made  of  the  start  of  the 
building  program  for  the  College  by  means  of  a 
private  gifts  campaign.  Briefly,  the  decision  to 
start  a College  of  Medicine  coincided  with  the 
anticipated  arrival  of  the  “post-war  baby  crop” 
and,  as  a result,  the  University  found  it  impos- 
sible to  fund  a new  College  of  Medicine  at  the 
same  time  that  it  had  to  meet  the  capital  con- 
struction requirements  for  additional  classroom 
space.  Therefore,  the  funds  that  were  available 
from  the  legislature  for  capital  construction  were 
used  to  provide  the  classroom  space,  while  the 
basic  medical  sciences  building  of  the  College 
of  Medieine  was  funded  by  contributions  from 
interested  eitizens  together  with  matching  funds 
from  the  U.  S.  Public  Health  Service.  From  these 
two  sources,  $7,300,000  was  raised  during  1964 
and  1985.  The  design  for  the  building  was  com- 
pleted during  that  same  period  and  ground  was 
broken  for  the  building  by  May  of  1966.  It  was 
occupied  late  in  the  summer  of  1967  just  prior 
to  the  admission  of  the  first  class  of  students. 

During  the  period  of  time  when  the  Basic 
Sciences  Building  was  being  constructed,  a re- 
quest was  entered  to  the  state  legislature  for 
assistance  toward  the  construction  of  a clinical 
sciences  wing  and  teaching  hospital.  The  legis- 
lature authorized  the  sale  of  $8  million  in  bonds, 
to  be  retired  by  an  increase  in  student  fees.  These 
funds  were  later  successfully  matched  with  the 
U.  S.  Public  Health  Service  in  an  amount  equal 
to  $15,500,000.  Preliminary  designs  for  the 
building  were  completed  and  the  final  working 
drawings  are  being  prepared  as  the  entering 
class  arrives.  Ground  will  be  broken  for  this 
building  before  the  entering  class  finishes  its 
first  semester. 

When  it  became  clear  that  the  building  pro- 
gram was  going  to  be  successfully  funded,  it  was 
possible  to  direct  the  energies  of  the  planning 
team  into  the  field  of  faculty  recruitment.  It 
will  be  apparent,  judging  from  the  contribu- 
tions elsewhere  in  this  issue  of  ARIZONA  MED- 
ICINE from  some  of  these  faculty  members,  that 
we  have  had  excellent  suceess.  The  major  ap- 
pointees include  the  departmental  chairmen  in 
all  of  the  traditional  basic  medical  sciences,  and 
the  Directors  of  the  Library,  Multi-discipline 
Laboratories,  and  the  Division  of  Animal  Re- 
sources. Even  as  we  celebrate  the  opening  of 
the  College,  faculty  recruitment  is  continuing  in 
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the  administrative  areas  of  the  hospital  and  will 
shortly  begin  in  the  clinical  sciences  depart- 
ments. 

Some  of  the  most  interesting  aspects  of  the 
interior  of  the  Basic  Medical  Sciences  Building 
will  be  described  elsewhere  in  this  issue  of 
ARIZONA  MEDICINE,  as  will  also  a profile 
of  the  entering  class.  However,  it  is  appropriate 
to  note  here  that  a high  level  of  demand  has 
appeared  within  Arizona  for  places  in  the  med- 
ical school  and,  with  this  in  mind,  the  building 
program  was  designed  to  accommodate  an  enter- 
ing class  of  64  students.  Further,  the  design  of 
the  building  is  such  that  it  will  permit  a further 
expansion  of  the  entering  class  with  a minimum 
investment  later  when  growth  reaches  a point 
to  increase  the  demand  for  positions  in  the 
entering  class. 

The  President  of  the  University  of  Arizona  has 
called  for  the  development  of  a four-year  pro- 
gram of  medical  education  which  will  be  of  the 
best  possible  quality  and  will  effectively  pre- 
pare its  graduates  either  to  offer  quality  service 
in  the  community  or  to  enter  into  graduate 
training  programs.  To  comply  with  this  request, 
the  basic  science  departments  of  the  medical 
school  will  collaborate  with  the  graduate  college 
of  the  University  in  programs  leading  to  grad- 
uate degrees  in  the  basic  sciences,  and  the  clin- 
ical departments  will  organize  and  supervise 
programs  of  graduate  instruction  leading  to  eli- 
gibility for  specialty  certification  in  those  fields 
where  there  is  a sufficient  demand  for  the 
programs. 

The  faculty  of  the  new  College  of  Medicine 
has  been  giving  a great  deal  of  consideration  to 
curriculum  matters  and  has  taken  the  position 
that  some  of  the  rigidities  that  were  inherent  in 
the  traditional,  lock-step  medical  curriculum 
which  followed  the  Flexner  Report,  have  inad- 
vertently served  as  a substantial  barrier  to  the 
effectiveness  with  which  new  knowledge  is  trans- 
mitted to  the  student.  In  this  era  of  especially 
rapid  advance  in  scientific  knowledge,  this  is 
particularly  true.  Similarly,  the  faculty  is  im- 
pressed that  the  recent  explosion  of  knowledge 
within  each  of  the  basic  medical  sciences  can  no 
longer  be  contained  as  part  of  the  traditional 
individual  discipline  itself  and,  therefore,  the 
future  will  see  more  interdisciplinary  teaching. 


Furthermore,  the  faculty  has  concluded  that 
that  portion  of  the  mushroomed  body  of  know- 
ledge that  is  specifically  germane  to  the  under- 
graduate student  has  not  grown  as  fast  as  the 
total  body  of  knowledge  in  each  discipline  with 
the  result  that,  in  the  eyes  of  the  student,  less 
and  less  of  it  seems  relevant  to  the  study  of 
clinical  medicine. 


Of  course,  the  same  phenomenon  can  be  at- 
tributed to  the  clinical  sciences.  For  example, 
each  of  the  clinical  sciences  has  now  increased 
its  own  body  of  knowledge  to  such  a remarkable 
extent  that  recognizable  sub-specialties  have  ap- 
peared. Representation  of  these  disciplines  in 
the  undergraduate  medical  curriculum  serves  to 
emphasize  the  fractionalization  and  compart- 
mentalization  of  knowledge,  which  further  con- 
fuses the  student,  because  it  assumes  that  the 
body  of  knowledge  that  constitutes  medicine  is 
no  more  nor  less  than  the  sum  of  all  of  these 
separate  parts.  The  faculty  has  made  a prelim- 
inary decision  that  it  will  attempt  to  de-empha- 
size  sub-specialty  medicine  in  the  undergraduate 
years  and,  instead,  attempt  to  emphasize  the 
usefulness  of  collating  general  medical  informa- 
tion so  that  it  can  be  used  in  problem-solving; 
in  other  words,  use  the  patient  as  an  instruc- 
tional “index”  by  means  of  which  one  gains  entry 
into  the  larger  body  of  sub-specialty  knowledge. 

It  was  with  these  precepts  in  mind  that  the 
faculty  has  established  seven  principles  around 
which  the  curriculum  will  be  structured.  These 
may  be  stated  as  follows: 

( 1 ) There  is  a specific  body  of  knowledge 
which  encompasses  the  concepts  and 
principles  that  each  of  the  basic  sciences 
contributes  to  the  field  of  medicine  and 
to  which  every  medical  student  should  be 
exposed. 

(2)  The  curriculum  should  permit  additional 
content  from  some  of  the  individual  basic 
sciences  to  be  delivered,  in  greater  depth, 
as  “electives  under  guidance”  — tailored 
to  the  career  choice  of  the  student,  as 
late  as  possible  in  the  curricular  sequence. 
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(3)  Since  the  student  is  in  medical  school  to 
learn  clinical  medicine,  all  curriculum 
material  should  be  invested  with  rele- 
vance to  the  human  whenever  it  is  pos- 
sible to  do  so. 


(4)  Techniques  should  be  developed  which 
have  as  their  object  the  introduction  of 
the  student  to  specialty  medicine  through 
the  instrument  of  problem-solving  as  it 
relates  to  the  patient,  rather  than  by  a 
sequential,  guaranteed,  lock-step  expo- 
sure to  individual  clinical  sub-specialties. 


(5)  The  behavioral  and  social  factors  which 
relate  to  the  study  of  the  patient,  and  his 
reaction  to  the  environment,  should  be 
emphasized. 


(6)  The  curriculum  should  provide  an  oppor- 
tunity for  specific  instruction  in  the  use 
of  library  and  other  techniques  for  solv- 
ing problems  in  the  face  of  an  expanding 
and  changing  body  of  knowledge. 


(7)  At  all  levels  of  instruction,  additional  ef- 
forts must  be  made  to  offer  the  student 
an  opportunity  to  consider  medicine  as 
an  instrument  in  society  and  to  reflect 
on  the  several  ways  in  which  medical 
services  may  be  distributed  to  component 
parts  of  that  society. 


There  is  an  excellent  intellectual  and  social 
climate  in  the  State  of  Arizona  for  the  arrival 
of  a new  College  of  Medicine  at  this  time.  The 
individual  members  of  the  faculty  have  been 
intentionally  selected  for  their  level  of  com- 
patibility with  a new  school  in  the  southwestern 
United  States.  As  this  faculty  assembles  and 
translates  its  own  capabilities  into  a collective 
mission  for  the  school,  we  are  confident  that 
they  will  build  a record  which  will  be  a source 
of  pride  and  satisfaction  to  the  practicing  mem- 
bers of  the  health  profession  as  well  as  to  all 
the  citizens  of  Arizona. 
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BERNARD  J.  FRIEDMAN,  A.I.A. 
ARCHITECT 


THE  ARCHITECTS’  PUNNING  ROLE 


Participating  in  the  planning  of  a college  of 
medicine  is  an  interesting  challenge.  A medical 
science  building  is  very  complex.  When  a sci- 
ence teaching  and  research  building  is  com- 
bined with  a teaching  hospital,  the  complexity 
of  the  problem  is  multiplied  proportionately.  In 
the  case  of  the  proposed  College  of  Medicine  at 
the  University  of  Arizona,  a planning  team  was 
established  consisting  of  the  architects,  for  de- 
sign and  planning  technology;  the  Dean  of  the 
College  of  Medicine  and  his  planning  assistant, 
for  programming  space  requirements  and  the 
scheduling  of  equipment  to  meet  the  needs  of 


the  entire  curriculum;  and  members  of  the  Uni- 
versity Physical  Plant  Department  and  Comp- 
troller’s Office  to  assist  with  establishing  the 
monetary  budget  requirements. 

The  architect  and  engineer  firm  of  Friedman 
and  Jobusch  of  Tucson,  Arizona,  was  autliorized 
by  the  University  of  Arizona,  through  the  Di- 
rector of  the  Physical  Plant  Department,  Mr. 
Robert  L.  Houston,  to  proceed  with  preliminary 
studies  preparatory  to  the  planning  of  the  pro- 
posed College  of  Medicine.  Airangements  were 
made  for  the  planning  team  to  visit  medical 
schools  in  order  to  envision  the  planning  cur- 
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rently  in  use.  Schools  deemed  appropriate  to 
be  visited  and  all  arrangements  for  the  visits 
were  the  responsibility  of  the  then  new  Dean  of 
the  College  of  Medicine,  Merlin  K.  DuVal,  Jr., 
M.D.  Accompanying  the  architects  were  the 
Director  of  the  Physical  Plant,  and  Philip  H. 
Krutzsch,  Ph.D.,  planning  assistant  for  the  Basic 
Sciences  Building. 

For  the  planning  of  the  second  phase,  “Clin- 
ical Sciences  Building  and  Teaching  Hospital,” 
the  planning  team  retained  the  services  of  El- 
lerbe  Architects  of  St.  Paul,  Minnesota,  as  con- 
sultants to  the  prime  architects,  Friedman  and 
Jobusch.  The  Ellerbe  firm  are  specialists  in  the 
field  of  Hospital  and  Medical  School  design 
and  planning.  Oscar  A.  Thorup,  Jr.,  M.D.,  plan- 
ning assistant  and  Head  of  the  Department  of 
Medicine  of  the  College  of  Medicine,  joined  the 
planning  team  and  assumed  prime  responsibility 
for  the  programming  of  the  clinical  facilities. 
Specialists  in  all  phases  of  medical  education 
were  consulted. 

After  the  consideration  of  several  proposed 
sites  for  the  College  of  Medicine,  a locale  of 
approximately  30  acres,  located  three  blocks 
north  of  the  northeast  corner  of  the  present  cam- 
pus, was  selected.  This  University  property  can 
be  remembered  as  the  original  polo  field  and 
R.O.T.C.  drill  field,  which  since  World  War  II 
has  been  the  site  of  married  student  housing. 
Master  planning  for  the  entire  medical  and 
paramedical  facilities  occupied  the  attention  of 
the  planning  team  as  a necessary  early  step  in 
design.  The  first  phase  of  the  proposed  project 
provides  for  the  first  and  second  year  medical 
students  and  consists  of  the  Basic  Sciences 
Building  and  Central  Heating  and  Cooling  Plant. 
The  second  phase,  the  Clinical  Sciences  Build- 
ing and  Teaching  Hospital  provides  teaching 
space  for  the  third  and  fourth  year  students, 
beds  for  patients,  an  out-patient  clinic,  and 
research  and  office  space  for  the  clinical  faculty. 
In  addition  to  the  prime  medical  facilities  it  is 
anticipated  that  there  will  be  a number  of  para- 
medical facilities.  The  first  of  these  will  be  the 
new  College  of  Nursing  Building,  now  under 
construction  adjacent  to  the  Basic  Sciences  Build- 
ing on  the  corner  of  Mabel  Street  and  Martin 
Avenue,  facing  west  on  the  medical  school  cam- 
pus. The  Basic  Sciences  Building  is  situated  ap- 
proximately 400  feet  north  of  Mabel  Street, 
between  Martin  and  Warren  Avenues,  facing 


south.  The  proposed  Clinical  Sciences  Building 
will  adjoin  the  Basic  Sciences  Building  on  the 
north  with  the  Teaching  Hospital  an  integral 
part  and  extending  farther  to  the  north.  When 
completed,  the  three  basic  components  of  the 
medical  complex  will  be  a single  completely 
integrated  building.  The  opportunity  for  future 
expansion,  of  prime  consideration  from  the  very 
first  step  of  the  overall  plan,  is  provided  for  aU 
three  components.  The  Basic  Sciences  Building 
is  expandable  to  the  south,  to  the  east,  to  the 
west,  and  vertically.  The  Clinical  Sciences  Build- 
ing is  expandable  to  the  east  and  to  the  west. 
The  Teaching  Hospital  is  expandable  to  the 
north  by  the  addition  of  twin  towers,  duplicat- 
ing the  nursing  unit  towers  of  the  presently 
planned  building. 

One  of  the  objectives  of  single  importance  is 
to  provide  the  student  with  a unique  learning 
area  where  he  might  live  in  proximity  to  all  his 
intellectual  exposures,  i.e.:  lectures,  laboratories, 
and  the  Medical  Library.  The  big  question:  why 
waste  the  student’s  time  by  scattering  learning 
areas  over  a 200,000  square  foot  (approximately 
four  acres ) building?  From  this  premise  evolved 
the  geographically-constricted  multi-discipline 
laboratory.  This  departure  is  a far  cry  from  the 
departmental  laboratory  that  requires  much 
foot-travel  and  time  on  the  part  of  the  student, 
and  after  study  is  completed,  leaves  the  labora- 
tory lonesomely  unoccupied  many  months  of  the 
learning  year. 

The  Basic  Sciences  Budding  is  planned  as  two 
separate  but  integrally  coordinated  units.  The 
smaller  of  the  two  is  designated  as  the  Multi- 
disciphne  Wing,  consisting  of  three  floors,  and 
containing  the  Student  areas.  The  Main  Wing  of 
the  Basic  Sciences  Building,  from  the  fourth 
floor  upward,  houses  the  departmental  research 
laboratories  and  faculty  offices.  The  experimen- 
tal animal  quarters  occupy  the  first  floor  of  the 
Main  Wing,  with  expansion  into  the  first  floor 
area  of  the  Clinical  Sciences  Building,  to  be  con- 
structed as  part  of  phase  two  of  the  program. 
Also  on  the  first  floor  of  the  Main  Wing  are  the 
anatomical  preparatory  areas,  receiving  and  stor- 
age areas,  and  the  mechanical  equipment  area. 
The  Medical  Library  and  administration  area 
and  offices  are  on  the  second  floor  with  addi- 
tional library  area  provided  on  the  third  floor. 

The  Basic  Sciences  Building  is  a complete 
teaching  and  research  facility  fulfilling  the  needs 
of  the  student  during  his  first  two  years  of  study. 
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During  the  initial  planning  stage,  particular 
attention  was  directed  toward  the  integration  of 
the  Basic  Sciences  Building  with  second  phase 
design  of  the  Clinical  Sciences  Building  and 
Teaching  Hospital.  The  overall  concept  of  plan- 
ning as  well  as  the  exterior  design  of  the  entire 
Medical  School  Complex  was  formulated  during 
the  initial  planning  of  the  project. 

Of  prime  importance  in  the  planning  of  the 
Clinical  Sciences  Building  and  Teaching  Hos- 
pital is  the  complete  coordination  with  the  de- 
partmental areas  planned  for  the  Basic  Sciences 
Building.  Continuity  of  planning  is  made  easier 
because  the  preliminary  planning  of  phase  two 
is  concurrent  with  the  preparation  of  working 
drawings  and  specifications  for  phase  one.  Ad- 
justments of  departmental  area  assignments 
helped  to  accomplish  this  continuity.  The  animal 
quarters,  for  example,  are  planned  in  such  a 
manner  that  expansion  into  the  Clinical  Sciences 
Building  involves  nothing  more  than  removing 
a wall  and  adding  a couple  of  doors.  Similarly, 
expansion  of  the  Medical  Library  on  the  second 
and  third  floors  of  the  Clinical  Sciences  Build- 
ing was  pre-planned  during  the  design  of  the 
Basic  Sciences  Building. 

The  relationship  of  specific  functions  of  the 
disciplines  throughout  the  Medical  Complex  are 
completely  coordinated  by  horizontal  stratifica- 
tion. For  example,  the  fourth  floor  relates  the 
departments  of  Physiology  and  Anatomy  in  the 
Basic  Sciences  Building  with  the  research  lab- 
oratories and  out-patient  clinics  of  Surgical 
Specialties  and  Anesthesia  departments  in  the 
Clinical  Sciences  Building  and  two  Surgical 
Nursing  units  in  the  Teaching  Hospital.  The 
second  floor  of  the  Clinieal  Sciences  Building 
and  Teaching  Hospital  is  planned  for  the  pub- 
lic; that  is,  the  visitors,  the  entering  hospital 
patient,  the  person  requiring  out-patient  treat- 
ment, as  well  as  for  the  employee  during  off-duty 
hours.  The  main  lobby  and  waiting  rooms  on  the 
second  floor  are  planned  in  order  that  the  public 
can  enter  directly  from  the  entrance  drive  and 
parking  areas  at  street  level.  A pharmacy  for 
the  public  is  located  in  the  lobby,  along  with 
the  accounting  offices  and  insurance  data  center. 
A large  eafeteria  and  dining  room  are  located  on 
the  west  portion  of  the  second  floor,  easily 
accessible  from  all  areas  of  the  entire  complex. 
Other  services  provided  on  the  second  floor  are 
the  personnel  department,  the  nursing  adminis- 
tration area,  the  mailroom,  an  auditorium  seating 


350  persons,  an  educational  resources  area  ad- 
jacent to  the  auditorium,  so  planned  that  the 
inter-relationship  of  the  two  areas  are  utilized 
with  the  greatest  efficiency.  A family  services 
area  is  provided  near  the  main  lobby  for  the 
comfort  of  the  hospital  patient’s  family,  afford- 
ing complete  privaey  during  a period  of  emo- 
tional stress.  For  those  employees  having  young 
children,  a day  nursery  is  provided  for  the  care 
of  infants  and  pre-school  children. 

An  extensive  out-patient  clinic  is  planned  to 
occupy  the  east  half  of  the  third  through  the 
eighth  floors  of  the  Clinical  Sciences  Building. 
The  same  continuity  of  planning  is  basic  to  the 
out-patient  clinic  as  it  is  for  the  entire  complex. 
On  each  floor,  the  west  half  of  the  Clinical 
Sciences  Building  is  devoted  to  faculty  labora- 
tories and  offices  relating  to  the  discipline  of 
treatment  extended  in  the  out-patient  clinic. 
Similarly,  as  was  stated  earher,  each  floor  of 
the  Clinical  Sciences  Building  is  devoted  to  the 
discipline  of  treatment  extending  into  the  Teach- 
ing Hospital.  The  third  floor  of  the  Teaching 
Hospital  is  assigned  to  Pediatrics,  one  nursing 
unit  of  26  beds  for  surgieal  patients,  the  other 
nursing  unit  of  8 bassinets  and  36  cribs  for  the 
young  and  very  young  medical  patient. 

There  are  twelve  nursing  units  in  the  Teach- 
ing Hospital,  on  the  third  through  the  eighth 
floors,  two  units  to  each  floor.  Each  unit,  with 
the  exception  of  obstetrics  and  the  Intensive 
Care  Units,  is  designed  similarly.  Each  nursing 
floor  is  designed  in  order  that  the  two  nursing 
units  are  independent  of  each  other,  but  are 
served  by  an  inter-connecting  corridor  common 
to  both.  The  nursing  unit  is  described  as  a circle 
within  a square,  with  the  nursing  station  located 
in  the  center  of  the  circle,  surrounded  by  the  pa- 
tient rooms.  There  is  no  corridor,  per  se,  in  the 
nursing  unit,  and  every  patient  is  visible  from  the 
nursing  station.  Traffic  for  the  nurses  and  aides 
is  kept  to  a minimum  with  this  arrangement,  and 
the  patient,  in  like  manner,  always  feels  that  he 
is  in  sight  of  the  nurse.  In  the  connecting  wing 
between  the  nursing  units  are  services  for  clean 
and  dirty  hnen,  with  a laundry  chute  directly  to 
the  laundry;  food  service  receiving  area,  with  a 
separate  dirty  tray  sending  area,  served  by 
vertical  hfts  and  trayveyor,  directly  to  the  kitch- 
en and  dish-washing  area.  Student  charting 
rooms,  conference  rooms,  faculty  offices,  and 
doctors’  day  rooms  are  also  located  here  and 
along  the  corridor  leading  to  the  clinic  area  and 
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Clinical  Sciences  Building. 

General  and  specialized  surgery  is  accommo- 
dated directly  under  the  nursing  units  on  the 
first  floor,  and  is  a complex  of  six  medical  and 
one  dental  surgery  suites.  Also  on  the  first  floor, 
and  so  designed  that  supporting  services  to 
surgery  are  accomplished  with  a maximum  of 
efficiency,  are  the  general  chemistry  and  path- 
ology laboratories  for  clinical  pathology,  the 
diagnostic  and  therapeutic  radiology  suite,  and 
the  anesthesiology  suite.  The  emergency  area  is 
located  on  the  first  floor,  readily  accessible  to 
surgery  and  other  ancillary  facilities  permitting 
patient  entry  on  the  ground  level  from  the  serv- 
ice and  ambulance  compound. 

Radiation  therapy  and  the  department  of  nu- 
clear medicine  are  located  below  ground  in  the 
Clinical  Sciences  Building  in  order  to  provide 
maximum  public  protection  from  Beta  and  Gam- 
ma rays.  Inhalation  therapy,  morgue  and  autop- 
sy laboratories,  general  shops  and  housekeeping, 
central  stores,  laundry,  general  pharmacy  and 
medical  records  and  storage,  are  also  on  this 
floor.  The  telephone  switchboard  and  equipment 
room  for  the  entire  College  of  Medicine  is  lo- 
cated in  the  basement  of  the  Teaching  Hospital 
Building,  with  provision  for  future  expansion. 
The  mechanical  equipment  servicing  both  the 
Clinical  Sciences  Building  and  Teaching  Hospital 
is  located  in  a large  area  of  the  basement  as 
well  as  in  a penthouse  on  the  roof  of  the  build- 
ing. 

Carefully  planned  vertical  transportation  pro- 
viding direct  access  for  the  public  and  out- 
patients to  the  clinic  and  hospital  areas  is  im- 
perative. Service  elevators  are  located  outside 
the  public  corridor  areas  to  assure  their  access- 
ibility at  all  times.  A large  elevator  lobby  ad- 
jacent to  the  north  side  of  the  main  lobby,  and 
accommodating  six  passenger  elevators,  will 
serve  to  eliminate  public  cross-traffic  at  the 
second  floor  level.  At  each  of  the  upper  floors, 
the  respective  public  elevator  lobby  is  adjacent 
to  the  out-patient  clinic  on  that  floor.  Visitors  to 
the  Hospital  use  the  same  elevators,  and  reach 
the  Nursing  Units  by  traversing,  in  one  direction 
with  no  turns,  the  main  north-south  corridor 
which  is  the  “Main  Street”  for  the  entire  Med- 
ical Center.  Service  elevators  for  specific  uses 
have  been  strategically  located  in  areas  of  great- 
est need. 

Since  the  entire  Medical  School  is  designed  as 
one  building,  there  are  no  strong  lines  of  de- 


marcation that  would  indicate  the  complex 
is  really  three  buildings  in  one.  Red  brick, 
matching  in  color  and  texture  the  brick  used  on 
the  main  campus  of  the  University,  and  pre-cast 
concrete  panels  enclose  the  structure  in  a monu- 
mental contemporary  style  of  architecture.  The 
Multi-discipline  Wing  is  windowless  except  for 
the  first  floor  Student  Center  area,  the  brick 
laid  in  alternating  patterns  of  flemish  bond  and 
running  bond,  topped  with  an  interestingly- 
shaped  coping  of  pre-cast  concrete.  The  Main 
Wing  of  the  Basic  Sciences  Building,  the  Clinical 
Sciences  Building  and  the  Teaehing  Hospital 
have  the  first  three  floors  enclosed  with  a running 
bond  pattern  of  red  brick  that  provides  a uni- 
formly integrated  base  for  the  building.  Deep 
reveals  in  the  pre-cast  concrete  panels  provide 
protection  to  the  Solar-gray  glazed  windows, 
permitting  the  bright  Arizona  sun  to  form  inter- 
esting patterns  of  light  and  shade  across  the 
facade. 

The  Central  Heating  and  Cooling  Plant  is 
compatible  in  design  with  the  Main  Building, 
using  the  same  red  brick  and  similarly  designed 
pre-cast  concrete  panels  to  enelose  the  struc- 
tural steel  and  concrete  structure.  The  “Plant” 
is  located  approximately  900  feet  due  west  of  the 
Teaching  Hospital,  near  the  west  boundary  of 
the  site.  This  remote  location  was  selected  in 
the  initial  master-plan  stage  of  the  project,  so 
that  it  will  be  possible  to  plan  other  paramedical 
facilities  immediately  adjacent  to  the  present 
building.  A system  of  underground  utility  tun- 
nels connects  the  Central  Heating  and  Cooling 
Plant  to  the  Main  Building  and  the  new  Col- 
lege of  Nursing  Building.  Provision  is  made  for 
the  eonnection  of  future  buildings  onto  the 
utility  tunnel,  as  well  as  for  expansion  of  the 
“Plant”  as  the  need  arises. 

The  task  of  designing  the  College  of  Medicine 
buildings  for  the  University  of  Arizona  would 
have  been  interminable  for  the  architects,  Ber- 
nard Friedman  and  Fred  Jobusch,  without  the 
combined  knowledge  and  experience  of  the  en- 
tire planning  team.  The  Ellerbe  Architects  con- 
tributed immeasurably  to  the  programming  and 
planning  of  the  Clinieal  Sciences  Building  and 
Teaching  Hospital,  incorporating  a number  of 
unique  features  to  the  design,  in  particular,  the 
nursing  units.  In  charge  of  architectural  design 
for  the  project,  cooperating  with  Ellerbe  Archi- 
tects, is  James  H.  Hockings,  architect  with  the 
firm  of  Friedman  and  Jobusch. 
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JOHN  T.  McGHEE,  B.S. 
ASSISTANT  DIRECTOR  OF 
PHYSICAL  PLANT  SERVICES 


In  order  to  implement  superior  programs  in 
teaching  and  research,  it  is  necessary  that  the 
physical  environment  most  suitable  to  these  ac- 
tivities be  ideally  planned,  constructed,  main- 
tained and  constantly  improved.  In  the  many- 
faceted  and  ever-changing  field  of  medical  sci- 
ence education,  the  fulfillment  of  these  basic 
tenets  presents  a tremendous  challenge  to  those 
within  and  without  the  medical  profession. 

At  the  College  of  Medicine,  as  part  of  the 
University  of  Arizona,  the  functions  of  planning, 
construction,  maintenance  and  service  operations 
become  the  responsibility  and  prime  concern  of 


the  Department  of  Physical  Plant.  This  service 
organization  under  Robert  L.  Houston,  Director, 
and  John  B.  Trimble,  Associate  Director,  is 
charged  by  the  University  Administration  with 
providing  and  maintaining  the  total  University 
environment  including  buildings,  grounds,  equip- 
ment, utilities  and  systems. 

To  most  expeditiously  service  the  exacting  re- 
quirements of  the  Medical  School  Campus  in 
fulfilling  this  responsibility,  Director  Houston 
has  created  a satellite  Physical  Plant  operation, 
headed  by  John  T.  McGhee,  Assistant  Director 
of  Physical  Plant.  This  neophyte  branch,  with 
assistance  from  the  parent  organization,  will  pro- 
vide total  Physical  Plant  services  in  the  areas 
of  planning  and  construction,  maintenance  and 
non-medical  operations  to  the  College  of  Medi- 
cine from  a location  within  the  Medical  School 
itself. 

PLANNING  AND  CONSTRUCTION 

The  planning,  programming,  scheduling  and 
construction  of  the  unique  and  complex  facili- 
ties required  to  house  the  activities  of  a modern 
Medical  School  is  a momentous  undertaking,  re- 
quiring skills  and  services  of  a great  many  per- 
sons with  a variety  of  training  and  experience. 
Coordination  of  the  activities  of  these  people  to- 
ward the  common  goal  of  realization  of  the  com- 
pleted facility  is  provided  by  the  Physical  Plant 
through  the  services  of  professional  personnel. 
Performing  this  vital  function  for  the  College  of 
Medicine  is  Mr.  McGhee,  a registered  Profes- 
sional Engineer,  and  Kenneth  R.  Norling,  a 
registered  Architect. 

In  order  to  translate  the  functional  require- 
ments and  relationships  of  the  many  disciplines 
and  departments  comprising  the  total  College  of 
Medicine  into  a physical  being  of  bricks  and 
mortar,  the  coordinator  encompasses  all  phases 
of  the  project.  Providing  liaison  between  the 
College  of  Medicine  planners  and  the  Architect 
in  programming  and  planning  the  facility  is  but 
a single  facet  of  the  coordinator’s  task.  He  must 
also  contribute  in  the  preparation  of  the  initial 
construction  grant  applications  and  subsequent 
submittals;  help  formulate  project  and  construc- 
tion budgets;  be  familiar  with,  and  adhere  to 
the  many  federal  regulations  and  requirements 
inherent  in  joint  federal  agency  construction 
grants;  assist  in  site  planning  and  development; 
provide  necessary  site  and  soil  surveys;  review 
working  drawings  and  specifications  to  assure 
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compliance  with  program  requirements  and  Uni- 
versity construction  standards;  and  expedite  bid- 
ding procedures  and  contract  award. 

Administration  of  the  projeet  during  the  con- 
struetion  phase  is  a prime  Physieal  Plant  re- 
sponsibility. Here  the  eoordinator  concerns  him- 
self with  such  activities  as  Owner-Architeet  rela- 
tions in  supervision  and  inspeetion  of  the  faeility 
under  construction;  approving  and  processing 
ehange  orders  and  payment  requests;  expediting 
job  progress;  receiving,  checking  and  submitting 
to  the  applicable  agency  all  required  federal 
submittals  including  contractor  payrolls  and  in- 
surance; assisting  in  the  compilation,  approval 
and  purchasing  of  all  movable  equipment  within 
the  projeet;  coordinating  the  final  acceptance 
and  oceupancy  of  the  facility,  including  placing 
and  installation  of  equipment  and  telephones, 
final  eleaning  of  the  building  and  moving  of  the 
occupants  to  the  new  faeility. 

MAINTENANCE 

Upon  aeceptanee  and  occupancy  of  the  com- 
pleted project,  continual  maintenance,  both  pre- 
ventative and  operational,  is  necessary  to  assure 
optimal  utilization  of  the  entire  facihty  for  the 
longest  possible  period.  In  this  highly  complex 
scientific  environment,  many  persons,  well- 
trained,  dedicated  and  profieient  in  the  various 
building  serviees  and  trades,  must  work  in  har- 
mony to  provide  the  utmost  in  service  at  mini- 
mal inconvenience  and  discomfort  to  the  prime 
users  of  the  facility.  At  the  University  of  Ari- 
zona, eomplete  environmental  maintenanee  to 
site,  buildings,  equipment  and  systems  is  accom- 
plished through  the  eombined  efforts  of  grounds- 
keepers, building  custodians,  journeymen  and 
teehnicians  in  the  maintenance  and  technical 
shops,  and  their  supervisors. 

Competent  supervisors,  eontinually  research- 
ing and  experimenting  with  modern  methods  and 
equipment,  must  provide  the  inspiration  and 
leadership  to  aceomplish  this  end. 

Grounds  Maintenance 

The  extensive  site  developed  under  the  Basie 
Sciences  Building  contract  consists  of  landscaped 
areas,  walks,  patios,  planters,  fountains  and  park- 
ing lots. 

Although  maintenanee  activity  has  been  mini- 
mized through  proper  tree  and  plant  selection 
and  provision  of  automatic  sprinklers,  intensive 
and  varied  grounds  maintenance  will  be  neces- 
sary to  preserve  and  enhance  the  splendor  of  the 


outside  environment. 

Custodial  Services 

High  standards  of  cleanliness  and  appearance 
will  be  attained  in  the  Basic  Sciences  and  Clini- 
cal Sciences  Buildings,  and  in  the  Teaching  Hos- 
pital, through  the  use  of  modern  methods,  equip- 
ment and  techniques. 

Cleaning  will  be  accomplished  primarily  dur- 
ing the  night  or  early  morning  hours,  and  will 
follow  predetermined  cleaning  schedules  involv- 
ing daily,  weekly  and  monthly  cleaning  require- 
ments under  the  direction  of  Don  R.  Crabtree, 
Assistant  Custodial  Supervisor  for  the  University. 

The  judicious  selection  of  high-quality  ma- 
terials and  finishes  incorporated  into  the  build- 
ing, in  keeping  with  past  experiences  on  the 
main  University  campus,  should  prove  invalu- 
able in  minimizing  future  cleaning  and  main- 
tenance efforts. 

Maintenance  Shops 

Craftsmen,  skilled  in  all  aspects  of  the  build- 
ing trades,  are  necessary  to  provide  complete 
maintenance  service  and  accomplish  any  minor 
remodeling  or  fabrication  necessary  to  the  func- 
tional operation  of  the  complex  and  modern 
Medical  School. 

Henry  B.  Steffens,  currently  being  utilized  as 
clerk-of-the-works  to  aid  in  the  inspection  of 
Medical  Campus  projects  and  to  become  familiar 
with  their  construction,  will  direct  the  activities 
of  maintenance  shop  personnel  at  the  College  of 
Medicine  upon  completion  of  the  facility. 

Preventative  maintenance  schedules,  for  aU 
phases  of  the  building  and  equipment,  are  being 
developed  to  insure  that  the  periodic  inspection 
and  routine  maintenance,  so  necessary  to  reduce 
emergency  breakdowns  and  to  prolong  the  hfe 
of  the  building,  equipment  and  complex  systems, 
will  be  accomplished. 

Technical  Shops 

Central  technical  shops,  including  electronics 
and  metal  working,  have  been  provided  in  the 
Basic  Sciences  Building.  Such  shops,  manned  by 
trained  and  experienced  technicians,  will  repair 
and  maintain  equipment,  and  will  improvise  and 
fabricate  the  unique  apparatus  and  special  instru- 
ments required  for  research  and  teaching. 

OPERATIONS 

Aside  from  the  more  apparent  obligations  of 
the  Physical  Plant  in  the  areas  of  planning,  con- 
struction and  maintenance,  certain  basic  opera- 
tional services  must  also  be  provided.  These  in- 
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elude  operation  of  the  heating  and  cooling  plant, 
trash  removal  and  disposal,  communications,  se- 
curity and  safety,  garage  and  motor  pool,  and 
miscellaneous  serviees. 

Heating  and  Cooling  Plant 

A new  central  heating  and  eooling  plant,  the 
utility  nerve  center  of  the  entire  Medical  School 
Campus,  has  been  provided  under  the  Basic  Sci- 
ences project,  and  will  be  expanded  during  the 
Clinical  Sciences  and  Teaching  Hospital  con- 
tract. 

Jean  Casey,  with  many  years  experience  in 
plant  operation,  was  retained  during  construc- 
tion to  inspect  and  become  familiar  with  installa- 
tion of  the  complex  equipment  and  systems  with- 
in the  plant,  and  will  supervise  the  around-the- 
clock  operation  of  this  facility. 

In  order  to  assure  maximum  environmental 
support,  a supervisory  data  center,  permitting 
aecurate  operational  supervision  and  control  of 
the  entire  air  conditioning  and  refrigeration  sys- 
tems from  a central  location  within  the  heating 
and  cooling  plant,  has  been  provided  in  the 
Basic  Sciences  contract.  This  control  system  will 
be  expanded  to  monitor  temperatures,  humidity 
and  pressures  from  selected  points  within  the 
entire  medical  complex. 

Trash 

The  magnitude  and  complexity  of  waste  ma- 
terials generated  in  the  operation  of  a complete 
medical  facility  create  extreme  problems  in  han- 
dling and  disposal.  These  problems  were  antici- 
pated, studied  and  hopefully  resolved  through 
application  of  the  latest  engineering  prineiples 
in  incinerator  design.  The  incinerator  center  in 
the  Basie  Scienees  Building  houses  three  sepa- 
rate incinerators,  each  designed  for  its  own  spe- 
cific purpose.  Trained  and  competent  operators 
will  be  responsible  for  the  operation  and  clean- 
ing of  this  equipment. 

Communications 

Initial  installation  of  telephone  equipment  and 
later  requests  for  additional  instruments,  lines 
and  extensions  are  routed  through  Physical  Plant 
to  the  loeal  telephone  utility.  Inclusion  of  the 
Basie  Sciences  Building  into  the  main  campus 
Centrex  system  will  negate  the  need  for  a tele- 
phone switchboard  and  complement  of  operators 
in  the  initial  phase,  but  installation  of  a PBX 
system  in  the  Teaehing  Hospital  will  require 
provision  of  this  service. 

Security  and  Safety 

The  total  concept  of  security  in  a Medical 


School  encompasses  such  areas  as  police  and  fire 
protection,  building  security,  key  control,  traf- 
fic and  parking  control,  civil  defense,  and  safety. 
Professional  personnel,  thoroughly  trained  in 
these  areas,  will  be  provided  to  the  College  of 
Medicine  by  the  Physical  Plant  to  accomplish 
complete  security. 

Motor  Pool 

Motor  pool  and  garage  services  will  be  pro- 
vided by  the  University  Motor  Pool  as  required 
by  the  expanding  teaching  and  research  staff. 
Miscellaneous  Services 
As  the  service  arm  of  the  University  of  Ari- 
zona, the  Physical  Plant  organization  will  un- 
doubtedly be  called  upon  to  perform  many  addi- 
tional services  to  the  College  of  Medicine.  The 
opportunity  to  provide  such  service,  consequen- 
tial or  insignificant,  will  be  welcomed,  and  will 
be  undertaken  and  aecomplished  by  personnel 
dedicated  to  the  concept  of  service,  their  prime 
justifieation  for  existence. 

OBJECTIVES  AND  GOALS 

The  excitement  and  enthusiasm  generated  by 
advent  of  the  College  of  Medicine  at  tlie  Uni- 
versity of  Arizona  has  permeated  the  ranks  of  the 
entire  Physical  Plant.  To  those  fortunate  enough 
to  become  directly  involved  in  planning,  con- 
structing and  maintaining  the  Medical  School 
facilities,  the  road  ahead  is  full  of  challenges 
and  opportunities.  Two  main  areas  of  endeavor 
stand  out  as  immediate  and  long-range  goals: 

To  provide  and  maintain  the  ideal  environ- 
ment for  fulfillment  of  the  basic  disciplines  of 
teaching  and  research. 

Through  appHcation  of  sound  engineering 
principles  and  continuing  research  and  inves- 
tigation, to  accomphsh  efficiently  and  eco- 
nomically the  primary  mission  of  Physical 
Plant. 

The  basic  philosophy  of  Physical  Plant  Ad- 
ministration at  the  University  of  Arizona,  hinges 
on  the  words  “professionalism”  and  “service.”  In 
the  extremely  complex  society  of  today  s institu- 
tions of  medical  education,  the  need  for  profes- 
sionalism has  become  exceedingly  apparent.  The 
construction,  care  and  operation  of  a multi-mil- 
lion dollar  facility  cannot  be  left  to  chance  — the 
total  Physieal  Plant  concept  must  be  accom- 
plished with  a highly  trained,  educated  and  pro- 
fessional staff,  dedicated,  determined  and  confi- 
dent in  their  ability  to  provide  complete  service. 
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RESOURCES 


SAMUEL  HODESSON,  D.V.M.,  M.P.H. 
DIRECTOR 


Historical  Background  of  the 
Animal  in  Research 

The  use  of  animals  for  the  study  of  biological 
sciences  and  human  medicine  dates  back  to  an- 
cient history  when  the  Egyptians  attempted  a 
study  of  genetics  based  on  hair-coat  color  of  the 
mouse.  Today,  it  is  difficult  to  discuss  a major 
advance  in  the  control  of  human  disease,  test- 
ing of  new  drugs  and  medicines,  or  the  develop- 
ment of  new  or  improved  surgical  procedures  in 
which  animal  studies  did  not  make  a prominent 
contribution.  Not  until  the  end  of  World  War  II, 
however,  did  the  scientific  and  medical  profes- 
sions take  steps  to  develop  an  organization  to 
improve  the  care  and  handling  of  animals  used 
for  research  and  teaching.  A chronological  list- 
ing of  the  advances  made  in  this  direction  may 
be  of  interest: 

(1)  In  1950:  The  Animal  Care  Panel  was 
founded  in  Chicago  by  a group  of  professional 
people  interested  in  animal  care.  This  organiza- 
tion of  persons  and  institutions  concerned  with 
the  production,  care,  and  study  of  laboratory 
animals  published  the  very  important  “Proceed- 
ings of  the  Animal  Care  Panel.”  The  organization 
was  recently  renamed  the  Association  for  Ad- 
vancement of  Laboratory  Animal  Science,  and 
the  journal  is  now  entitled  “Laboratory  Animal 
Care.” 

(2)  In  1952:  The  Institute  of  Laboratory  Ani- 
mal Resources  was  founded  by  the  National  Aca- 
demy of  Sciences-National  Research  Council 
and  serves  as  an  advisory  board  in  the  field  of 
laboratory  animal  supply  and  quality. 

(3)  In  1957:  The  American  Veterinary  Medi- 
cal Association  elevated  the  American  College  of 
Laboratory  Animal  Medicine  to  the  status  of  a 
specialty  board. 

(4)  In  1963:  The  first  Guide  for  Laboratory 
Animal  Lacilities  and  Care  was  prepared  by  the 
Animal  Lacilities  Standards  Committee  of  the 
Animal  Care  Panel  and  was  immediately  adopt- 
ed by  the  Institute  of  Laboratory  Animal  Re- 
sources. 

(5)  In  1966:  The  American  Association  for 
Accreditation  of  Laboratory  Animal  Care 
(AAALAC)  was  established  by  sixteen  founding 
member  institutions,  including  the  American 
Medical  Association  and  the  American  Veterin- 
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ary  Medical  Association.  The  goals  of  the 
AAALAC  are  to  encourage  optimal  care  for  lab- 
oratory animals  and  to  provide  a mechanism  for 
self-regulation  by  the  scientific  community. 

In  late  1966,  these  voluntary  advances  were 
followed  by  federal  legislative  action  which  re- 
sulted in  Public  Law  89-544  (the  Laboratory 
Animal  Welfare  Act),  further  strengthening  the 
drive  for  quality  animal  care.  Public  Law  89- 
544  has  jurisdiction  over  the  research  animal 
during  the  procurement  stage  and  until  issued 
to  the  scientific  investigator.  The  AAALAC  pro- 
gram covers  areas  not  touched  upon  by  the  Lab- 
oratory Animal  Welfare  Act,  considering  care  of 
the  animal  from  the  time  of  issue  to  the  scien- 
tific investigator  until  the  conclusion  of  the  proj- 
ect. 

Thus,  in  a comparatively  short  span  of  time, 
machinery  has  been  perfected  for  self-regulation 
and  control  of  animal  care  in  teaching  and  re- 
search. 

Design 

The  design  and  construction  of  the  Division 
of  Animal  Resources  facility  incorporates  many 
advanced  findings  useful  in  high  quality  ani- 
mal care  that  have  appeared  in  recent  years.  All 
entry  halls  are  separated  from  the  outside  by 
air  locks.  Air  temperatures  and  humidity  are 
completely  controlled.  Frequent  changes  of  air 
and  avoidance  of  recirculation  insure  against  ac- 
cumulation of  odors.  The  flooring  includes  a 
continuous  layer  of  an  impervious  synthetic  resin 
over  a water-proof  membrane.  The  walls  are  cov- 
ered with  a water-proof  synthetic  substance 
which  seals  to  the  coved  flooring  material.  A 
mechanical  cage  washer  will  efficiently  clean  and 
sanitize  cages  and  equipment.  A large  autoclave 
will  permit  sterilization  of  cages  and  equipment 
when  indicated.  An  incinerator  and  animal  de- 
structor permit  safe  and  efficient  disposal  of  all 
waste. 

All  animals  entering  the  facility  will  be  re- 
ceived in  a quarantine  area.  Appropriate  immu- 
nization procedures  and  measures  to  insure  free- 
dom from  endo-  and  ecto-parasites  will  be  car- 
ried out  here.  Rooms  designed  for  the  quaran- 
tine of  sub-human  primates  and  canines  will  safe- 
guard these  animals  as  well  as  their  handlers 
during  conditioning  procedures.  In  short,  every 
feasible  precaution  has  been  taken  to  protect 
the  quality  of  the  animal  and  provide  for  its 
special  physiological  requirements. 


Philosophy  and  Mission 

The  traditional  name,  Vivarium,  was  avoided 
for  the  following  reason;  Webster’s  definition  of 
vivarium  is  “an  enclosure  for  keeping  or  raising 
and  observing  animals  or  plants  indoors;  esp: 
one  for  terrestrial  animals.”  This,  at  best,  is  a 
description  of  one  phase  of  the  operation.  There- 
fore, the  more  inclusive  name.  Animal  Resources, 
was  chosen  in  keeping  with  the  precedent  set 
by  the  National  Institute  of  Laboratory  Animal 
Resources. 

The  primary  functions  of  the  Division  of  Ani- 
mal Resources  are  procurement  of  the  proper 
species,  strain  and  quality  of  animals  in  support 
of  teaching  and  research,  and  provision  for  a 
high  standard  of  care  for  such  animals  until  the 
successful  conclusion  of  the  project.  It  is  the  firm 
conviction  of  those  involved  with  animal  usage 
in  the  University  of  Arizona  College  of  Medicine 
that  the  needs  of  modern  medical  research  and 
teaching  demand  a level  of  comfort,  health,  and 
well-being  that  exceeds  the  minimum  demands 
of  legal  and  humane  agencies.  For  this  reason, 
it  is  logical  to  expect  that  we  will  work  in  har- 
mony with  these  agencies  to  achieve  a single 
goal.  Ry  staying  in  advance  of  these  minimum 
standards,  the  caliber  of  research  is  elevated 
rather  than  restricted. 

Though  animal  procurement  and  care  is  the 
primary  mission,  it  is  not  the  sole  mission.  One 
of  the  essential  ingredients  for  a successful  oper- 
ation is  an  efficient  diagnostic  laboratory  upon 
which  effective  disease  control  measures  may  be 
based.  The  Division  of  Animal  Resources  facil- 
ity includes  a laboratory  which  will  be  equipped 
for  work  in  hematology,  clinical  pathology,  and 
microbiology.  A well-designed  autopsy  room 
with  an  adjoining  cold  room  will  encourage  post- 
mortem examinations.  Experience  has  proven 
that  reliance  upon  hospital  laboratories  \vith 
their  differing  responsibilities  and  aims  is  far 
from  an  ideal  arrangement.  Therefore,  plans  for 
the  future  include  a full-time  medical  technolog- 
ist who  will  focus  his  entire  attention  on  the 
problems  of  laboratory  animals. 

Teaching  and  Training 

In  the  final  analysis,  the  standards  of  care  are 
determined  by  the  animal  caretaker  — the  man 
doing  the  feeding,  watering  and  cleaning.  His 
performance,  to  a great  extent,  controls  the  suc- 
cess of  any  research  study  involving  animals. 
Technicians,  employed  by  investigators  and  var- 
ious departments,  working  in  the  animal  rooms 
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may  also  affect  standards  of  caretaking.  There- 
fore, a continuing  training  course  on  the  tech- 
nical level  is  planned  for  caretakers  and  techni- 
cians. This  joint  training  program  will  help  pro- 
mote cooperation  between  these  two  groups.  As 
course  work  becomes  established  and  seasoned, 
it  is  hoped  that  quahfied  personnel  from  other 
non-profit  research  institutions  may  be  invited 
to  participate. 

Assistance  for  investigators,  medical  students 
and  graduates  working  with  animals  will  be  de- 
signed to  solve  individual  problems.  This  will 
present  an  excellent  opportunity  for  indoctrinat- 
ing a fledgling  scientist  with  the  essential  at- 
titudes and  skills  for  successful  work  with  ani- 
mals. As  the  scope  of  activities  in  the  Division 
of  Animal  Resources  broadens,  a program  de- 
signed to  train  veterinarians  in  the  specialty  of 
laboratory  animal  medicine  will  help  fill  an  im- 
portant need.  Such  a training  program  would,  at 
the  same  time,  enhance  the  performance  of  the 
Division  of  Animal  Resources. 

Research  Surgery 

The  Division  of  Animal  Resources  includes  a 
series  of  surgical  theaters  and  the  responsibility 
for  their  operation.  Several  operating  rooms,  each 
equipped  to  handle  two  independent  surgical 
teams,  plus  a complete  diagnostic  x-ray  room, 
are  available.  Plans  for  an  expansion  area,  sched- 
uled for  completion  along  with  the  Clinical  Sci- 
ences Building,  include  two  additional  operat- 
ing rooms,  a preparation  room,  and  a post-opera- 
tive room  for  surgical  patients. 

Professional  consultation  and  guidance  will 
be  available  for  people  using  the  surgical  faci- 
lities. Anesthetic  techniques  must  on  occasion 
be  tailored  to  meet  a specific  problem  and,  not 
infrequently,  new  surgical  techniques  must  be 
developed  to  fulfil  the  needs  of  a particular 
study.  The  animal  resources  staff  will  be  expect- 
ed to  contribute  substantially  in  this  area.  These 
services  will  be  utilized  primarily  by  members 
of  specialties  other  tlian  surgery.  However,  an 
opportunity  for  the  veterinarian  to  work  with 
surgeons  in  animal  surgery  can  be  most  stimu- 
lating and  rewarding.  Interactions  of  this  kind 
offer  an  excellent  opportunity  for  cooperation 
between  the  two  professions. 

The  Medical  Student 

This  discussion  has  but  touched  on  the  role 
of  the  Division  of  Animal  Resources  in  the  de- 
velopment of  the  individual  graduating  from  the 


College  of  Medicine.  The  organization  of  the 
Multidiscipline  Laboratories,  discussed  elsewhere 
in  this  issue  of  Arizona  Medicine,  offers  a unique 
opportunity  for  the  staff  of  the  Division  of  Ani- 
mal Resources  to  participate  in  the  training  of 
medical  students.  During  the  students’  first  two 
years,  close  cooperation  between  the  head  of 
the  Multidiscipline  Laboratories  and  the  Direc- 
tor of  the  Division  of  Animal  Resources  will 
foster  consideration  for  the  animals’  comfort  and 
welfare.  Responsibility  for  completion  of  the 
laboratory  exercise  without  subjecting  the  ani- 
mal to  fear  or  pain  will  be  encouraged.  The 
quality  of  work  performed  and  the  benefit  de- 
rived from  the  exercise  will  be  enhanced  by  this 
attitude. 

During  the  student’s  clinical  years,  he  may 
undertake  studies  of  special  interest  under  the 
supervision  of  members  of  the  faculty.  Again, 
the  staff  of  the  Division  of  Animal  Resources 
can  guide  the  student  toward  the  proper  ap- 
proach to  working  with  animals  and  contribute 
toward  the  successful  conclusion  of  the  project. 

Looking  Forward 

It  is  quite  evident  from  the  foregoing  discus- 
sion that  a veterinarian  serving  as  Director  of 
the  Division  of  Animal  Resources  will  be  well 
occupied  by  his  professional  and  administra- 
tive duties.  Yet,  countless  problems  relating  to 
laboratory  animal  medicine  are  crying  for  solu- 
tion and  the  animal  facility  of  the  College  of 
Medicine  is  an  excellent  laboratory  for  the  exam- 
ination of  these  problems.  Since  disease  control 
is  a very  important  aspect  of  the  work,  the  epi- 
demiologic study  of  the  diseases  of  animals  in 
a laboratory  environment  should  be  an  impor- 
tant avenue  of  investigation.  Opportunities  will 
develop  for  persons  wishing  to  specialize  in 
comparative  pathology,  clinical  pathology  and 
experimental  surgery.  These  fields  will  permit  a 
triple  role  in  service,  teaching  and  research.  Go- 
ing further  into  the  future,  study  in  the  basic 
sciences  could  benefit  from  time  spent  in  a lab- 
oratory animal  facility,  focused  upon  the  lab- 
oratory animal  itself. 

It  is  hoped  that  everyone  in  the  medical  pro- 
fessions in  Arizona  will  take  a personal  interest 
in  the  development  and  growth  of  the  Division 
of  Animal  Resources  in  the  College  of  Medi- 
cine. Every  effort  will  be  expended  to  insure 
that  this  interest  will  bring  to  each  individual 
a measure  of  personal  pride  and  satisfaction. 
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THE  LIBRARY 


DAVID  BISHOP,  M.S.L.S. 
LIBRARIAN 


The  library  as  a central  learning  resource  in 
medical  education  has  been  uppermost  in  the 
minds  of  those  responsible  for  planning  the  Uni- 
versity of  Arizona  College  of  Medicine  from  the 
beginning.  A philosophy  of  librarianship  as  a 
basic  service  and  support  for  students,  educa- 
tors, researchers,  and  practitioners  has  been  the 
guiding  principle. 

The  initial  planning  for  the  College  of  Medi- 
cine Library  was  begun  before  the  appearance 
of  the  first  librarians  on  the  scene,  and  the  gen- 
eral design  was  decided  upon,  to  give  a central 
library  with  ease  of  access  for  all  its  potential 
users.  Building  programs  were  written  for  both 
the  first  phase  of  the  Library,  in  the  Basic  Sci- 
ences wing,  and  for  its  later  expansion  into  the 


Clinical  Sciences  wing,  so  that  the  final  Library 
would  have  a total  of  some  30,000  sq.  ft.,  for  a 
book  collection  of  from  100,000  to  120,000  vol- 
umes. In  addition  provision  was  made  for  spe- 
cial service  areas,  such  as  group  studies,  a micro- 
form reading  room,  photocopying,  and  facilities 
for  eventual  remote  computer  access. 

In  September  1965  work  began  on  building 
the  Library’s  collections,  ^vith  the  arrival  on 
the  scene  of  the  first  two  librarians.  David 
Bishop,  the  Librarian,  came  to  Tucson  from 
UCLA  Biomedical  Library  where  he  had  been 
Serials  Librarian,  after  having  served  in  that 
library  as  Dental  Librarian  in  charge  of  build- 
ing a library  collection  for  the  new  UCLA  School 
of  Dentistry.  Thomas  Higdon  came  on  staff  at 
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THOMAS  HIGDON,  M.S.L.S. 
CATALOG  LIBRARIAN 


the  same  time  as  Catalog  Librarian,  arriving 
from  San  Fernando  Valley  State  College  after 
many  years  of  experience  as  a medical  cataloger 
at  the  Los  Angeles  County  Medical  Association 
and  the  UCLA  Biomedical  Library.  Both  Messrs. 
Bishop  and  Higdon  received  their  Masters’  de- 
grees in  librarianship  and  their  special  training 
in  medical  bibliography  at  Columbia  University 
and  its  College  of  Physicians  and  Surgeons. 


MISS  MIRIAM  MILLER,  M.S.L.S. 
ACQUISITIONS  LIBRARIAN 


From  the  vantage  point  of  a room  in  the  Med- 
ical Education  Building,  replete  with  two  chairs, 
a desk,  and  a folding  table.  Bishop  and  Higdon 
began  the  actual  process  of  planning  the  make- 
up and  organization  of  the  Library.  In  October 
1965,  a third  chair  and  card-table  were  added 
to  the  room,  and  Miss  Miriam  Miller  joined  the 
staff  as  Acquisitions  Librarian,  transferring  from 


Reference  duties  in  the  Science  Division  of  the 
University  of  Arizona  Library.  Miss  Miller,  for- 
merly Supervisor  of  the  Physical  Therapy  Dept, 
of  Johns  Hopkins  Hospital,  received  her  Master’s 
degree  in  librarianship  and  her  training  in  med- 
ical bibliography  at  UCLA,  including  practical 
training  at  the  UCLA  Biomedical  Library. 

The  important  first  step  was  the  selection  of 
biomedical  journals  and  other  serials  to  be  ac- 
quired by  the  Library,  and  the  placing  of  orders 
for  these  titles  so  that  subscriptions  might  start 
in  January  of  1966.  At  the  same  time  a hundred 
and  one  library  operations  had  to  be  carried 
out  simultaneously,  including  such  esoteric  pro- 
cedures as  “pre-Cuttering”  of  serials  to  deter- 
mine their  eventual  shelf  locations,  and  such 
prosaic  matters  as  collecting  publishers’  catalogs. 
Specifications  had  also  to  be  written  for  library 
furnishings  and  equipment,  much  of  which 
would  be  needed  in  temporary  quarters  for  later 
re-use  in  the  completed  Library. 

With  the  arrival  of  library  materials  imminent, 
it  was  necessary  to  find  temporary  quarters  in 
which  to  house  the  Library.  The  most  favorable 
answer  seemed  to  be  to  use  some  of  the  quonset 
huts  existing  at  Polo  Village  in  the  Southeast 
corner  of  the  College  of  Medicine  grounds.  Con- 
sequently, in  November  1965  the  existing  fur- 
niture and  materials  were  moved  from  the  Med- 
ical Education  Building  into  three  of  the  Polo 
Village  quonset  huts.  Eventually,  the  Library 
expanded  into  five  of  the  huts,  and  steel  shelving 
and  other  library  equipment  was  moved  in. 
These  quonsets,  connected  by  an  asphalt  walk 
and  cooled  by  evaporative  coolers,  were  to  be 
“home”  for  the  Library  for  the  next  year. 

The  year  1966  saw  the  growth  of  the  library 
collections  from  a few  scattered  publications  to 
the  nucleus  of  a bound-volume  library.  The  1500 
serial  publications  began  to  come  in  from  coun- 
tries around  the  world,  and  journal  backsets  and 
medical  monographs  began  to  arrive  from  deal- 
ers in  the  U.  S.  and  abroad.  The  empty  quonsets 
began  to  fill  with  volumes,  and  the  catalog  with 
cards,  and  as  the  books  grew  so  of  necessity  did 
the  staff.  We  were  fortunate  in  finding  extreme- 
ly capable  and  hardworking  assistants.  Among 
our  first  employees  were  Mrs.  Sherry  Beimer  as 
Catalog  Clerk,  Mr.  Philip  Long  as  Bindery  Clerk, 
and  Mrs.  Jane  Hopkirk,  later  succeeded  by  Mrs. 
Jeane  Fritz,  as  Library  Secretary.  Mr.  John  Hartz 
joined  the  staff  as  Acquisitions  Clerk  somewhat 
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later,  as  did  Mrs.  Claudia  Schwab  as  General 
Library  Assistant,  and  Mr.  Raul  Delgado  as  our 
fiist  Student  Assistant. 

By  September  of  1966  we  were  able  to  add 
a Serials  Librarian  to  the  staff  as  Assistant  Ac- 
quisitions Librarian,  and  found  for  this  posi- 
tion Mr.  Gerald  Johns,  a graduate  of  the  UCLA 
School  of  Library  Service.  It  was  not  till  July 
of  1967  that  we  had  with  us,  as  Assistant  Cata- 
log Librarian,  Miss  Jacqueline  Kasper,  a gradu- 
ate of  the  use  Library  School  who  came  to  us 
from  Simpson  College  in  Indianola,  Iowa. 


MRS.  ELIZABETH  HINKLE,  M.L.S. 
REFERENCE  LIBRARIAN 


The  professional  staff  was  rounded  out  in 
September  1967  by  the  appointment  of  the  Refer- 
ence Librarian,  Mrs.  Elizabeth  Hinkle,  and  the 
Assistant  Reference  Librarian,  Mrs.  Kathryn 
Gloyd.  Mrs.  Hinkle  came  to  us  after  a year  of 
postgraduate  science-library  training  at  the  Uni- 
versity of  Tennessee  Medical  Units  in  Memphis. 
A former  R.N.,  Mrs.  Hinkle  received  her  M.L.S. 
from  the  University  of  Texas  and  has  had  many 
years  of  reference  experience  in  a number  of 
medical  libraries  in  Texas.  Mrs.  Gloyd,  with  an 
M.S.  in  Plant  Physiology  from  the  University  of 
Maryland  and  a R.S.  in  Librarianship  from  the 
University  of  Illinois,  was  formerly  Librarian  at 
the  Chicago  Academy  of  Science,  and  came  to 
us  from  her  most  recent  position  as  Senior  Refer- 
ence Librarian  from  the  Science  Division  of  the 
University  of  Arizona  Library.  Refore  joining 
our  staff  Mrs.  Gloyd  returned  to  the  University 
of  Illinois  for  special  training  in  medical  bibliog- 
raphy. 

While  it  takes  books  to  make  a library,  it  also 
takes  people,  and  without  the  dedication  of  this 


hardworking  staff  the  Library  would  not  have 
been  possible.  “Rooks”  there  were  too,  however, 
and  in  increasing  abundance  as  serial  volumes 
were  returned  from  the  bindery  and  new  mono- 
graphs were  added  to  the  shelves. 

By  the  end  of  1966  there  were  approximately 
10,000  volumes  bound  and  fully  cataloged  into 
the  collection,  arranged  on  the  shelves  by  the 
National  Library  of  Medicine  (NLM)  Classifi- 
cation and  subject-organized  in  the  card  catalog 
by  NLM’s  Medical  Subject  Headings  (MeSH). 
The  use  of  NLM  Classification  and  MeSH  for 
the  collection  keeps  us  in  line  with  national  prac- 
tice, and  organizes  the  library  materials  in  the 
same  way  in  the  Library  as  they  are  in  the 
NLM’s  Index  Medicus  and  Current  Catalog,  and 
MEDLARS  (Medical  Literature  Analysis  and 
Retrieval  System)  computer-tape  bibliographies. 
They  also  permit  the  constant  updating  of  the 
collection’s  organization  as  new  developments 
occur  at  the  National  Library  of  Medicine,  in 
recognition  of  the  changing  biomedical  scene. 

At  this  time,  with  the  quonsets  filling,  it  was 
learned  that  plans  were  proceeding  faster  than 
had  been  anticipated  for  construction  of  the  Col- 
lege of  Nursing  on  the  same  site  as  the  tem- 
porary Library  quarters.  It  was  therefore  essen- 
tial to  move  as  soon  as  possible  before  the  col- 
lection had  grown  even  more.  A second  tempor- 
ary “home”  was  found  on  N.  4th  Avenue,  in  an 
office  building  that  had  formerly  housed  the 
Social  Security  offices  in  Tucson.  By  Christmas, 

1966,  the  move  was  completed,  and  for  the  first 
time  all  sections  of  the  Library  were  under  one 
roof.  The  move  proved  to  be  a good  practice  run 
for  the  final  move  into  permanent  quarters  in 
the  College  of  Medicine  in  July  and  August  of 

1967. 

The  composition  of  the  collection,  as  reflected 
in  the  10,000  volumes  present  at  the  end  of 
1966,  and  the  20,000  volumes  existent  at  the 
September  1967  opening,  deserves  some  com- 
ment. With  the  main  stress  in  medicine  on  cur- 
rent journal  literature,  the  major  portion  of  our 
acquisitions  budget  was  put  into  acquiring  this 
form  of  publication,  and  by  the  opening  date 
the  subscription  list  had  grown  to  more  than 
1600  titles.  In  terms  of  bound  volumes,  a pro- 
portion of  3:1  for  bound  serials  as  compared 
with  recent  texts  and  monographs  was  aimed  for 
and  achieved.  Special  stress  was  placed  on  ac- 
quiring bibliographies,  indexes,  and  other  “ref- 
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erence”  tools  so  that  ready  access  could  be  had 
to  the  national  biomedical  library  network  when 
our  own  initial  resources  proved  inadequate. 
Even  when  the  collection  will  have  grown  to  its 
optimum  size  it  cannot  be  expected  to  meet 
more  than  90%  to  95%  of  demand,  and  this  bib- 
liographic armamentarium  will  be  of  continuing 
value. 

Not  all  of  the  collection,  happily,  has  had  to 
be  purchased,  even  with  the  generous  monetary 
support  of  an  anonymous  donor,  and  of  the  Pima 
County  Medical  Society  and  the  Arizona  Der- 
matological Society.  Cash  donations  have  also 
been  received  from  a Scottsdale  and  a Tucson 
physician  and  the  Library  has  received  Resource 
Crant  funding  from  the  National  Library  of 
Medicine. 

We  have  been  the  recipients  of  much  other 
thoughtful  generosity,  from  both  institutions  and 
persons.  Cifts  have  varied  from  80  cartons  of 
bound  materials  from  the  American  College  of 
Surgeons  to  single  unbound  issues  of  journals 
from  physicians,  as  well  as  valuable  personal 
libraries  from  the  estates  of  deceased  physicians, 
and  many  gifts  of  varying  size  from  individuals 
both  in  and  out  of  the  medical  profession,  and 
both  in  and  out  of  Arizona. 

The  cooperation  of  other  libraries  has  also 
been  unstinting.  Through  the  good  offices  of 
the  Science  Division  of  the  University  of  Arizona 
Library,  and  its  existing  holdings  in  the  bio- 
medical field,  we  have  been  able  to  use  the 
world-wide  resources  of  the  Medical  Library 
Association  Exchange  from  the  beginning.  The 
Science  Division,  with  the  consent  of  the  Uni- 
versity Library,  also  transferred  some  4000 
bound  volumes  in  the  Summer  of  1967  to  the 
College  of  Medicine  Library,  primarily  in  the 
field  of  clinical  medicine.  The  Science  Divi- 
sion’s extensive  holdings  in  basic  sciences  ma- 
terials have  also  permitted  us  to  conserve  our 
resources  and  avoid  unnecessary  duplication. 

The  support  the  College  of  Medicine  Library 
has  received  from  other  medical  libraries 
throughout  the  State  has  been  equally  munifi- 
cent. Many  of  these  libraries  had  for  many  years 
been  keeping  extra  files  of  materials  they  were 
sure  we  would  need,  as  indeed  had  the  Univer- 
sity of  Arizona  Library.  The  Veterans  Adminis- 
tration hospital  libraries  in  Phoenix  and  Tucson 
have  been  parbcularly  helpful,  as  have  been 


the  libraries  of  St.  Joseph’s  Hospital,  Phoenix; 
St.  Mary’s  Hospital,  Tucson;  the  Maricopa 
County  Medical  Society  Library,  Phoenix;  and 
Tucson  Medical  Center  Library.  A listing  of  all 
our  friends  would  be  impossible,  as  would  a full 
expression  of  our  gratitude  to  them.  One  out- 
standing “present”  for  medical  librarianship 
throughout  the  State  was  the  publication  in 
March  1967,  by  the  Special  Libraries  Division 
of  the  Arizona  State  Library  Assoeiation,  of  the 
first  List  of  medical  journals  in  Arizona,  which 
greatly  facilitates  the  location  of  needed  ma- 
terials. 

On  the  State  level,  we  are  happy  to  record 
also  the  helpful  cooperation  of  the  State  Dept,  of 
Health  and  the  State  Dept,  of  Library  and 
Archives.  On  other  levels  of  government,  in- 
cluding county  health  departments,  we  have 
had  equal  help,  and  there  is  no  doubt  that  the 
health  sciences  community  of  Arizona  has  a 
large  stake  in  the  College  of  Medicine  Library. 

The  main  stake  in  the  Library,  of  course,  is 
held  by  the  students  of  the  College  of  Medi- 
cine. They,  and  the  teaching  and  research  fac- 
ulty of  the  College,  will  be  the  main  users  of 
the  collection,  and  their  needs  will  be  the  pri- 
mary responsibility  of  the  Library.  It  will  be  the 
strong  secondary  role  of  the  Library,  however, 
to  support  all  health  professions  and  biomedical 
users,  on  or  off  campus,  in  or  out  of  the  Col- 
lege and  its  environs.  In  1969  the  Library  will 
assume  a second  primary  function  in  serving  the 
bibliographic  needs  of  the  College  of  Nursing 
students  and  faculty,  in  cooperation  with  the 
University  Library  and  its  Science  Division. 

No  medical  library  can  exist  in  isolation  any 
more  than  can  a worker  in  the  health  profes- 
sions. By  its  very  existence  the  College  of  Medi- 
cine Library  has  joined  the  national  biomedical 
library  network.  As  a member  of  this  network, 
our  Library  will  have  aceess  to  resources  far 
beyond  its  walls,  as  well  as  a commitment  to 
help  others  who  need  its  own  resources.  This 
network  is  presently  being  formalized  under  the 
Medical  Library  Assistance  Act  of  1965,  and 
medical  library  personnel  through  the  State  have 
formed  a Medical  Library  Croup  of  Arizona  to 
further  these  designs.  Within  the  next  two  years 
the  College  of  Medicine  Library  will  assume 
the  role  of  a sub-regional  resource  library,  with 
primary  access  to  the  collections  of  one  of  the 
nation’s  major  biomedical  libraries,  and  result- 


818 


Arizona  Medicine 


tant  improved  service  to  all  Arizona  health  sci- 
ences personnel.  The  aim  of  such  organization 
will  be  improved  health  care  for  all  Americans, 
through  the  continuing  education  of  the  health 
professions  in  which  medical  libraries  must  play 
a central  role. 

This  is  but  one  augury  for  the  future.  Although 
the  College  of  Medicine  Library  has  developed 
along  traditional  lines,  of  necessity  since  the 
greatest  need  was  for  augmented  medical-liter- 
ature resources  in  Arizona,  it  has  kept  a close 
watch  on  developing  communications  technol- 
ogies. The  coming  years  ^vill  doubtless  see  a 
more  “aggressive”  role  for  the  Library,  espe- 
cially as  health  care  programs  such  as  the  Re- 
gional Medical  Programs  of  the  Heart  Disease, 
Cancer,  and  Stroke  Amendments  come  into  be- 
ing. The  education  of  medical  students  is  but 
the  start  of  the  Library’s  duty  to  provide  con- 
tinuing education  resources  to  the  health  profes- 
sions, and  the  day  may  not  be  far  off  when  the 
library  walls  merely  contain  the  physical  re- 
sources, and  their  use  is  made  more  viable 
through  extramural  programs  and  facilities. 

In  health-science  research,  also,  the  Library 
will  play  an  increasing  role.  Already  its  users 
have  access  to  MEDLARS  searches  through  re- 
gional centers,  and  this  is  but  a promise  of  fu- 
ture developments.  Through  the  pioneering  ef- 
forts of  the  American  Chemical  Society,  for  ex- 
ample, biochemists  throughout  the  country  will 
be  able  to  have  a steady  flow  of  up-to-date  in- 
formation concerning  their  most  detailed  needs, 
by  having  their  “user  profiles”  matched  against 
subject-coded  computer  tapes.  Again,  this  is  but 
a first  step  to  a future  that  'will  retain  the  book 
and  the  journal  and  traditional  library  functions, 
but  will  augment  them  with  all  the  learning  and 
retrieval  sources  that  man  can  develop.  The  crux 
of  the  matter  will  be  economic  rather  than  tech- 
nological, and  the  rising  health  expectations  of 


our  citizens  may  well  break  the  economic  bar- 
rier. 

The  library  has  also  a traditional  function 
which  has  not  been  overlooked.  Every  librarian 
knows  it  is  his  duty  to  conserve  local  materials 
in  his  field  of  endeavor,  and  the  College  of 
Medicine  Library  has  made  a concerted  effort 
to  collect  health  sciences  publications  originat- 
ing in  Arizona.  Starting  with  a nucleus  collection 
from  a donor  prominent  in  the  field  of  public 
health,  who  has  given  unstintingly  in  many  sub- 
ject areas,  the  Library  has  collected  all  available 
Arizona  health-sciences  publications.  In  many 
cases  the  only  available  files,  often  incomplete, 
have  been  located  in  Washington,  D.  C.,  and  a 
program  is  planned  to  acquire  these  in  micro- 
form for  the  Library.  Meanwhile,  the  history  of 
the  health  professions  in  the  State  is  still  being 
written,  and  the  Library  is  planning  an  “Oral 
History”  program,  to  collect  tape  recordings  of 
memoirs  of  persons  who  have  been  active  in 
this  field.  Nor  has  the  classical  concept  of  med- 
ical history  been  ignored.  The  Library  is  for- 
funate  in  having  a number  of  early  imprints  in 
medicine,  largely  through  the  generosity  of  in- 
terested individuals. 

This,  in  brief,  is  the  role  of  the  library:  to 
conserve  the  best  of  the  past,  to  serve  the  present, 
and  to  plan  wisely  for  the  future.  The  accent 
in  the  College  of  Medicine  Library  will  be  on 
active  support  of  education,  graduate  and  con- 
tinuing, and  of  research,  present  and  future.  The 
Library  sees  itself  as  a central  learning  resource 
for  all  of  the  health  professions  in  all  of  their 
needs,  as  they  work  to  improve  tlie  health  care 
of  all  of  us.  This  is  a large  vision,  and  bounds 
must  be  set  in  terms  of  availability  of  resources 
and  urgency  of  need.  But  the  vision  remains, 
and  there  is  nothing  in  the  future  that  says  it 
cannot  some  day  be  realized.  We  are  all  trying 
to  bring  that  day  closer. 
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UULTIDISCIPUNE 

UBORATORIES 


Introduction 

The  use  of  a single  “unit”  laboratory  for  the 
teaching  of  all  of  the  basic  medical  sciences  was 
first  proposed  by  Leake  in  1924.  Various  modi- 
fications of  his  original  concept  have  been  adopt- 
ed by  many  medical  schools  as  they  have  altered 
their  curricula  and  methods  of  instruction  in  at- 
tempts to  overcome  the  shortcomings  of  the 
traditional,  or  “lock  step,”  curriculum.  The  Multi- 
discipline Laboratories  at  the  University  of  Ari- 
zona College  of  Medicine  will  constitute  a prin- 
cipal means  for  the  realization  of  the  educational 
objectives  outlined  elsewhere  in  this  issue  of  Ari- 
zona Medicine.  The  multidiscipline  laboratories 
will  be  used  to  provide  the  environment  in  which 
the  medical  students  can  learn  the  fundamentals 
and  laboratory  principles  of  each  of  the  basic 
science  disciplines.  The  laboratories  will  also 
provide  a setting  in  which  the  students  can  gain 
an  understanding  of  the  scientific  method  and 
develop  techniques  of  problem  solving  and  self- 
education  which  will  be  of  value  throughout 
their  professional  careers. 


In  the  following,  an  attempt  has  been  made 
to  describe  the  design  and  operation  of  the 
Multidiscipline  Laboratories.  It  is  hoped  that 
this  description  will  point  up  the  advantages  this 
type  of  laboratory  offers  to  the  student,  faculty, 
and  administration  of  the  College  of  Medicine. 


JOHN  D.  PALMER,  PH.D.,  M.D. 
DIRECTOR 


The  Facilities 

The  use  of  the  multidiscipline  teaching  lab- 
oratories represents  a departure  from  the  tradi- 
tionally separate  departmental  facilities.  These 
laboratories  will  be  used  as  a single  teaching 
base  by  the  six  pre-clinical  departments:  Anat- 
omy, Biochemistry,  Physiology,  Pathology,  Mic- 
robiology and  Pharmacology.  The  laboratories 
will  also  be  used  by  the  clinical  faculties  as  they 
introduce  the  students  in  the  first  and  second 
year  classes  to  clinical  medicine.  The  teaching 
laboratories  occupy  two  floors  in  the  student 
wing  of  the  Basic  Science  Building.  The  ground 
floor  of  the  student  wing  is  composed  of  sup- 
porting facilities,  including  a snack  bar,  book 
store,  lounge  and  locker  rooms.  The  anatomy 
morgue  and  animal  quarters  are  also  on  this 
level,  but  within  the  main  body  of  the  Basic 
Science  Building.  The  Multidiscipline  Labora- 
tories are  located  on  the  second  and  third  floors 
of  the  wing  with  the  third  floor  being  assigned 
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to  the  first  year  class  and  the  second  floor  to 
the  second  year  class.  The  student  wing  of  the 
building  is  distinctly  separate  from  the  main 
body  of  the  Basic  Science  Building  in  order  to 
provide  the  students  with  an  area  which  they 
can  identify  as  their  own. 

The  accompanying  illustrations  show  the  lay- 
out of  the  multidiscipline  laboratories  on  the 
third  floor  and  a larger  scale  drawing  depicts 
the  design  of  a typical  multidiscipline  laboratory. 
The  basic  teaching  laboratory  is  approximately 
950  square  feet  and  it  will  accommodate  sixteen 
students.  The  two  laboratories  on  the  same 
side  of  the  hall  are  connected  by  an  interlab. 
The  interlabs  provide  unassigned  space  for  ex- 
periments and  demonstrations.  The  interlabs  also 
contain  items  of  large  or  highly  specialized 
equipment,  such  as  ovens,  refrigerators,  deep 
freezes,  high-speed  refrigerated  centrifuges, 
spectrophotometers,  Warburg  apparatus  and  ana- 
lytical balances. 

Each  student  in  the  two  pre-clinical  classes 
is  assigned  to  an  individual  laboratory  space  on 
a yearly  basis.  The  student  has  his  own  high 
and  low  bench  facilities,  which  are  available 
for  his  use  at  any  time.  The  space  in  these  lab- 


oratories is  not  used  by  any  other  gioup  of 
students. 

The  stand-up  work  tables,  which  are  in  the 
fonn  of  an  island,  are  provided  with  sinks  and 
running  water,  and  outlets  for  electricity,  distill- 
ed water,  rare  gases,  gas,  air  and  vacuum.  The 
sit-down  facilities  provide  the  student  with  a 
desk  area.  There  is  a tackboard  above  each  desk 
and  an  individual  fluorescent  light.  At  each  desk, 
space  is  provided  for  the  storage  of  a micro- 
scope, books,  and  other  equipment. 

The  laboratories  are  open  to  the  students  at 
all  times  and  they  may  work  individually,  in 
pairs  or  in  groups  of  four.  Each  laboratory  is 
equipped  with  blackboards,  a projecton  screen 
and  X-ray  view  boxes  so  that  the  laboratory 
can  also  function  as  a classroom  for  its  sixteen 
students.  The  proximity  of  the  experimental  areas 
to  the  study  areas  and  the  simultaneous  access 
to  both  is  thought  by  many  to  increase  student 
efficiency  and  increase  the  usefulness  of  each 
area. 

The  laboratory  floors  of  the  student  wing 
embody  a complete  facility  for  the  study  of  the 
basic  medical  sciences.  In  addition  to  the  medical 
student  laboratories,  each  floor  has  a 128-seat 
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lecture  room  and  rooms  for  conferences,  calcu- 
lating, and  typing.  Also  included  are  rooms  for 
storage,  glassware  preparation,  chemical  and 
biological  preparation,  and  experimentation  in 
the  cold. 

The  two  laboratory  floors  of  the  student  wing 
are  nearly  identical  in  design.  The  third  floor 
differs  in  that  there  is  a Gross  Anatomy  Lab- 
oratory and  a Special  Students’  Projects  Labora- 
tory adjacent  to  the  Multidiscipline  Laboratory 
area,  but  within  the  main  body  of  the  Basic  Sci- 
ences Building.  Gross  anatomy  is  the  only  part 
of  the  curriculum  which  is  undertaken  outside 
of  the  multidiscipline  laboratories.  The  Special 
Students’  Projects  Laboratory  is  a modified  mul- 
tidiscipline laboratoiy.  It  has  six  stand-up  bench- 
es rather  than  four,  and  the  sit-down  areas  are 
located  along  the  walls.  This  special  projects 
laboratory  will  serve  many  purposes.  It  is  in- 
tended for  use  by  the  medical  students  of  any 
class  if  they  elect  to  explore  a certain  subject 
in  depth.  This  may  occur  during  the  school  year 
in  periods  of  unprogrammed  time,  or  during  the 
summer  sessions  or  elective  terms.  The  laboratory 
will  also  be  used  for  special  courses  in  the 
graduate  curriculum.  We  expect  that  many  of  our 
graduate  students  will  pursue  academic  careers 
and  it  seems  fitting  that  they  should  have  their 
laboratory  courses  in  a setting  identical  to  that 
in  which  many  of  them  will  carry  on  their  teach- 
ing endeavors. 

The  multidiscipline  laboratories,  lecture  rooms, 
gross  anatomy  laboratory,  and  special  projects 
laboratory  will  be  interconnected  by  means  of 
a closed  circuit  television  system.  The  program- 
ming may  originate  in  any  of  the  laboratories  or 
lecture  rooms  and  be  distributed  to  any  combin- 
ation of  the  laboratories  or  lecture  rooms.  The 
system  will  have  the  capacity  to  handle  two  sepa- 
rate programs  simultaneously.  The  system  will 
ultimately  connect  to  the  clinical  facility  so  that 
the  faculty  can  make  use  of  clinical  material 
when  it  is  relevant  to  material  under  considera- 
tion in  the  multidiscipline  laboratories.  The  tele- 
vision system  is  also  equipped  with  a two-way 
talk-back  system  so  that  the  students  and  fac- 
ulty may  communicate  with  one  another  during 
the  course  of  the  programming. 

Each  group  of  four  students  will  have  at  its 
disposal  an  electronic  oscillographic  recorder  for 
use  in  experiments  in  physiology  and  pharmacol- 
ogy. A group  of  students  may  use  a recorder  in- 


dividually or  they  may  connect  it  to  a circuit 
which  interconnects  all  of  the  teaching  labora- 
tories and  lecture  rooms.  In  this  fashion,  a single 
recorder  may  be  either  the  “master”  of  the  en- 
tire system  or  the  “slave”  of  a master  recorder 
located  elsewhere.  This  system  is  to  be  oper- 
ated in  a fashion  similar  to  the  television  system 
in  that  programming  may  originate  in  any  of 
the  laboratories  or  lecture  rooms  and  be  distrib- 
uted to  any  combination  of  laboratories  or  lec- 
ture rooms  throughout  the  student  facility.  This 
system  is  also  capable  of  carrying  two  different 
programs  simultaneously  and  it,  too,  can  be  con- 
nected to  certain  areas  in  the  clinical  facilities. 
We  anticipate  that  events  of  clinical  relevance 
will  occur  in  the  emergency  rooms,  the  cardiac 
catheterization  laboratory,  the  radiology  suites, 
operating  rooms,  delivery  rooms  and  intensive 
care  wards.  Tape  recorders  are  planned  for  both 
the  television  system  and  the  recorder  system  so 
that  when  events  of  relevance  occur  in  the  clin- 
ical facility  out  of  phase  with  the  basic  science 
curriculum,  they  can  be  stored  and  replayed  at 
the  appropriate  time. 

Operation 

The  multidiscipline  laboratories  are  operated 
as  an  autonomous  department  of  the  Gollege  of 
Medicine.  The  staff  includes,  in  addition  to  the 
Director,  two  teaching  technicians,  a mortician, 
secretary,  and  part-time  dish  washer.  We  also 
have  the  services  of  a full-time  histologic  tech- 
nician to  prepare  the  slide  sets  for  the  Depart- 
ments of  Anatomy  and  Pathology. 

The  laboratory  staff  provides  a maximum  de- 
gree of  preparation  for  the  students.  This  relieves 
the  faculty  of  the  burden  of  such  preparation 
and  permits  optimum  use  of  the  students’  time 
in  the  laboratory.  The  departments  submit  a 
detailed  protocol  well  in  advance  of  the  sched- 
uled experiment.  Then,  on  the  appropriate  day, 
the  laboratory  staff  sets  out  the  necessary  equip- 
ment and  supplies  for  the  conduct  of  the  as- 
signed exercise.  The  staff  is  also  available  to 
the  faculty  to  assist  in  the  preparation  of  new 
laboratory  experiments  and  in  the  pre-testing  of 
these  exercises  when  necessary. 

The  equipment  used  in  the  teaching  laborator- 
ies is  modern  and  of  research  quality.  It  is  not 
our  philosophy  that  students  should  learn  mod- 
ern medical  biology  with  the  tools  of  yesteryear. 
This  equipment  belongs  to  the  teaching  labora- 
tories and  is  for  the  exclusive  use  of  the  medical 
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students. 

Comment 

Experiments  in  other  schools  using  multidis- 
cipline teaching  laboratories  have  shown  that 
many  benefits  accrue  to  the  users  of  the  labora- 
tories. Our  laboratories  are  student  oriented 
rather  than  subject  oriented.  In  this  setting,  the 
students  are  to  be  the  principal  beneficiaries. 
They  will  have  the  advantage  of  occupying  a 
distinctly  separate  portion  of  our  building  which 
they  can  call  their  own  and  which  is  available 
for  their  use  at  any  time.  Theirs  is  an  environ- 
ment in  which  the  learning  process  can  be  made 
both  interesting  and  stimulating.  It  is  hoped 
that  this  setting  will  foster  the  development  of 
techniques  of  problem  solving  and  self-educa- 
tion which  will  facilitate  transfer  of  new  scien- 
tific knowledge  to  useful  applications  throughout 
their  careers. 

The  students  will  also  benefit  from  the  many 
advantages  the  multidiscipline  laboratories  offer 
to  the  faculty.  The  benefits  derived  from  effi- 
cient use  of  space,  time,  staff,  equipment,  and 
funds  will  favor  increased  teaching  effective- 
ness. This  centralized  teaching  facility  allows  a 
minimum  investment  to  serve  a maximum  num- 
ber of  students  and  faculty. 


The  multidiscipline  laboratories  are  infinitely 
flexible  with  respect  to  the  type  of  teaching 
they  can  accommodate  and  they  readily  lend 
themselves  to  change.  This  is  of  great  impor- 
tance to  a faculty  which  has  undertaken  an  obli- 
gation to  design  and  develop  a curriculum  which 
fulfills  the  educational  objectives  outlined  else- 
where in  this  issue  of  ARIZONA  MEDICINE. 
This  will  require  imagination,  invention,  and  in- 
novation. There  must  be  constant  self-assess- 
ment and  the  initiation  of  change  when  it  is  ap- 
propriate. This  can  be  a broad  background  for 
research  in  medical  education  and  we  hope  that 
interested  parties  will  seize  upon  the  opportun- 
ity. 

Summary 

The  multidiscipline  laboratories  are  oriented 
toward  the  mission  of  modern  medical  educa- 
tion. In  these  laboratories,  it  is  feasible  and  pos- 
sible to  bring  together  all  the  needed  expertise 
and  to  achieve  the  desired  objectives.  The  ulti- 
mate test  of  these  laboratories  lies  in  the  future 
work  of  our  graduates.  We  hope  that  one  day 
we  will  be  able  to  hang  the  words  of  Christopher 
Marlow  over  the  entrance  to  the  Multidiscipline 
Laboratories,  “Infinite  riches  in  a little  room.” 
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THE  CLASS  OF  1971 

It  is  a pleasure  to  introduee  the  first  class  of 
the  University  of  Arizona  College  of  Medicine 
to  the  readers  of  ARIZONA  MEDICINE. 

The  Class  of  1971,  which  numbers  thirty-two, 
is  pictured  on  the  accompanying  pages.  These 
young  men  and  women  were  selected  for  the 
entering  class  from  a group  of  nearly  600  ap- 
plicants. Twenty-eight  of  the  class  are  residents 
of  Arizona;  there  are  two  from  California,  and 
one  each  from  Utah  and  Nevada.  Twenty-seven 
of  the  students  received  at  least  a portion  of 
their  higher  education  in  the  State  of  Arizona. 
Thirteen  members  of  the  entering  Class  of  1967 
attended  Arizona  State  University.  An  equal 
number  attended  the  University  of  Arizona,  and 
one  attended  Northern  Arizona  University.  There 
is  one  student  from  each  of  the  following  Uni- 
versities and  Colleges:  Occidental  College,  Uni- 
versity of  California,  College  of  the  Holy  Cross, 
Stanford  University,  and  Pasadena  College. 
Seven  of  the  twenty-six  male  students  are  mar- 
ried and  of  these,  three  have  one  or  more  chil- 
dren. All  of  the  women  in  the  class  are  single. 


Stephen  P.  Bailey 
Arizona  State  University 
Tempe,  Arizona 

Thomas  S.  Bailey 
Arizona  State  University 
Phoenix,  Arizona 

Edra  E.  Blackburn 
Arizona  State  University 
Cottonwood,  Arizona 

James  F.  Blute 
University  of  Arizona 
Tucson,  Arizona 

Shirley  Ann  Clapp 
Arizona  State  University 
Phoenix,  Arizona 

George  H.  Darwin,  Jr. 
University  of  Arizona 
Tucson,  Arizona 


Michael  J.  Freeman 
Arizona  State  University 
Tempe,  Arizona 

Stephen  W.  Hall 
Arizona  State  University 
Phoenix,  Arizona 

Ross  Henderson 
University  of  Arizona 
Tucson,  Arizona 

Patrick  G.  Henry 
Arizona  State  University 
Scottsdale,  Arizona 

Thomas  H.  Hicks 
Arizona  State  University 
Scottsdale,  Arizona 

Marc  H.  Ingle 
Pasadena  College 
Phoenix,  Arizona 
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Sandra  L.  Kramer 
University  of  Arizona 
Tucson,  Arizona 


Frederick  A.  Kreuzer 
Northern  Arizona  University 
Las  Vegas,  Nevada 


Marilyn  Kay  Laughead 
University  of  Arizona 
Prescott,  Arizona 


Timothy  A.  Lind 
University  of  Arizona 
Tucson,  Arizona 


Dwight  C.  Lundell 
University  of  Arizona 
Thatcher,  Arizona 


Richard  A.  Melde 
Occidental  College 
Scottsdale,  Arizona 


Judy  K.  Munyon 
Arizona  State  University 
Phoenix,  Arizona 


Todd  H.  Overton 

Southern  Methodist  University  and 
Arizona  State  University 
Tempe,  Arizona 


Michael  A.  Platt 
University  of  Arizona 
Tucson,  Arizona 


William  S.  Reid,  Jr. 
Arizona  State  University 
Phoenix,  Arizona 


Charles  J.  Rolle 
University  of  Arizona 
Flagstaff,  Arizona 


Donald  J.  Ross 

University  of  California  at  Rerkeley 
Berkeley,  California 


Samuel  W.  Shoen 
College  of  the  Holy  Cross 
Phoenix,  Arizona 


Volker  K.  Sonntag 
Arizona  State  University 
Phoenix,  Arizona 


Roger  A.  Spencer 
Stanford  University 
San  Diego,  California 


Gary  N.  Taylor 
University  of  Utah  and  the 
University  of  Arizona 
Salt  Lake  City,  Utah 


Terry  H.  Vondrak 
University  of  Arizona 
Tucson,  Arizona 


Sandra  Walmsley 
Arizona  State  University 
Phoenix,  Arizona 


William  S.  Wanago 
University  of  Arizona 
Tucson,  Arizona 


John  S.  Weaver 
University  of  Arizona 
Tucson,  Arizona 


September,  1967 


S25 


George  H.  Darwin,  Jr. 


Shirley  Ann  Clapp 


Michael  John  Freeman 


Donald  J.  Ross 


Samuel  W.  Shoen 


Volker  Karl  Sonntag 


JAY  B.  ANGEVINE,  JR.,  PH.D. 
ASSOCIATE  PROFESSOR 


G.  ROY  HORST,  PH.D. 
INSTRUCTOR 


DEPARTMENT 

OF 

ANATOMY 

PHILIP  H.  KRUTZSCH,  PH.D. 

PROFESSOR  AND  HEAD 
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Anatomy  has  central  responsibility  for  the 
presentation  and  study  of  morphological  systems. 
Its  contributions  occur  at  the  gross,  microscopic, 
and  ultrastructural  levels  and  have  exerted  strong 
influenee  on  many  areas  of  biology  and  medicine 
over  the  years.  This  discipline  has  established 
fundamental  facts  and  methods  supporting  mod- 
ern eoncepts  of  animal  biology.  It  is  the  desire 
and  purpose  of  the  Anatomy  Department  to  ex- 
press a meaningful  picture  of  the  diseipline  and 
its  relationship  to  the  synthesis  of  ehemical,  phy- 
sical and  biological  facts  in  a challenging  and 
responsible  program  basie  for  continued  growth 
and  application  by  the  developing  physician. 

The  scientific  role  and  contributions  of  anat- 
omy to  medical  and  biological  sciences  have  un- 
dergone dramatic  change  in  recent  years  with 
an  ever  greater  interdisciplinary  approach  to 
problem-solving.  The  pattern  of  anatomy  at  one 
time  was  concerned  to  a large  extent  with  des- 
criptive macro-  and  micromorphology;  however, 
with  new  discoveries  and  utilization  of  analytical, 
optical,  and  chemical  instrumentation,  the  des- 
criptive nature  of  anatomy  has  altered,  resulting 
in  a new  dimension  in  the  discipline.  These 
tools,  developed  by  the  physicists  and  chem- 
ists permitted  a fresh  approach  to  the  an- 
alysis of  the  complexities  of  organization  and 
structure  within  the  cell,  which  started  in 
the  laboratories  of  the  early  biological  morph- 
ologists. The  more  recent  contributions  of  the 
anatomists,  who  began  exploring  by  histochem- 
ical,  ehemieal  and  electromechanical  means  the 
structure  and  function  of  the  brain,  reproduc- 
tive and  endocrine  organs,  provided  a logical  se- 
quence to  the  micromorphologist,  whose  interest 
in  subcellular  particles  and  organelles  (again 
from  a structural  and  functional  standpoint)  re- 
quires the  utilization  of  electron  microscopy, 
ultracentrifugation,  spectrophotometry,  chroma- 
tography and  radioautography  to  demonstrate 
the  smaller  struetural  units  that  today’s  anatom- 
ist considers.  This  discipline,  with  its  broad 
utilization  of  techniques  from  many  areas,  con- 
tinues to  converge  with  sister  seienees  of  bio- 
chemistry, microbiology,  pathology  and  physiol- 
ogy toward  the  resolution  of  ever  more  diserete 
problems  of  structure.  Thus  the  continuing  in- 
fluence of  anatomy  on  the  science  of  medicine 
is  well  demarked  and  will  continue  to  play  an 
important  role  in  the  medieal  school  learning 
environment. 


The  Department  of  Anatomy  occupies  the 
eastern  half  of  the  fourth  floor  of  the  Basic 
Sciences  Building,  an  area  whieh  includes  offices 
and  laboratories  for  faculty  and  staff  and  study 
cubicles  for  students.  Other  laboratories  pro- 
vide specialized  facilities  for  a wide  range  of 
physical,  chemical  and  ultrastructural  analytical 
procedures  and  controlled  environment  studies. 

The  physical  plan  of  the  Department  provides 
maximum  freedom,  flexibility  and  efficiency  for 
the  conduct  of  faculty  and  student  research  and 
central  instrument  rooms  allow  full  contact  and 
interaction  between  faculty  and  students.  A con- 
ference room,  shared  by  the  Department  of  Anat- 
omy and  the  adjoining  Department  of  Physiol- 
ogy, is  available  on  the  fourth  floor  for  seminars, 
discussions  and  special  teaching  exercises.  All 
facilities,  equipment  and  teaching  material  for 
the  instruction  of  medical  and  graduate  students, 
including  a special  laboratory  for  human  dis- 
section, are  provided  and  maintained  by  the  Mul- 
tidiscipline Laboratories.  The  Department  of 
Anatomy  thus  will  use  its  fourth  floor  space  to 
maximum  advantage  for  furtherance  of  researeh 
programs,  while  having  full  aecess  to  well-equip- 
ped and  professionally  maintained  teaching  fa- 
cilities of  superior  quality.  Future  growth  de- 
mands will  be  accommodated  by  horizontal  ex- 
pansion of  the  Basic  Sciences  Building  eastward. 

All  anatomical  teaching  material  for  medical 
and  graduate  student  training  are  housed  and 
cared  for  by  the  Director  of  Multidiscipline  Lab- 
oratories. The  Department  of  Anatomy  is  for- 
tunate in  having  study  colleetions  of  exception- 
al quality,  although  need  for  considerable  addi- 
tional material  still  exists.  The  demanding  re- 
quirements of  producing  the  varied  and  com- 
prehensive teaching  material  have  utilized  much 
time. 

In  gross  anatomy,  the  available  material  in- 
cludes a developing  supply  of  cadavers  for  dis- 
section. In  order  to  assure  such  specimens,  help 
has  been  solicited  from  civic-minded  individuals 
willing  to  donate  their  remains.  The  number  of 
bequests  of  bodies  to  the  College  of  Medicine 
for  teaching  and  research  purposes  has  been 
gratifying  and  there  is  hope  that  an  adequate 
and  continuing  resource  will  be  derived  by  this 
route.  Reference  and  loan  material  in  osteology 
is  represented  in  sufficient  amount  to  meet  the 
needs  of  the  elass  entering  in  1967. 
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In  histology,  student  loan  sets  containing  tis- 
sues from  every  part  of  the  body  and  prepared 
by  a variety  of  suitable  techniques  are  avail- 
able. Human  tissues  are  used  in  all  instances. 
Continuous  additions  to  and  improvement  of 
these  excellent  teaching  sets  are  planned  for  the 
future.  Also  available  are  a number  of  refer- 
ence sets  of  serial  sections  of  fetal  mammalian 
specimens  at  various  stages  of  development. 
Demonstration  slides  to  illustrate  special  features 
of  histology  at  the  light  microscopic  level  and 
large  electron  micrographs  to  clarify  cytological 
details  at  the  level  of  fine  structure  are  yet  in 
preparation  and  will  be  added  as  rapidly  as 
possible. 

In  neuroanatomy,  comprehensive  sets  of  mye- 
lin-stained sections  of  the  human  spinal  cord  and 
brain  stem  will  be  loaned,  one  to  each  medical 
student.  Also,  each  student  is  loaned  a bound 
book  of  twenty-two  original,  enlarged  photo- 
graphs of  an  exceptionally  well-differentiated  se- 
ries of  myelin-stained  sections  of  another  human 
brain  stem.  This  brain  stem,  although  nearly 
normal,  illustrates  selective  degeneration  of  two 
descending  brain  tracts  and  thereby  clarifies  a 
number  of  features  of  brain  stem  organization. 
It  is  anticipated  that  each  pair  of  students  will 
receive  a gross  specimen  of  the  human  brain  for 
dissection.  A reference  collection  of  whole  brain 
serial  sections,  stained  for  myelin  and  mounted 
on  large  glass  plates,  is  available  in  the  three 
cardinal  planes  of  section  — coronal,  sagittal, 
and  horizontal.  These  sets  comprise  nearly  1,000 
slides  in  all  and  represent  every  10th  section  cut 
from  the  brain.  These  are  to  be  studied  on  large 
transilluminated  viewing  boxes  or  projected  for 
class  review.  Additional  light  and  electron  micro- 
scopic material  is  needed,  however,  for  demon- 
stration purposes  in  neuroanatomy.  At  the  pres- 
ent time,  slides  illustrating  various  regions  of 
the  human  central  nervous  system  with  special 
neurohistological  techniques  are  presented  in  the 
histology  loan  sets.  Eventually,  separate  and 
comprehensive  neurohistological  loan  sets  will  be 
provided. 

It  is  expected  that  students  will  use  these  ex- 
tensive collections  in  depth  to  enrich  their  un- 
derstanding of  human  structure  and  principles  of 
anatomical  organization. 

The  responsibilities  of  the  Department  of 
Anatomy  lie  in  two  broad  areas:  First,  the  or- 
ganization of  clinical  and  graduate  training  pro- 


grams in  anatomy  that  balance  and  complement 
the  other  basic  and  clinical  disciplines  and  sec- 
ond, the  development  of  research  programs  in 
anatomy  that  enable  the  Department  to  play  a 
significant  role  on  the  national  scene  in  widen- 
ing knowledge  of  morphological  aspects  of  hu- 
man and  animal  biology.  Although  distinct,  the 
two  areas  are  closely  interrelated;  the  success  of 
departmental  research  efforts  communicates  a 
sense  of  excitement  in  discovery  to  medical  and 
graduate  students  through  their  teachers.  Such 
influences  attract  superior  individuals  to  the 
clinical  and  graduate  training  programs  and  chal- 
lenge them  to  their  best  efforts. 

In  its  clinical  training  program,  the  Depart- 
ment believes  that  there  is  a definable  body  of 
essential  knowledge  of  human  anatomy  at  gross, 
microscopic,  and  fine  structural  levels  that  every 
physician  should  know.  This  body  of  knowledge 
consists  of  principles  of  anatomical  organiza- 
tion at  all  three  levels,  rather  than  topographic 
detail,  however  important  the  latter  may  be  to 
certain  areas  of  medicine  and  surgery.  Mastery 
of  this  information  is  crucial  to  the  student’s 
medical  education  because  it  provides  a basic 
vocabulary  and  frame  of  reference  for  all  other 
disciplines.  Such  information  furnishes  the  con- 
tent for  the  first-year  experience  offered  by  the 
Department  in  gross  anatomy,  cytology  and  his- 
tology, embryology,  and  neurosciences.  Oppor- 
tunities for  advanced  and  detailed  exposure  to 
special  areas  of  anatomy  will  be  offered  later  in 
the  student’s  career,  when  he  or  she  has  chosen 
an  area  of  medicine  in  which  intensive  ana- 
tomical experience  is  required.  At  this  time,  the 
program  pursued  by  each  student  will  be  high- 
ly individualized. 

In  the  graduate  training  program,  the  Depart- 
ment is  mindful  of  the  fact  that  it  is  expected 
to  prepare  its  students  to  become  effective  bio- 
logical scientists.  Major  emphasis  is  placed  upon 
the  interdependence  of  morphological,  physico- 
chemical and  other  analytical  approaches  to  the 
study  and  solution  of  biological  problems.  The 
function  of  training  students  to  become  effec- 
tive medical  school  teachers  for  tomorrow  will 
stress  student  familiarity  with,  and  participa- 
tion in,  the  system  of  multidisciplinary  labora- 
tory teaching.  Thus,  its  graduate  students  wiU 
be  prepared  to  accept  major  responsibilities  in 
medical  schools,  either  immediately  upon  com- 
pleting requirements  for  their  doctoral  degrees. 
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or  following  the  classical  post-doctoral  learning 
period.  The  increased  demand  for  physicians 
and  the  need  for  faculty  in  the  many  new  med- 
ical schools  throughout  the  nation  make  such 
training  in  the  techniques  of  research  and  teach- 
ing urgent  and  obligatory. 

In  addition  to  its  individualized  programs  for 
third  and  fourth  year  medical  students  who  elect 
advanced  courses  in  special  areas  of  anatomy,  the 
Department  hopes  eventually  to  serve  the  needs 
of  residents,  postdoctoral  clinical  fellows  and 
others  who  desire  additional  or  renewed  experi- 
ence in  these  areas.  The  Department  plans  to 
sponsor  and  organize  learning  opportunities  in 
its  discipline  for  such  individuals. 

At  the  present  time  the  Department  of  Anat- 
omy numbers  three  individuals;  a Professor  and 
Head  of  the  Department,  an  Associate  Professor, 
and  an  Instructor.  These  members  bring  research 
and  teaching  experience  in  gross  and  microscopic 
anatomy  and  in  neurosciences  to  the  Depart- 
ment. Continued  growth  of  the  Anatomy  Faculty 
is  expected  to  occur  in  the  next  several  years. 

Philip  H.  Krutzsch,  Ph.D.  Professor  of  Anat- 
omy and  Head  of  the  Department. 

Dr.  Krutzsch  obtained  his  science  training 
from  the  Universities  of  California  (Berkeley) 
and  Kansas  (Ph.D.,  1953).  He  came  to  the 
College  of  Medicine  in  1964  from  the  School  of 
Medicine  at  the  University  of  Pittsburgh,  where 
he  served  as  Associate  Dean  and  Associate  Pro- 
fessor of  Anatomy.  Since  his  arrival.  Dr.  Krutzsch 
has  served  as  Planning  Assistant  to  the  Dean  and 
has  played  a key  role  in  the  design  of  the  Basic 
Sciences  Building.  In  addition  to  his  administra- 


tive experience  in  medical  education,  he  has  pub- 
lished an  extensive  series  of  papers  on  a broad 
range  of  histophysiological,  endocrinological  and 
epidemiological  aspects  of  mammalian  biology, 
with  major  emphasis  upon  Chiropteran  repro- 
ductive physiology  and  hypothermia.  Dr.  Krut- 
zsch is  experienced  in  the  teaching  of  all  phases 
of  gross,  microscopic,  and  neuroanatomy.  He  is 
married  and  has  two  children. 

Jay  B.  Angevine,  Jr.,  Ph.D.  Associate  Profes- 
sor of  Anatomy. 

Dr.  Angevine  obtained  his  science  training 
from  Williams  College  and  Cornell  University 
(Ph.D.,  1956).  He  came  to  the  College  of  Medi- 
cine this  year  from  the  Department  of  Anatomy 
at  Harvard  Medical  School,  where  he  was  Assis- 
tant Professor  of  Anatomy.  Dr.  Angevine  has 
published  an  atlas  of  the  human  cerebellum  and 
numerous  papers  in  human  neuroanatomy  and 
mammalian  neurogenesis,  with  major  emphasis 
upon  the  structure  of  the  forebrain  and  its  de- 
velopment as  studied  by  autoradiographic  means. 
He  has  extensive  experience  in  the  teaching  of 
neuroanatomy  and  microscopic  anatomy.  He  is 
married  and  has  two  children. 

G.  Roy  Horst,  Ph.D.  Instructor  in  Anatomy. 

Dr.  Horst  obtained  his  science  training  at 
Wagner  College  and  Cornell  University  (Ph.D., 
1967).  Dr.  Horst  is  interested  in  the  mechanisms 
of  water  balance  and  utilizes  the  techniques  of 
histochemistry,  biochemistry,  and  electron  micro- 
scopy in  resolving  these  problems.  He  has  con- 
siderable experience  in  the  teaching  of  histology 
and  embryology.  He  is  married  and  has  two 
children. 
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DONALD  J.  HANAHAN,  PH.D. 
PROFESSOR  AND  HEAD 


DEPARTMENT  OF  BIOCHEMISTRY 


Biochemistry  represents  the  study  of  the  chem- 
istry of  biological  systems  and  as  such  exerts  its 
influence  on  many  facets  of  medicine  today. 
Challenging  problems  concerning  the  chemical 
basis  of  heredity,  the  manner  in  which  genes 
control  protein  synthesis  and  enzymatic  reac- 
tions, the  mode  of  action  of  hormones,  the  chem- 
ical changes  oecurring  during  development  of 
the  cell  and  the  entire  organism,  the  pathway 
of  carbohydrate  and  fat  metabolism,  form  an 
integral  part  of  research  activities  of  basic  and 
clinical  laboratories.  Not  only  are  these  investi- 
gations directed  towards  unravelling  the  intri- 
cate processes  operative  in  the  normal  organ- 
ism but  also  towards  elucidation  of  the  various 
errors  of  metabolism,  e.g.  cancer,  heart  disease. 
It  is  the  intent  of  the  Biochemistry  Department 
to  present  a coherent  picture  of  this  discipline 
by  merging  the  two  large  areas  of  chemistry 
and  biology  into  a provocative  and  sound  pro- 
gram suitable  for  continuing  application  by  the 
medical  student. 


The  pattern  of  development  in  biochemistry 
has  undergone  significant  changes  over  the 
years  and  it  is  well  to  describe  briefly  this 
point  since  it  has  relevance  to  the  teaching  pro- 
gram within  the  department.  A few  short  years 
ago  biochemistry  was  an  integral  part  of  phy- 
siology and  from  this  association  developed  the 
title  of  physiological  chemistry.  At  that  time  re- 
search and  teaching  in  physiological  chemistry 
were  concerned  to  a large  extent  with  the  subject 
of  animal  nutrition.  Thus,  the  effect  of  levels 
and  specific  types  of  vitamins,  proteins,  carbohy- 
drates and  fats  in  the  diet  on  the  overall  develop- 
mental pattern  of  laboratory  animals  and  of 
man  formed  an  important  and  major  direction  of 
this  field.  However,  as  knowledge  and  the  tools 
by  which  to  study  the  complexity  of  the  cells 
became  more  sophisticated,  the  pattern  of  this 
field  changed  and  as  a result  a splinter  group 
formed  and  became  known  as  biochemistry.  To- 
day a large  contingent  of  biochemists,  teach 
and/or  conduct  research  in  academic  institutions. 
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government  and  private  laboratories  and  are  con- 
cerned with  a myriad  of  problems  involving 
a wide  variety  of  life  forms.  The  growth  of  tliis 
field  has  been  nothing  short  of  spectacular  as 
can  be  attested  by  the  dramatic  change  in  num- 
bers of  research  investigators  and  increase  of 
publications  in  leading  scientific  journals  and 
the  emergence  of  many  new  “biochemical”  jour- 
nals. This  discipline  now  permeates  the  entire 
spectrum  of  biology,  from  plants,  microorgan- 
isms, sea  and  land  animals  to  man.  The  influence 
of  biochemistry  on  medicine  is  widespread 
and  it  is  well  established  as  an  integral  part 
of  the  medical  school  complex. 

The  explosive  development  of  a discipline  such 
as  biochemistry  was,  as  might  be  expected,  cat- 
alyzed by  certain  key  discoveries.  The  first  defin- 
itive proof  for  the  occurrence  of  an  enzyme  pro- 
vided a tremendous  impetus  to  this  field  and 
allowed  it  to  assume  a more  rational  approach. 
Today  there  are  few  programs  in  biochemical 
research  that  do  not  have  some  basic  reference 
to  this  subject.  Enzymatic  assays  have  proven  of 
considerable  use  in  establishing  certain  abnormal 
processes,  e.g.  the  level  of  transaminase  activity 
in  the  plasma  is  an  indicator  of  the  amount  of 
tissue  damage  in  persons  with  myocardial  in- 
farcts. Another  discovery  of  immense  basic  and 
clinical  value  was  that  of  the  isolation  and  iden- 
tification of  the  hormone,  insulin,  which  has  such 
an  important  role  in  the  management  of  carbohy- 
drate metabolism  in  the  diabetic  (diabetes  mel- 
litus)  patient  and  in  the  unaffected  person  as 
well.  Finally,  perhaps  one  of  the  more  exciting 
developments  in  the  field  resulted  indirectly 
from  World  War  II  effort  on  the  production  of 
nuclear  weapons.  The  availability  of  facilities 
for  production  of  radioactive  isotopes  useful  in 
biological  investigations  became  an  overnight 
reality.  Radioactive  isotopes,  such  as  carbon  14, 
essentially  changed  the  entire  complexion  and 
direction  of  research  in  biochemistry  and  re- 
lated fields.  It  allowed  an  investigator  to  trace 
in  animals  a metabolic  reaction  in  which  infin- 
itesimally small  amounts  ( microgram ) of  a com- 
pound, labeled  with  carbon  14  provided  a ready 
indicator  of  normal  and  abnormal  metabolic 
pathways.  Its  application  to  a wide  variety  of 
experimental  studies  both  in  the  small  animal 
and  the  human  has  provided  important  informa- 
tion on  topics  such  as  the  biosynthesis  of  hemo- 
globin, cholesterol  and  fatty  acid  metabolism. 


the  metabolic  pathway  of  glucose  etc.  Concom- 
itant with  the  production  and  availability  of 
Carbon  14  other  isotopes  of  prime  importance  to 
biological  research  were  made  available,  thus 
iodine-131  for  use  in  tracing  thyroid  behavior 
and  in  therapy,  phosphorus-32  for  application 
to  nucleic  metabolism  studies,  iron-55  for  tracing 
red  blood  cell  behavior  and  so  on. 

The  above  examples  serve  to  illustrate  certain 
factors  influencing  the  direction  of  biochemistry 
development  in  the  past.  An  important  part  of 
modern  biochemical  research  activities  has  cen- 
tered in  the  isolation  of  specific  enzymes,  for 
example,  from  a cell  and  to  fully  describe  their 
physical  chemical  behavior.  Although  this  avenue 
of  exploration  forms  an  integral  part  of  bio- 
chemical research  today,  there  is  a growing  trend 
towards  attempts  to  fit  these  isolated  components 
back  into  a reconstructed  system  mimicking  in- 
tact cellular  activity.  Intimately  associated  with 
this  trend  is  the  development  of  a considerable 
interest  in  cell  membrane  structure  and  func- 
tion, wherein  a key  to  abnormal  behavior  may 
be  found. 

The  discussion  to  this  point  has  stressed  heav- 
ily the  concept  of  research  in  biochemistry,  and 
not  specifically  teaching  concepts.  It  is  im- 
portant to  note,  however,  that  any  teaching 
program  in  this  discipline  is  based  almost  ex- 
clusively on  observations  made  by  the  research 
investigator.  Thus,  the  teaching  approach  in  bio- 
chemistry will  be  to  assemble  the  various  points 
of  definitive  information  available  on  a particu- 
lar topic  and  to  present  this  material  in  a suc- 
cinct and  understandable  manner  to  the  student 
and  hopefully  promote  further  inquiry  on  the 
subject  by  the  student. 

The  initial  phase  of  development  within  the 
department  of  biochemistry  can  be  regarded  as 
constructed  along  traditional  lines;  in  part  this 
approach  was  dictated  as  the  most  efficient  one 
in  which  to  establish  a department  within  the 
short  time  period  available  prior  to  the  fust  class 
in  September.  On  the  other  hand  this  approach 
is  deceptive  since  it  is  our  belief  that  the  num- 
ber of  hours  spent  in  didactic  presentations  is 
not  necessarily  equal  to  the  knowledge  gained. 
The  student  of  today  enters  medical  school  bet- 
ter prepared  than  ever  before  and  has  a wealth 
of  information  and  learning  avenues  available  to 
him.  The  plan  is  to  present  the  topics  in  bio- 
chemistry of  greatest  import  and  usefulness  to 
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the  medical  student  and  yet  to  probe  sufficiently 
far  into  a particular  subject  to  define  the  ration- 
ale utilized  in  arriving  at  a particular  decision  or 
result.  The  concept  of  problem  solving  and  self 
study  shall  be  stressed  together  with  a free  ex- 
change of  ideas  between  the  faculty  and  student. 
Our  goal  is  to  provide  an  impetus  to  a student  to 
establish  or  continue  the  habit  of  life  long  edu- 
cation. The  intent  of  the  Biochemistry  Depart- 
ment is  not  to  make  a research  investigator  out  of 
each  medical  student— far  from  it;  yet  there  will 
be  a built-in  control  since  the  subject  matter  of 
the  course  will  not  be  “diluted  or  watered-down” 
but  will  provide  a solid  basis  for  any  future  in- 
terest patterns  in  this  area.  This  type  of  approach 
will  be  reflected  in  the  laboratory  wherein  ex- 
posure to  the  techniques  and  approaches  used  in 
establishing  biochemical  principles  will  be  pur- 
sued. To  this  end  the  laboratory  shall  be  de- 
signed as  an  open-end  laboratory  where  direction 
and  discussion  of  laboratory  procedures  is  pro- 
vided at  the  start  of  the  period  after  which  the 
student  may  then  proceed  according  to  his  abil- 
ity and  speed  in  completion  of  experiments. 

The  association  of  medical  students  with  bio- 
chemistry or  biochemical  concepts  will  not  cease 
with  the  completion  of  the  first  year  biochemistry 
course.  In  a continuation  of  their  course  in  the 
Medical  School  they  will  come  in  contact  with 
this  discipline  time  and  time  again.  In  order  to 
facilitate  their  continuing  interest,  opprtunities 
for  students  with  evident  talents  and  abilities  in 
biochemistry  will  be  available  for  participation  in 
research  projects  in  the  summer  and  at  available 
times  during  the  course  of  the  academic  year. 
In  many  instances  students  may  elect  to  inter- 
rupt their  medical  training  to  undertake  a year  of 
full  time  research  under  the  direction  of  a par- 
ticular staff  member.  This  has  been  a common 
practice  in  many  major  medical  schools  and  it  is 
one  which  has  proved  most  valuable  to  many 
medical  students. 

Concomitant  with  the  development  of  medical 
school  curriculum,  a graduate  degree  program 
leading  to  the  Ph.D.  in  biochemistry  will  be  pro- 
posed during  the  first  year.  A limited  number  of 
talented  undergraduates  will  be  selected  to  un- 
dertake this  training  in  the  department.  An  im- 
portant facet  of  the  development  of  biochemistry 
on  the  campus  will  be  to  formulate  a joint  Ph.D. 
program  with  the  biochemistry  division  in  the 
Chemistry  Department.  In  addition,  the  Bio- 


chemistry Department  anticipates  close  ties  with 
the  other  biologically  oriented  groups  and  de- 
partments. A joint  seminar  program  with  inter- 
ested groups  on  campus  will  do  much  to 
strengthen  relations  so  necessary  in  the  pursuit  of 
understanding  biological  processes.  In  addition 
to  a high  level  graduate  program  within  the  de- 
partment, postdoctoral  training  for  Ph.D.’s  and 
M.D.’s  will  be  available.  The  presence  of  this 
latter  group  in  the  medical  school  and  on  the 
campus  will  do  much  to  add  the  necessary  aca- 
demic components  to  the  medical  school  with  a 
blending  of  basic  and  clinical  philosophies  and 
interests.  It  should  provide  a ready  forum  for 
discussion  of  a variety  of  stimulating  subjects. 

The  pioneering  faculty  in  the  Department  of 
Biochemistry  as  it  begins  its  operation  in  this 
new  medical  school  will  be  Christopher  K. 
Mathews,  Associate  Professor,  Michael  A.  Wells, 
Assistant  Professor  and  Donald  J.  Hanahan,  Pro- 
fessor and  Chairman.  In  addition  to  these  three 
faculty  members  the  addition  of  two  or  three 
persons  during  the  year  is  planned.  A wide  spec- 
trum of  interests  will  be  reflected  in  the  depart- 
ment and  emphasis  shall  be  placed  on  young, 
talented  persons  who  have  deep  interests  in 
teaching  and  research.  A brief  biographical 
sketch  of  the  faculty  follows: 


CHRISTOPHER  K.  MATHEWS,  PH.D. 

ASSOCIATE  PROFESSOR 

a)  Christopher  K.  Mathews,  Associate  Pro- 
fessor — Dr.  Mathews  obtained  his  undergrad- 
uate training  at  Reed  College  in  Portland  Ore- 
gon where  he  graduated  with  a B.A  in  chemistry. 
Through  a Woodrow  Wilson  fellowship  and  a 
United  States  Public  Health  Service  pre-doctoral 
fellowship,  he  pursued  graduate  degree  work  at 
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the  University  of  Washington  in  the  Department 
of  Biochemistry  in  Seattle  where  he  completed 
his  Ph.D.  thesis  under  the  guidance  of  Professor 
Frank  M.  Huennekens.  On  the  basis  of  scholarly 
achievements,  Dr.  Mathews  was  awarded  the  de- 
partmental Eli  Lilly  Fellowship  during  his  grad- 
uate study.  Subsequent  to  completion  of  re- 
quirements for  his  Ph.D.,  Dr.  Mathews  under- 
took postdoctoral  study  in  the  laboratory  of  Pro- 
fessor S.  S.  Cohen  in  the  Department  of  Biochem- 
istry at  the  University  of  Pennsylvania  during 
which  time  he  was  recipient  of  United  States 
Public  Health  Service  Postdoctoral  Fellowship. 
After  two  years  at  that  institution  Dr.  Mathews 
joined  the  Department  of  Biology  at  Yale  Uni- 
versity where  he  held  the  rank  of  Assistant  Pro- 
fessor of  biology  until  he  joined  the  faculty  at  the 
University  of  Arizona.  Dr.  Mathews  interests  in- 
clude a wide  spectrum  of  biological  problems 
such  as  biochemistry  of  phage  infected  bacteria; 
nucleotide  metabolism,  folic  acid  coenzymes  and 
one-carbon  metabolism,  mechanism  of  action  of 
anti-metabolites,  and  enzymology. 


MICHAEL  A.  WELLS,  PH.D. 
ASSISTANT  PROFESSOR 


b)  Michael  A.  Wells,  Assistant  Professor  — 
Dr.  Wells  obtained  his  undergraduate  ti'aining 
at  the  University  of  Southern  California  in  Los 
Angeles  where  he  obtained  a B.A.  degree.  His 
doctorate  study  was  undertaken  in  the  Depart- 
ment of  Biochemistry  at  the  University  of  Ken- 
tucky Medical  School  under  the  direction  of  Pro- 
fessor John  C.  Dittmer.  During  his  graduate 
study  he  held  a United  States  Public  Health  Ser- 
vice predoctoral  fellowship.  Upon  completion  of 
the  Ph.D.  requirements.  Dr.  Wells  was  awarded 
an  American  Cancer  Society  postdoctorate  fel- 
lowship for  study  in  the  Department  of  Biochem- 
istry, University  of  Washington  Medical  School 
in  Seattle,  in  the  laboratories  of  Professor  D.  J. 
Hanahan.  His  research  interests  include  the  bio- 
chemistry of  the  developing  and  adult  brain,  the 
chemistry  of  complex  lipids,  lipolytic  enzymes 
and  general  enzymology. 

c)  Donald  J.  Hanahan,  Professor  — Dr.  Hana- 
han completed  his  undergraduate  and  graduate 
training  at  the  University  of  Illinois  in  the  De- 
partment of  Chemistry,  Urbana,  Illinois.  Subse- 
quently he  spent  one  year  and  a half  on  the 
Manhattan  project  at  the  University  of  Chicago 
and  at  the  Hanford  Engineering  works,  Hanford, 
Washington.  He  then  undertook  postdoctoral 
training  in  the  Department  of  Physiology,  Uni- 
versity of  California,  Berkeley,  California,  under 
the  direction  of  the  late  Professor  I.  L.  Chaik- 
off.  Subsequent  to  this  postdoctoral  study  Dr. 
Hanahan  joined  the  faculty  of  the  Department  of 
Chemistry  at  the  University  of  Washington  in 
Seattle  and  after  a short  period  of  time  became 
a member  of  the  Biochemistiy  Department  of  the 
then  developing  medical  school  in  Seattle,  where 
he  held  the  position  of  professor  prior  to  coming 
to  the  University  of  Arizona  Medical  School.  Dr. 
Hanahan’s  research  interests  cover  the  areas  of 
chemistry  of  the  simple  and  complex  lipids,  me- 
tabolism of  lipids,  blood  coagulation,  erythrocyte 
membrane  structure  and  enzymology. 


September,  1967 


835 


DEPARTMENT  OF  MEDICINE 


Medical  Education  and  Community  Health 


OSCAR  A.  THORUP,  JR.,  M.D. 
PROFESSOR  AND  HEAD 
DEPARTMENT  OF  MEDICINE 


The  issue  of  the  Journal  of  the  American  Med- 
ical Association,  published  the  21st  of  Novem- 
ber, 1966,  contained  the  Annual  Report  on 
Medical  Education.  One  of  the  features  of  that 
report  was  the  brief  summaries  of  the  reports  of 
six  recent  studies  of  major  significance  to  medical 
education.  As  the  editors  commented,  “There 
has  probably  never  been  any  single  period  in  our 
history  during  which  so  many  signficant  reports 
have  appeared.”  These  reports  have  included: 
1 ) The  report  of  the  A.M.A.  Citizens  Committee 
on  Graduate  Medical  Education,  2)  The  A.M.A. 
Ad  hoc  Committee  on  Education  for  Family 
Practice,  3)  The  report  to  the  Association  of  the 
American  Medical  Colleges  by  Dr.  LoweU  T. 
Coggeshall,  4)  The  Endicott  House  Summer 
Study  on  Medical  Education,  5)  The  report  of 
the  National  Commission  on  Community  Health, 
and  6)  The  Fort  Lauderdale  Conference  on 
Medical  Services  and  Medical  Education.  It  is 
abundantly  clear  from  these  studies  that  de- 


spite the  high  quality  of  medical  care  in  these 
United  States  many  people  believe  it  can  be  im- 
proved. 

The  two  studies  sponsored  by  the  A.M.A. 
Council  on  Medical  Education  focused  most 
clearly  on  the  problem  of  the  delivery  of  health 
care  to  the  family.  They  have  broad  impHcations 
for  those  of  us  interested  in  undergraduate  and 
postgraduate  medical  education. 

The  Citizens  Commission  on  Graduate  Medical 
Education  searched  for  a reason  for  the  marked 
decline  in  the  numbers  of  physicians  entering  the 
ranks  of  family  practitioners.  They  concluded 
that  general  practice  had  lost  prestige  as  the 
specialists  had  risen  in  honor  and  accomplish- 
ment. It  was  noted  that  the  medical  student  and 
house  officer  rarely  had  any  opportunity  to  see 
excellent  examples  of  comprehensive  continuing 
care  by  well-qualified  and  prestigious  primary 
physicians.  The  educational  opportimities  which 
had  been  developed  to  interest  students  in  family 
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practice  were  considered  to  be  few  in  number 
and  of  poor  quality.  Finally,  they  felt  that  the 
conditions  of  practice  for  the  family  practitioner 
were  less  attractive  than  tlie  conditions  and  privi- 
leges enjoyed  by  the  specialist. 

The  A.M.A.  Ad  hoc  Committee  on  Education 
for  Family  Practice,  after  much  deliberation,  con- 
cluded that  there  was  a need  for  a new  type  of 
physician  prepared  through  new  kinds  of  educa- 
tional programs  to  provide  comprehensive  per- 
sonal health  care.  The  family  physician  whom 
they  envisioned  might  limit  his  practice  to  one  or 
several  fields  of  medicine,  but  would  assume 
the  responsibility  for  seeing  that  the  patient  re- 
ceived the  comprehensive  continuing  care  that 
was  required,  and  would  coordinate  this  care  for 
the  benefit  of  the  patient  and  his  family. 

The  conclusions  reached  by  these  committees 
have  given  added  impetus  to  the  efforts  of  the 
American  Academy  of  General  Practice  to  up- 
grade the  educational  and  training  opportunities 
available  to  those  interested  in  family  practice. 
For  several  years  the  American  Academy  of  Gen- 
eral Practice  has  sought  to  elevate  educational 
standards  by  prolonging  the  period  of  training 
for  those  wishing  to  qualify  as  family  physicians, 
and  more  recently  to  establish  a Gertification 
Board  for  those  attaining  certain  standards.  With 
the  implicit  backing  of  the  various  reports  noted 
above,  these  efforts  will  no  doubt  be  successful 
in  the  near  future. 

The  goal  of  these  efforts  is  the  production  of  a 
larger  number  of  better  trained  physicians  to 
care  for  our  people.  It  seems  reasonable  that 
lengthening  the  period  of  training  and  establish- 
ing new  and  more  stringent  standards  will  result 
in  physicians  better  trained  for  family  practice. 
Similar  measures  have  aided  the  development  of 
highly  skilled  physicians  in  areas  of  special  in- 
terest in  the  past.  A great  deal  of  time  and  effort 
has  already  gone  into  the  studies  leading  to  the 
publication  of  these  reports  and  into  the  deliber- 
ations of  the  members  of  the  Gouncil  on  Medical 
Education.  There  is  little  doubt  that  pressure  for 
continued  improvement  of  standards  will  con- 
tinue unabated. 

The  initial  reaction  of  the  Gollege  of  Physi- 
cians was  to  support  the  goals,  but  to  oppose  the 
activities  of  the  American  Academy  of  General 
Practice  which  they  did  not  feel  would  be  suc- 
cessful in  solving  the  problems  in  this  field.  The 
feeling  is  now  growing  that  we  must  join  our  col- 


leagues and  search  for  ways  to  attain  the  goal  of 
larger  numbers  of  better  trained  physicians  for 
the  community. 

Gonsiderable  displacement  must  frequently 
take  place  in  order  to  alter  training  programs 
and  departmental  structure  in  an  established 
medical  center.  To  organize  a new  program  in  a 
developing  medical  center  is  less  disruptive.  The 
faculties  of  new  medical  schools  have  the  oppor- 
tunity and  the  responsibility  to  try  to  sense  the 
direction  of  change  and  plan  accordingly.  Inno- 
vation and  constant  reappraisal  of  our  efforts 
will  be  necessary  if  we  are  to  succeed  in  develop- 
ing programs  of  excellence  for  the  medical  stu- 
dent and  house  officer  which  will  lead  ultimately 
to  better  community  health  care.  The  University 
medical  school  may  no  longer  be  isolated  from 
the  community  it  serves.  It  must  be  involved  with 
the  people  of  the  community  and  with  them  seek 
solutions  to  today’s  problems.  Joint  efforts  and 
mutual  understanding  is  essential  if  we  are  to 
succeed. 

A model  of  family  practice  will  be  developed 
at  the  University  of  Arizona  School  of  Medicine 
under  the  direction  of  a Department  of  Gommu- 
nity  Health.  This  department  will  be  concerned 
with  the  broad  aspects  of  community  health 
care,  as  well  as  the  care  of  the  individual  pa- 
tient. Physicians  in  the  Department  of  Gom- 
munity  Medicine  will  function  exactly  as  the 
family  physician  in  practice.  They  will  be  pri- 
mary physicians  and  will  have  responsibility  for 
the  patient  at  all  times.  The  number  of  families 
allowed  to  participate  in  the  program  will  be 
limited  in  order  that  the  load  will  be  a manage- 
able one.  The  Department  of  Gommunity  Medi- 
cine will  also  be  responsible  for  the  administra- 
tion of  the  emergency  room.  Members  of  the  De- 
partment and  the  house  officers  will  be  able  to 
admit  patients  to  the  University  Hospital  as  they 
would  to  their  community  hospital,  were  that 
their  site  of  practice.  Gonsultations  will  be  made 
available  when  requested  by  staff,  house  officers 
and  students. 

In  such  a setting,  a number  of  opportunities 
for  the  study  of  the  delivery  of  health  care  will 
develop  and  the  medical  students  and  house  of- 
ficers will  have  the  opportunity  to  see  family 
practice  at  first  hand.  The  effect  of  this  program 
on  undergraduate  and  postgi'aduate  teaching 
should  be  a salutary  one.  The  relationship  of  the 
staff  with  patients  and  with  each  other,  will  be 
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more  like  those  of  the  eommunity  hospitals  in 
whieh  most  physieians  will  ultimately  practice. 

Judging  from  the  type  of  training  selected  by 
many  of  the  young  men  in  the  field  of  internal 
medicine  today,  one  may  expect  further  growth 
in  the  development  of  subspecialty  areas  and  a 
continued  decrease  in  the  number  of  “general  in- 
ternists.” Attention  has  been  called  to  these 
trends  before.  There  are  fewer  general  internists 
being  produced  today  as  the  result  of  this  in- 
creased interest  in  subspecialty  areas.  Increased 
training  and  competence  of  internists  in  narrow 
areas  of  interest  will  no  doubt  continue.  The 
specialist  in  internal  medicine  will  more  often 
be  a man  with  broad  general  interest  to  which  is 
added  great  skill  in  a special  field.  He  will  func- 
tion primarily  as  a consultant  and  deal  with  the 
complicated,  obscure  and  difficult  problems  re- 
lating to  the  system  or  organ  of  interest  to  him. 
These  specialists  in  hematology,  cardiology,  gas- 
troenterology, or  other  areas  of  interest,  will 
continue  to  require  a broad  background  in  in- 
ternal medicine  prior  to  the  specialized  training 
in  areas  of  major  interest. 

The  development  of  a separate  department  of 
community  medicine  responsible  for  the  vitality 
of  its  own  programs  and  unfettered  by  associ- 
ation with  any  of  the  classical,  clinical  depart- 
ments will  offer  the  optimum  opportunity  for 
success  of  the  program.  Preventive  medicine 
seems  to  be  a promising  base  from  which  to  de- 
velop such  a department.  The  staff  members  of 
such  departments  have  long  been  concerned 
with  epidemiology  and  other  broad  aspects  of 
community  health.  They  will  now  have  the  op- 
portunity to  study  these  problems,  first  hand. 

The  programs  will  provide  the  medical  stu- 
dent with  a realistic  view  of  various  types  of 
practice  and  their  interrelationships.  It  should 
allow  him  the  opportunity  of  making  a career 
decision  based  on  observation  of  all  types  of 
practice  rather  than  hospital-based  specialty 
practice  alone.  There  will  be  constant  review  of 
the  program  and  changes  will  be  made  as 
needed.  If  the  program  is  successful,  it  will  pro- 
vide one  answer  to  the  problem  at  hand;  if  it 
fails,  it  will  be  quite  clear  and  we  will  search  for 
another.  The  new  schools  have  tremendous  op- 
portunities for  innovation  and  must  seek  answers 
to  the  challenging  problems  presented  by  the 
people  we  are  to  serve. 
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DEPARTMENT  OF  MEDICINE 
Division  of  Neurolojiy 


WILLIAM  A.  SIBLEY,  M.D. 
PROFESSOR  AND  HEAD 


The  old  concept  of  a clinical  neurologist  as  a 
physician  skilled  in  diagnosis,  but  with  few  other 
resources,  was  modified  with  the  emergence  of 
a vital  and  dynamic  neurological  discipline  in  the 
post-war  period.  A number  of  factors  were  re- 
sponsible for  the  renaissance  of  neurology  in  the 
United  States  during  the  past  25  years.  The  large 
number  of  neurological  injuries  in  World  War  II 
emphasized  the  need  for  more  fundamental  in- 
vestigations in  the  field.  At  the  same  time,  the 
control  of  the  more  numerous  bacterial  diseases 
by  antibiotics  set  into  bolder  relief  the  large 
number  of  neurological  diseases  which  had,  for 
so  many  years,  been  largely  neglected.  There  was 
a rapid  accumulation  of  new  knowledge  and  new 
therapy  followed.  New  medications  for  the  treat- 
ment of  epilepsy,  a disease  with  a prevalence 
similar  to  that  of  diabetes  mellitus,  received  most 
attention.  New  approaches  to  migraine,  basal 
ganglia  disorders,  Meniere’s  disease,  narcolepsy, 
polymyositis,  myasthenia  gravis,  and  several  of 
the  peripheral  neuropathies  followed.  The  im- 
portance of  metabolic  defects  in  the  patho- 
genesis of  many  so-called  “degenerative”  diseases 
of  the  nervous  system  has  been  recognized,  and 


this  has  led  to  effective  treatment  in  a number 
of  these  conditions  (e.g.,  Wilson’s  disease, 
phenylpyruvic  oligophrenia).  The  acquisition  of 
new  knowledge  and  the  development  of  new 
treatment  continues  at  an  accelerated  rate.  Neu- 
rology still  deals  with  a vast  number  of  diseases 
of  unknown  etiology  but  the  progress  which 
has  been  made  is  encouraging. 

Accurate  diagnosis,  of  course,  continues  to  be 
a major  contribution  of  the  modern  neurologist. 
The  large  number  of  diseases  encompassed  by 
the  field,  and  the  fact  that  a number  of  these 
are  infrequent,  accounts  for  the  many  years  re- 
quired to  produce  a really  able  neurologist. 

The  neurologist  must  often  turn  to  various 
neuroradiological  procedures  such  as  arteri- 
ography, myelography  and  pneumoencephal- 
ography if  the  clinical  history  and  routine  lab- 
oratory studies  do  not  provide  enough  evidence 
to  make  a definite  diagnosis.  Skill  in  the  per- 
formance and  interpretation  of  these  procedures 
is  acquired  in  the  course  of  a good  neurological 
residency  training  program.  In  most  teaching 
hospitals,  these  procedures  are  no  longer  done  in 
the  operating  room,  but  rather  in  a radiological 
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suite  which  the  neurologist  shares  with  his  col- 
league in  neurological  surgery.  Such  procedures 
are  often  an  integral  part  of  the  neurological  in- 
vestigation; many  more  patients  have  need  of 
these  diagnostic  procedures,  than  require  sur- 
gery. 

Neurology  at  the  University  of  Arizona 
College  of  Medicine 

Faculty  The  importance  of  neurological  sciences 
in  the  Medical  College  curriculum  has  been 
recognized  at  the  University  of  Arizona,  as  em- 
phasized by  the  early  appointment  of  a Director 
of  the  Division  of  Neurology  and  faculty  mem- 
bers in  the  basic  neurological  sciences. 

At  the  moment  there  is  a shortage  of  trained 
neurologists  in  the  southern  Arizona  area;  for 
example,  in  May  of  1967  there  were  no  physi- 
cians in  Pima  County  certified  in  Neurology  by 
the  American  Board  of  Psychiatry  and  Neur- 
ology. Present  plans  call  for  the  addition  of  two 
other  clinical  neurologists  to  the  faculty  during 
the  coming  year,  one  of  these  to  be  based  pri- 
marily at  the  Tucson  Veterans  Administration 
Hospital.  At  the  moment  we  are  in  communi- 
cation with  several  outstanding  individuals  who 
have  expressed  an  interest  in  joining  the  new 
Medical  School. 

We  are  fortunate  in  already  having  an  excel- 
lent neurophysiologist.  Dr.  Douglas  Stuart  (De- 
partment of  Physiology ) and  one  of  the  country’s 
outstanding  neuroanatomists  in  Dr.  Jay  Angevine 
(Department  of  Anatomy).  Thus  we  already 
have  the  nucleus  of  a strong  neurological  sciences 
unit  at  the  University.  As  such,  we  hope  to  co- 
operate fully  with  other  groups  in  the  state  that 
share  our  interest  in  the  nervous  system  and  its 
widely  varied  illnesses. 

Neurology  always  has  close  practical  bonds 
with  Neurological  Surgery,  Psychiatry,  Pedi- 
atrics, and  Physical  Medicine  because  there  are 
broad  areas  where  these  fields  overlap.  Indeed, 
in  all  likelihood,  physicians  in  these  allied  areas 
will  spend  time  on  the  neurology  service  as  part 
of  their  training.  Every  attempt  will  be  made, 
also,  to  facilitate  interdisciplinary  communica- 
tion via  the  mechanism  of  joint  conferences  and 
seminars. 

Research  All  of  the  faculty  appointees  in  the 
Division  of  Neurology  will  have  research  in- 
terests, although  these  need  not  necessarily  be 
in  laboratory  research.  Actually,  some  of  the  most 
relevant  investigation  that  remains  to  be  done  in 


neurology  is  in  the  clinical  area.  However,  an 
organized  program  of  on-going  investigation  will 
be  necessary  if  academic  neurology  is  to  have 
any  meaning.  Present  plans  call  for  continuing 
studies  in  demyelinating  disease  of  the  nervous 
system,  viral  diseases  of  the  nervous  system,  and 
epilepsy.  Other  research  areas  will  undoubtedly 
be  explored  by  new  appointees  as  they  arrive  on 
the  scene. 

In  the  field  of  the  convulsive  disorders  the  Di- 
vision of  Neurology  will  take  an  especially  active 
interest;  as  will  be  noted  subsequently,  a Seizure 
Clinic  will  be  started  in  the  very  near  future 
which  will  be  staffed  by  Division  of  Neurology 
personnel.  In  the  field  of  the  convulsive  disorders 
in  general,  the  empirical  method  remains  the 
most  productive,  and  continues  to  outstrip  basic 
research  in  producing  therapeutically  useful  in- 
formation. Regardless  of  this  fact,  however,  it  is 
to  be  hoped  that  more  fundamental  knowledge 
of  the  cause  of  seizures  will  one  day  lead  to  more 
perfect  treatment.  However  at  the  present  time 
progress  continues  to  be  made  using  the  trial 
and  error  method  of  identifying  new  anticon- 
vulsants. During  the  past  2-3  years,  for  example, 
the  development  of  diazepam  and  certain  of  its 
analogues,  notably  nitrazepam,  has  made  major 
inroads  in  treating  patients  in  the  formerly  re- 
sistant myoclonic-akinetic  seizure  category. 

For  many  years  Arizona  has  enjoyed  a repu- 
tation as  an  area  well  suited  to  rehabilitation  in 
a number  of  long-term  illnesses,  including 
chronic  neurological  disorders.  One  major  clinic 
in  the  east,  for  example,  for  many  years  sug- 
gested that  most  patients  with  multiple  sclerosis 
move  to  Arizona.  While  such  moves  have  not 
been  established  as  being  beneficial,  until  more 
definite  treatment  is  available,  and  perhaps  even 
after  that,  climatotherapy  will  continue.  Con- 
tinuing efforts  should  be  made  to  measure  the 
effect  of  environmental  changes  in  neurological 
diseases,  especially  in  multiple  sclerosis.  In  the 
latter  ailment,  most  studies  have  indicated  an 
approximate  4:1  north: south  incidence  ratio,  but 
few  attempts  have  been  made  to  measure  the 
effects  of  moving  to  a warmer  climate  in  any 
significant  number  of  patients.  The  Medical  Col- 
lege, in  concert  with  the  medical  profession  of 
the  state,  should  be  in  the  forefront  of  this  type 
of  investigation,  in  addition  to  more  basic  studies 
of  disease.  Because  of  its  already  great  im- 
portance to  the  health  of  the  nation,  by  virtue  of 
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its  unusual  climate,  it  would  be  a natural  and  de- 
sirable development  for  the  state  also  to  acquire 
a reputation  for  initiating  and  nurturing  medical 
research. 

Communitij  Service  and  Post-Graduate  Training 
As  soon  as  there  is  sufficient  faculty  representa- 
tion, the  efforts  of  the  Division  of  Neurology  will 
be  extended  in  the  direction  of  community  ser- 
vice and  graduate  training.  In  a joint  effort  with 
the  Pima  County  Health  Department,  a Seizure 
Clinic  is  planned,  with  the  Director  of  the  Di- 
vision of  Neurology  serving  as  Director  of  the 
Clinic.  If  appropriate  financial  support  for  this 
undertaking  can  be  acquired,  the  Clinic  will  be 
in  operation  by  January  1,  1968.  When  the  Uni- 
versity Hospital’s  building  is  completed  in  late 
1969,  all  tangible  assets  of  the  Seizure  Clinic  will 
be  transferred  to  the  Neurology  Out-Patient  De- 
partment of  the  University  Hospitals.  Thus  the 
Seizure  Clinic  will  be  the  nucleus  of  the  Neur- 
ology Out-Patient  Clinic,  the  latter  coming  into 
existence  two  years  hence. 

At  the  earliest  possible  time,  also,  present  plans 
call  for  the  initiation  of  a Neurology  Residency 
Training  Program  at  the  Tucson  Veterans  Ad- 
ministration Hospital,  where  25-40  beds  will  be 
set  aside  for  the  Neurology  program.  This  ser- 
vice will  later  blend  with  a Neurology  Residency 
Training  Program  at  the  University  Hospital 
where  15  beds,  in  contiguity,  for  neurology  are 
planned.  The  latter  service  will  start  in  late 
1969.  Efforts  to  develop  neurological  facilities  at 


the  Tucson  Veterans  Administration  Hospital  will 
occupy  considerable  time  during  the  balance  of 
1967. 

Undergraduate  Instruction  in  Neurology  Plans 
for  teaching  neurology  in  the  Medical  School 
curriculum  are  only  partially  formulated  at  the 
present  time.  The  first  year  curriculum  includes 
approximately  90  hours  during  the  first  year  for 
the  contiguous  teaching  of  neuroanatomy  and 
neurophysiology,  with  appropriately  selected 
clinical  exposure  during  this  period  to  facilitate 
and  stimulate  the  teaching  of  these  basic  sciences 
of  neurology.  Drs.  Angevine,  Stuart,  and  Sibley 
will  work  closely  to  coordinate  this  teaching  pro- 
gram, since  this  is  a crucial  period  during  which 
the  student  has  his  first  introduction  to  the  ner- 
vous system  and  its  diseases.  Throughout  the  cur- 
riculum, whatever  final  form  it  may  take,  we  will 
always  remember  that  we  are,  in  a sense,  cus- 
todians of  a vast  number  of  diseases  of  the 
nervous  system,  many  still  of  unknown  etiology. 
As  such  we  have  obligations,  not  only  for  diag- 
nosis, but  also  for  treatment,  study  and  research 
in  these  disorders.  In  a medical  school  setting 
there  is  a paramount  responsibility  for  relaying  to 
the  student  that  portion  of  a large  amount  of 
accumulated  knowledge  which  is  considered 
established  and  most  pertinent.  However,  in  a 
larger  sense  perhaps  our  main  obligation  to  the 
student  is  to  inflame  him  with  an  interest  in  this 
important  area,  where  so  much  remains  to  be 
done. 
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DEPARTMENT  OF  MEDICINE 
The  University  • V.  A.  Hospital  Affiliated  Program 


WiLLIAM  F.  DENNY,  M.D. 
ASSOCIATE  PROFESSOR, 
DEPARTMENT  OF  MEDICINE,  AND 
CHIEF,  MEDICAL  SERVICES, 

V.A.  HOSPITAL 


Some  20  years  ago,  the  Veterans  Administra- 
tion Hospital  System  began  implementing  a co- 
operative educational  program  with  various  med- 
ical schools  throughout  the  United  States.  This 
program  has  gradually  expanded  throughout  that 
period  of  time  until  now  89  of  126  Veterans  Ad- 
ministration general  hospitals  are  affiliated  with 
medical  schools.  All  of  the  new  medical  schools 
being  organized  throughout  the  United  States 
have  sought  some  form  of  V.  A.  affiliation,  and 
many  of  these  medical  schools  are  encouraging 
new  Veterans  Hospitals  to  be  built  in  close  phy- 
sical proximity  to  the  university  hospital.  The 
magnitude  of  this  affiliated  program  is  illustrated 
by  the  fact  that  the  largest  bloc  of  full-time 
medical  school  faculty  appointments  under  a 
single  institutional  organization  now  resides  in 
the  Veterans  Administration.  This  program  of 
affiliation  has  been  of  considerable  mutual  ad- 
vantage to  the  medical  schools  and  the  Veter- 
ans Hospitals. 

At  a time  when  there  is  a greater  and  greater 
demand  for  increased  medical  school  graduates, 
the  availability  of  a variety  of  patients  in  the 
Veterans  Hospitals  which  can  be  utilized  for 
the  training  and  the  teaching  of  medical  students 
allows  larger  medical  school  classes  in  addition 
to  larger  house  staff  training  programs  than 
would  be  possible  with  the  facilities  of  the  uni- 
versity hospital  alone.  The  V.  A.  Hospital  often 
draws  from  a larger  geographic  area  than  the 
university  hospital,  and  this  may  allow  a greater 
variety  of  patient  material  than  when  the  pre- 
dominant patient  is  from  the  city-county  area  of 
the  university  hospital.  The  typical  patient  at  the 
Veterans  Hospital  presents  a variety  of  multi- 
systems illnesses,  ample  quantities  of  geriatric 
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patients,  and  the  gamut  of  degenerative  diseases. 
These  patients  can  also  be  followed  for  long 
periods  of  time  on  an  outpatient  and  inpatient 
basis,  giving  an  opportunity  to  the  student  and 
the  house  staff  physician  to  observe  the  progres- 
sion of  disease  processes  and  the  results  of  ther- 
apy. Because  the  number  of  house  staff  physi- 
cians and  full-time  staff  physicians  are  usually 
smaller  in  the  V.  A.  Hospital  than  the  university 
hospital,  the  resident  physician  frequently  finds 
himself  with  as  great  or  greater  responsibility 
for  patient  care  at  the  V.  A.  than  he  has  at  the 
university  hospital. 

Other  benefits  to  the  medical  school  are  cen- 
tered around  the  expanding  research  program  in 
the  Veterans  Hospitals.  During  the  past  20  years, 
this  research  program,  which  involves  both  basic 
sciences  and  clinical  investigation,  has  improved 
in  quality  and  quantity  and  in  many  fields  has 
been  a pioneer  in  the  country.  Examples  of  this 
have  been  the  leadership  of  the  V.  A.  in  devel- 
opment of  radioisotopic  research  programs,  co- 
operative therapeutic  programs  in  tuberculosis 
and  cancer,  and  many  other  large-scale  cooper- 
ative study  programs,  as  well  as  individual  re- 
search projects  of  great  variety.  They  are  now 
implementing  large  programs  for  chronic  renal 
dialysis,  intensive  care  units,  and  emphysema 
rehabilitation  programs  which  will  enrich  the 
medical  program  of  the  university-V.  A.  com- 
plex. The  university  also  gains  faculty  by  par- 
ticipating in  recruiting  and  approving  full-time 
physician  appointments  at  the  fully  affiliated 
V.  A.  Hospital  for  inclusion  into  its  teaching 
program.  Thus,  the  primary  benefits  to  the  uni- 
versity are  (1)  clinical  problems  for  teaching 
purposes,  (2)  increased  faculty  support,  and 
(3)  expanded  research  opportunities  for  the 
medical  center. 

The  benefits  to  the  Veterans  Administration 
Hospital  are  likewise  of  major  importance  and 
center  around  improvement  in  the  quality  of  pro- 
fessional services  which  can  be  obtained  by  the 
V.  A.  Hospital  patient.  The  stimulation  of  aca- 
demic appointment,  research  activities,  and  the 
opportunity  to  share  in  the  teaching  of  medical 
students  and  house  staff  physicians  have  proved 
major  factors  in  the  ability  of  the  affiliated  V.A. 
Hospitals  to  attract  able  men.  Close  cooperation 
and  consultation  between  the  specialty  services 
at  the  university  and  the  service  heads  at  the 
university  allows  enrichment  of  the  professional 


activities  at  the  Veterans  Hospital.  Combining 
subsection  talents  at  both  facilities  allows  for 
expanded  patient  investigation  and  research  pro- 
grams between  the  two  facilities.  The  interest 
in  the  research  and  education  program  by  the 
Central  Office  V.  A.  authorities  has  led  to  great- 
ly increased  financial  support  at  the  local  V.  A. 
Hospitals  for  these  educational  and  research 
activities,  which  has  proven  of  direct  benefit 
to  the  V.  A.  Hospital  and  in  turn  to  the  uni- 
versity. Physicians  at  the  fully  affiliated  V.  A. 
Hospitals  contribute  much  time  to  the  ward 
teaching  and  outpatient  departments  at  the  uni- 
versity as  part  of  their  teaching  responsibilities 
and  these  activities  are  clearly  encouraged  by 
the  V.  A.  Hospital  System. 

The  mechanism  for  supervision  of  the  affili- 
ated program  is  through  a “Dean’s  Committee.” 
Composed  of  representatives  from  the  medical 
school  as  well  as  the  V.A.  Plospital,  this  commit- 
tee assumes  responsibility  for  the  professional 
activities  at  the  V.  A.  Hospital  as  well  as  or- 
ganization and  implementation  of  the  student 
and  house  staff  educational  programs.  This  com- 
mittee also  provides  support  and  supervision  of 
the  research  activities  of  the  V.A.  Hospital.  As 
the  program  is  strengthened,  there  is  a greater 
degree  of  integration  unto  the  university  pro- 
gram with  considerable  reliance  on  consultative 
services  from  the  various  clinical  departments 
and  basic  science  departments  at  the  university. 
Eventually,  many  of  the  clinical  services  are 
fully  integrated  into  the  parallel  department  at 
the  university  with  the  students  and  house  staff 
physicians  rotating  through  both  hospital  sys- 
tems. This  program  of  academic  affiliation  has 
proved  to  be  of  great  value  to  the  Veterans 
Hospital  in  improved  patient  care  and  pro- 
fessional staffing,  and  it  is  expected  that  they 
will  provide  even  greater  support  for  the  edu- 
cational and  research  activities  of  the  local  hos- 
pitals in  the  future.  Enabling  legislation  has 
been  enacted  by  Congress,  providing  for  greater 
joint  use  of  government  and  university  personnel 
and  facilities  as  well  as  recognizing  officially 
the  educational  role  of  the  Veterans  Administra- 
tion Hospital  System.  Problems  exist  in  arriving 
at  a smooth  affiliated  program,  but  the  benefits 
accruing  to  both  the  university  and  the  V.  A. 
Hospital  are  of  sufficient  degree  to  make  each 
institution  anxious  to  solve  the  problems  as  they 
arise. 
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DAVID  RIFKIND,  PH.D.,  M.D. 
PROFESSOR  AND  HEAD 


The  establishment  of  the  new  College  of  Med- 
icine at  the  University  of  Arizona  brings  together 
into  the  community  biologists  from  all  parts  of 
the  country  who  have  had  a variety  of  profes- 
sional and  academic  experiences.  The  College 
provide  a unique  forum  for  the  interchange 
of  ideas  and  services  both  among  the  new  fac- 
ulty members  and  students  and  with  the  estab- 
lished scientific  community.  This  September 
College  of  Medicine  issue  of  the  J.  Arizona 
Medical  Association  presents  a welcome  oppor- 
tunity to  outline  the  projected  plans  for  the 
Department  of  Microbiology  with  a view  towards 
initiating  interest  in  our  particular  area  of  med- 
ical science. 

As  an  introduction  to  the  Department  of 
Microbiology,  this  discussion  will  first  review 
certain  trends  in  the  field  of  microbiology,  par- 
ticularly as  related  to  medicine,  and  second, 
describe  the  projected  teaching  and  research 
organization  and  activities  of  the  Department 
as  currently  visualized. 


DEPARTMENT 

OF 

MICROBIOLOGY 


Current  Trends  in  Microbiology 

Microbiology  as  a scientific  discipline  has 
been  an  active  participant  in  the  epic  expansion 
of  knowledge  during  the  past  decade  which  has 
resulted  from  the  application  of  the  molecular 
approach  to  the  study  of  biological  phenomena. 
This  discipline  has,  on  the  one  hand,  contributed 
fundamental  materials  and  techniques  used  in 
constructing  the  modern  concepts  of  biology, 
and  on  the  other,  has  derived  information  of 
enormous  real  and  potential  value  for  under- 
standing the  multifold  activities  of  microorgan- 
isms and  their  interaction  with  host  cells. 

Bacterial  infections  refractory  to  current  modes 
of  therapy  remain  an  important,  if  not  increasing, 
problem  in  medical  practice  and  result  from  both 
host  and  microbial  factors.  The  former  is  seen 
in  patients  with  depressed  defense  mechanisms 
due  to  congenital  or  acquired  immunologic  or 
neoplastic  disease  and  in  those  who  are  receiv- 
ing any  of  a variety  of  immunosuppressive  thera- 
peutic regimens.  Also  in  cases  such  as  bacterial 
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endocarditis,  the  infection  can  be  cured  but  the 
hemodynamic  sequelae  will  lead  ultimately  to 
therapeutic  failure.  Similarly  in  Gram-negative 
sepsis,  the  fulminant  cardiovascular  failure  re- 
sulting from  endotoxin  can  be  fatal  before  the 
antimicrobial  drug  therapy  administered  can  take 
effect.  The  appropriate  therapy  for  shock  associ- 
ated with  Gram-negative  bacterial  infections 
and  the  mechanism  of  action  of  endotoxin  repre- 
sent the  clinical  and  basic  aspects  of  a single 
microbiological  problem. 

Microbial  factors  also  contribute  to  the  prob- 
lem of  refractory  bacterial  infections.  Of  par- 
ticular interest  recently  is  the  identification  of 
R-factors  in  enteric  bacteria.  These  are  non- 
chromosomal  “genes”  which  are  transmissible 
between  different  bacterial  strains  and  even 
species  and  which  confer  multiple  antibiotic  drug 
resistance  on  the  recipient  strains. 

It  is  in  such  areas  as  drug  resistance  that  micro- 
bial genetics  has  defined  the  essential  biological 
principles  which  are  now  permitting  the  elucida- 
tion of  clinical  problems.  In  addition,  microbial 
genetics  has  been  instrumental  recently  in  re- 
vealing the  code  for  protein  synthesis,  in  eluci- 
dating metabolic  pathways  and  is  now  supplying 
preliminary  information  on  the  mechanism  by 
which  biological  molecules  are  assembled  into 
viable  units.  Genetics  is  in  fact  a common  theme 
in  all  phases  of  biological  science  and  it  is  dif- 
ficult to  decide  whether  this  discipline  has  grown 
with  the  new  biology  or  whether  its  growth  has 
led  to  the  new  biology.  The  understanding  of 
the  structure,  function  and  replication  of  nucleic 
acids  must  certainly  be  counted  as  one  of  the 
important  biological  concepts  of  this  century 
and  this  information  provides  a background  from 
which  medical  science  will  inevitably  make 
enormous  strides.  A new  area  of  medicine  will 
arise  when  it  becomes  possible  to  treat  diseases 
of  DNA  and  RNA. 

While  the  pleuropneumonia  organism,  a bovine 
pathogen,  and  related  pathogens  for  other  ani- 
mals have  long  been  recognized,  it  is  only  rec- 
ently that  an  organism  of  the  same  group.  Myco- 
plasma pneumoniae,  has  been  shown  to  cause 
disease  in  man  in  the  form  of  cold-agglutinin- 
positive primary  atypical  pneumonia.  In  addition 
these  unique  forms  of  bacteria  devoid  of  the 
usual  rigid  cell  wall  are  known  to  be  derived 
from  essentially  all  of  the  usual  bacterial  species 
under  the  influence  of  a variety  of  inimical 


factors  including  penicillin.  The  resulting  forms, 
variously  termed  PPLO,  L-forms,  protoplasts, 
and  spheroplasts,  are  resistant  to  the  antibiotics 
which  inhibit  cell  wall  synthesis.  Thus  it  has 
been  postulated  that  these  forms  arising  spon- 
taneously or  under  the  influence  of  penicillin 
may  resist  treatment  and  lead  to  chronicity  in 
such  diseases  as  pyelonephritis,  osteomyelitis 
and  endocarditis. 

The  commonly  pathogenic  species  of  fungi  are 
classified  in  the  fungi  imperfecti  because  no 
sexual  phase  of  reproduction  has  been  recognized 
in  them.  Recent  studies  suggest,  however,  that 
Histoplasma  capsulatum  may  be  the  imperfect 
stage  of  the  soil  fungus  Gymnoascus.  This  find- 
ing is  parallel  to  the  recognition  of  a number 
of  years  ago  that  two  of  the  causes  of  mycetoma, 
Allescheria  boydii  and  Monosporium  apiosper- 
mum,  were  actually  the  perfect  and  imperfect 
stages  of  the  same  fungus.  Such  findings  with 
other  pathogens  could  yield  important  data  on 
their  epidemiology  and  on  the  relationship  be- 
tween cellular  structure  and  the  factors  determin- 
ing pathogenicity. 

While  the  classical  systemic  fungi,  such  as 
Coccidioides,  remain  of  importance  as  human 
pathogens,  the  opportunistic  organisms,  particu- 
larly Candida  and  Aspergillus,  are  assuming  in- 
creasing importance  in  patients  with  depressed 
antimicrobial  resistance.  The  currently  available 
therapy  for  systemic  fungal  infections,  ampho- 
tericin B,  has  a relatively  low  therapeutic  index, 
especially  for  these  opportunists.  The  prevention 
and  therapy  of  these  infections  will  pose  an  in- 
creasing problem  as  cytotoxic  and  immunosup- 
pressive therapy  becomes  more  widely  applied 
and  the  need  for  additional  antifungal  agents 
and  measures  will  become  more  urgent. 

Parasitology  relates  to  medical  microbiology 
through  its  importance  in  infectious  diseases.  Our 
involvement  with  these  diseases  will  probably 
inerease  as  the  concept  of  world  medicine  be- 
comes established  and  as  contact  with  other 
countries  becomes  more  routine.  The  develop- 
ment of  chloroquine-resistance  among  strains  of 
plasmodia  causing  falciparum  malaria  in  South- 
east Asia  is  a case  in  point. 

Virology  is  currently  one  of  the  most  active 
and  productive  areas  of  microbiology.  One  as- 
pect is  the  current  interest  in  oncogenic  viruses. 
A number  of  animal  models  are  now'  available 
in  which  solid  tumors  and  hematologic  malig- 
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nancies  are  produeed  by  viruses.  In  certain 
eases,  such  as  fowl  leukosis  and  sarcomas,  virus  is 
produced  by  the  neoplastie  cells  while  in  others 
such  as  SV40  tumors  in  hamsters  virus  is  not 
demonstrable  after  malignant  conversion.  In 
these  cases  however,  new  antigens  appear  in 
transformed  eells.  This  latter  fact  suggests  the 
possibility  of  an  immunologie  approach  to  the 
prevention  and  therapy  of  sueh  lesions  as  well 
as  to  the  identifieation  of  their  etiologies.  Addi- 
tional studies  have  revealed  examples  of  infection 
with  the  combination  of  two  different  types  of 
virus  partieles,  neither  of  whieh  alone  can  repli- 
cate in  the  eell.  Such  interaction  can  result  in  the 
ease  of  adenovirus  and  SV40  in  the  exchange  of 
both  serologic  and  oncogenic  properties.  These 
complex  interrelationships  may  help  explain 
the  difficulties  in  identification  of  viruses  pro- 
ducing neoplasia  in  man.  Recently  however, 
human  adenovirus  have  been  shown  to  be  on- 
cogenic in  hamsters.  In  addition  epidemiologic 
evidence  has  suggested  a transmissible  agent 
in  Burkett’s  lymphoma  and  in  a few  isolated 
cases  of  leukemia.  It  should  be  emphasized  that 
to  date,  no  malignancy  in  man  has  been  proven 
to  be  of  viral  etiology.  However,  the  numerous 
examples  of  sueh  relationships  in  animals  sug- 
gest this  possibility  and  it  is  unneeessary  to  point 
out  the  importanee  of  sueh  a finding  in  man. 

The  role  of  viruses  as  teratogenic  agents  has 
long  been  eonsidered;  however,  it  is  only  in  the 
past  few  years  that  the  extent  and  variety  of 
disease  which  can  be  produced  by  a single  agent, 
rubella,  has  been  appreciated.  The  role  of  infect- 
ious agents  in  birth  defects  of  all  types  needs 
further  investigation  both  because  of  the  medical 
and  social  importance  of  this  problem  and  be- 
cause of  its  potential  for  prevention  by  available 
techniques. 

A new  group  of  agents,  termed  the  “slow  vir- 
uses” have  been  shown  to  be  responsible  for 
neurologic  diseases  in  animals  which  have  many 
of  the  features  of  chronic  degenerative  disease. 
Examples  are  scrapie  in  sheep  and  Aleutian 
disease  of  mink.  Recently  a transmissible  agent 
has  been  implicated  in  Kmru,  a similar  disease  in 
man  characterized  by  signs  of  cerebellar  degen- 
eration. If  other  diseases,  such  as  amyotropic 
lateral  sclerosis  and  multiple  sclerosis  could  be 
shown  to  be  due  to  such  agents,  a new  dimension 
would  be  added  to  the  field  of  neurology. 

It  seems  almost  certain  that  we  are  embarking 


upon  an  era  of  viral  chemotherapy.  Already 
agents  such  as  the  thiosemicarbazones  and  adam- 
antanamine  are  being  used  respectively  for  the 
prevention  of  smallpox  and  influenza.  The  ther- 
apy of  herpetic  keratitis  with  iododeoxuridine 
(IDU)  is  established  in  medical  practice  and 
case  reports  are  suggesting  the  efficacy  of  sim- 
ilar halogenated  pyrimidines  in  the  treatment  of 
herpes  simplex  encephalitis  and  cytomegalovirus 
pneumonia.  A “virus  infection”  need  no  longer  be 
a diagnosis  by  exclusion  nor  one  without  thera- 
peutic implications. 

Studies  are  now  actively  underway  on  the 
characterization  of  interferon,  a small  protein 
produced  by  cells  under  the  influence  of  virus 
infection.  This  substance  apparently  prevents  the 
reading  of  virus  messenger  RNA  while  permit- 
ting host  cell  biosynthesis  to  proceed.  The  pro- 
tection provided  by  this  substance  is  specific 
for  the  animal  species  of  cell  from  which  it  is 
derived  rather  than  for  the  virus  which  induces 
it.  Thus  interferon  potentially  is  a broad  spect- 
rum antiviral  agent.  But  possibly  of  even  greater 
importance  is  its  application  as  a tool  for  ex- 
ploring the  regulatory  mechanisms  of  the  host 
cell;  that  is,  those  factors  which  provide  for  the 
orderly  and  sequential  operation  of  appropriate 
biosynthetic  and  metabolic  pathways. 

The  scope  of  immunology  has  increased  fol- 
lowing the  recent  introduction  of  the  concept 
of  immunologic  tolerance.  The  discovery  that 
tolerance,  rather  than  immunity  can  result  from 
early  contact  with  the  antigen  and  that  this 
state  can  be  induced  by  means  of  immunosup- 
pressive drugs  has  permitted  the  development 
of  the  field  of  organ  transplantation.  In  addition, 
animal  studies  using  neonatal  thymectomy  have 
shown  the  key  role  of  this  organ  in  establishing 
immunologic  competence.  In  related  studies  in 
which  the  bursa  in  chickens  and  the  thymus  can 
be  destroyed  selectively,  and  in  children  with 
the  Bruton  and  Swiss  types  of  agammaglobu- 
linemia, the  immunoglobulin  and  cellular  hyper- 
sensitivity phases  of  host  defense  mechanisms 
have  been  clearly  differentiated.  The  recognition 
of  the  role  of  delayed  hypersensitivity  mechan- 
isms in  organ  transplant  rejection  has  suggested 
a mechanism  which  might  potentially  be  manipu- 
lated to  control  neoplastic  processes.  Other  lines 
of  investigation  which  have  dealt  with  the  struc- 
ture of  the  various  antibody  molecules  are  pro- 
viding information  both  on  the  molecular  nature 
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of  immune  specificity  and  on  the  direction  and 
chronology  of  evolutionary  pathways. 

The  role  that  microbiology  may  play  in  the 
newer  areas  of  human  endeavor,  such  as  extra- 
terrestrial exploration  is  at  present  only  a matter 
of  speculation.  However,  investigations  along 
such  lines  may  well  be  necessary  earlier  than  we 
currently  anticipate. 

Departmental  Program 

The  emphasis  in  this  Department  will  be  on 
the  basic  principles  of  microbiology  and  their 
application  to  medical  practice.  It  is  apparent 
that  without  the  prompt  and  imaginative  appli- 
cation of  basic  advances  to  clinical  problems  that 
our  mission  as  medical  workers  will  be  unful- 
filled. Conversely  if  due  attention  is  not  devoted 
to  basic  research,  our  fund  of  new  information 
will  be  exhausted  leaving  empiricism  as  the  only 
mode  of  problem-solving. 

The  functions  of  the  Department  will  be  first 
the  teaching  of  microbiology  to  the  medical 
students.  In  this  course,  the  basic  medical  micro- 
biology and  infectious  diseases  necessary  for  the 
effective  practice  of  medicine  will  be  presented 
from  the  point  of  view  of  general  principles  of 
biology  and  the  mechanisms  involved.  Emphasis 
will  be  placed  not  only  upon  the  current  status 
of  the  field,  but  also  upon  the  important  areas 
in  which  additional  information  is  needed.  It 
is  in  this  way  that  the  student  may  learn  a 
critical  approach  to  scientific  data  and  the  meth- 
ods by  which  new  knowledge  is  acquired.  These 
facilities  will  permit  the  student  to  continue 
learning  throughout  his  professional  career,  an 
essential  attribute  in  the  rapidly  advancing  field 
of  medical  science. 

The  staff  members  will  also  carry  out  active 
research  programs  in  their  areas  of  special  inter- 
est. This  will  provide  the  necessary  productivity 
to  advance  our  fund  of  scientific  information,  to 
establish  a creative  environment  for  the  develop- 
ment of  an  active  graduate  student  and  post- 


doctoral fellow  training  program  and  to  advance 
the  members  own  professional  careers,  and  thus 
the  stature  of  the  College. 

Further,  the  Department  will  actively  partici- 
pate in  clinical  research  and  consultation  on  in- 
fectious disease  problems  in  the  University  Hos- 
pital. The  staff  of  the  Department  will  include 
a proportion  of  physicians  with  subspecialty 
training  in  clinical  infectious  diseases.  This  func- 
tion will  provide  both  optimal  laboratory  and 
basic  science  facilities  for  the  management  of 
infectious  disease  as  well  as  give  direction  and 
relevance  to  those  research  activities  in  the 
Department  with  potential  for  cHnical  appli- 
cation. It  is  anticipated  that  a fellowship  train- 
ing program  will  be  established  in  cooperation 
with  the  Department  of  Medicine  which  wiU 
emphasize  the  investigation  of  infectious  disease 
problems  in  depth  and  the  application  of  newer 
biological  findings  to  these  problems. 

It  is  also  anticipated  that  the  Department  will 
provide  relevant  post-graduate  programs  and 
conferences  for  interested  physicians  and  micro- 
biologists. It  will  be  desirable  to  attract  national 
conferences  and  programs  to  this  Center  in  order 
to  broaden  our  medical  experience  and  interests. 
Finally  the  Department  will  maintain  an  active 
interest  in  infectious  disease  problems  in  our 
community  and  will  attempt  to  provide  approp- 
riate consultation  regarding  their  diagnosis  and 
management. 

Despite  the  many  advances  in  areas  of  anti- 
microbial drug  therapy,  vaccine  prophylaxis  and 
public  health  preventive  measures,  the  problem 
of  infectious  diseases  has  not  been  eradicated. 
Rather,  the  trend  in  microbiology  today  clearly 
is  the  recognition  that  additional  classes  of 
diseases  previously  thought  to  be  hereditary, 
immunologic  or  neoplastic  may,  in  fact,  be  of 
infectious  origin.  This  continuing  extension  of 
the  boundries  of  infectious  diseases  is  one  of  the 
factors  that  keeps  microbiology  at  the  forefront 
of  the  rapidly  expanding  field  of  medical  science. 
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The  Department  of  Pathology  in  the  Univer- 
sity of  Arizona  College  of  Medicine  is  a con- 
solidated department  with  responsibility  for  both 
anatomical  and  clinical  pathology.  Pathology 
concerns  itself  with  the  changes  which  occur 
in  disease  — their  cause,  mechanism,  and  sec- 
ondary alterations  produced  in  body  structure 
and  function.  Pathology  becomes  a clinical  sci- 
ence when  this  knowledge  of  the  nature  of 
changes  in  disease  is  applied  to  patient  care  by 
pathologists  and  other  practicing  physicians.  The 
stated  objective  of  the  study  of  pathology  is  to 
gain  increased  understanding  of  disease  through 
whatever  means  will  provide  the  physician  with 
a solid  body  of  facts  from  which  he  can  reason 
and  predict  about  disease. 

In  the  last  several  decades  there  has  been  tre- 
mendous growth  in  knowledge  and  understand- 
ing of  biological  systems  resulting  in  signal  im- 
provement in  our  ability  to  deal  with  disease. 
Moleeular  biology,  suddenly  exploding  on  cellu- 
lar biology,  has  brought  far  reaehing  challenges 
and  hopes  for  the  solution  of  questions  of  normal 
and  diseased  life  processes  thought  to  be  ex- 
perimentally inaecessible  a decade  ago.  No  long- 
er, it  is  clear,  can  one  operate  successfully  on 
the  assumption  that  the  cell  is  the  basic  struc- 
tural and  fundamental  biological  unit.  Biology 
has  advanced  from  the  cell  to  its  component 
moleeules.  A major  aim  of  pathology  is  to  ex- 
plain at  the  level  of  the  cell  and  the  molecule 
the  mechanism  of  interaction  between  intrinsic 
and  extrinsic  factors  resulting  in  the  abnormality 
of  cellular  and  molecular  function  in  disease. 
Pathology,  however,  cannot  claim  an  exclusive 
domain  in  trying  to  understand  basic  mech- 
anisms in  disease,  but  its  orientation  will  be 
to  study  disease  in  order  to  develop  a compre- 
hensive understanding  of  the  total  biology  of 
the  abnormal  state.  Many  individuals  working  in 
other  disciplines  are  engaged  in  looking  for  vari- 
ous aspeets  of  disease  as  part  of  their  particular 
field  of  knowledge,  and  are  adding  to  our  knowl- 
edge of  pathology.  It  is  gratifying  that  the  con- 
cept of  pathology  has  undergone  continued  de- 
velopment, and  the  discipline  should  eontinue 
to  be  the  bridge  between  the  basie  science  and 
clinical  science  areas  in  medieine. 

There  is  a growing  awareness  that  the  data 
collecting  days  of  medicine,  as  exemplified  by 
meticulous  compilations  of  case  histories,  are  be- 
ing subjeeted  to  the  law  of  diminishing  returns. 


The  sophisticated  physician  recognizes  this  faet; 
the  frustrated  physician,  whose  scientific  insight 
dates  from  a bygone  era,  overcompensates  with 
a shot  gun  barrage  of  laboratory  procedures. 
The  original  idea,  ostensibly,  was  to  plug  the 
gaps  in  clinical  methodology  by  judicious  appli- 
cation of  laboratory  tests,  but  many  of  them 
turned  out  to  be  ill-conceived  and  poorly  exe- 
cuted. This  aspect  of  our  clinical  concession  to 
“science”  has  backfired  and  all  medicine  has 
suffered  the  consequences.  Many  laboratories 
have  come  to  offer  a bewildering  array  of  worth- 
less procedures  replete  with  tables  of  “normal” 
values. 

The  recent  advances  in  biology  and  medicine 
will  undoubtedly  conjure  up  again  visions  of 
diagnosis  and  treatment  of  patients  by  a bat- 
tery of  test  tubes  and  machines.  Nothing  could 
be  further  from  the  truth.  Such  criticism  ignores 
the  fact  that  the  new  biomedical  science  dis- 
penses with  many  of  the  elaborate  (and  faulty) 
procedures  of  the  past.  The  beauty  of  the  new 
biological  method  is  its  technical  simplicity,  not 
its  complexity.  And  clinical  pathology  will  ex- 
ploit the  opportunity  to  serve  as  the  instru- 
mentality through  which  the  new  medical  biol- 
ogy, illuminated  by  mathematics,  engineering, 
physics  and  chemistry,  is  translated  into  patient 
care. 

A balance  of  activities  in  teaching,  research, 
and  service  are  essential  in  a university  depart- 
ment of  pathology,  and  they  are  interdependent 
and  competitive,  each  being  important.  Teaeh- 
ing  becomes  the  prime  function  of  the  scholars 
in  an  academic  department  of  pathology.  The 
teaching  objectives  can  be  achieved  through  out- 
lets which  occur  at  three  levels:  undergraduate 
medical  curriculum,  graduate  education  in  depth, 
and  continuing  education  for  career  personnel 
in  the  health  sciences. 

The  teaching  of  pathology  to  undergraduate 
medical  students  will  be  given  speeial  atten- 
tion. The  medical  students  need  to  view  path- 
ology as  a basic  science  applicable  to  the  prac- 
tiee  of  medicine.  To  accomplish  this,  the  teacher 
must  have  a broad  understanding  of  the  nature 
of  human  disease,  with  emphasis  on  the  rela- 
tion to  clinical  manifestations.  Although  the 
students  need  basic  information  relating  to  the 
changes  which  occur  in  disease,  they  need  even 
more  greater  depth  of  understanding  and  gieat- 
er  ability  to  apply  that  understanding  to  new 
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situations  as  they  arise.  There  will  be  a sensi- 
tive concern  for  individual  student  differences. 
Concern  for  individual  differences  is  the  most 
important  principle  of  learning  as  yet  unac- 
cepted in  the  working  practice  of  classroom  and 
subject  matter  teaching  in  most  institutions.  The 
technology  is  now  becoming  available  to  exploit 
these  individual  difference  requirements,  and 
the  quest  for  ways  to  individualize  instruction 
is  emerging  as  the  most  important  single  force 
for  innovation  and  reform.  Owing  to  the  archi- 
tectural design  of  the  Basic  Sciences  Building 
with  the  multidiscipline  laboratories  and  med- 
ical library  adjacent  to  the  student-teaching  area, 
it  will  be  possible  for  us  to  exploit  the  prom- 
ising new  opportunities  for  better  education  that 
the  new  technology  promises. 

Residency  training  in  anatomical  and  clinical 
pathology  will  provide  for  well-prepared  pathol- 
ogists with  special  qualifications  in  the  various 
subspecialties  of  anatomical  and  clinical  path- 
ology. The  same  concern  for  individual  differ- 
ences noted  in  the  undergraduate  teaching  pro- 
gram will  be  observed  in  the  residency  train- 
ing program. 

The  teaching  at  the  continuing  education  level 
acknowledges  that  rapid  growth  of  knowledge 
and  introduction  of  new  techniques  makes  skills 
obsolete  and  comprehension  inadequate  long 
before  the  active  professional  life  of  the  practi- 
tioner is  finished.  The  programs  will  be  design- 
ed to  provide  an  interpretation  of  the  new  find- 
ings developed  by  research  in  the  basic  sciences 
to  the  application  in  the  practice  of  medicine 
by  the  physician. 

The  service  role  of  the  pathology  department 
is  not  merely,  or  mainly,  that  of  providing  serv- 
ice to  patients  in  the  University  Hospital,  nor 
is  it  entirely  a matter  of  increasing  the  scope  of 
research  in  this  very  important  field.  The  trends 
toward  greater  specialization,  greater  reliance 
on  a team  approach  to  health  care,  and  grow- 
ing institutionalization  of  health  care  have  all 
arisen  quite  spontaneously  and  their  develop- 
ment has  been  largely  without  planning  or  struc- 
ture. A great  need  of  the  future  is  for  the  rational 
development  of  improved  organization  and  meth- 
ods for  health  care  and  the  delivery  of  health 
care.  University  departments  of  pathology  should 
be  taking  the  lead  in  studying  the  ways  medical 
care  is  delivered  to  patients.  The  Pathology  De- 
partment will  devote  attention  to  study  how 


clinical  pathology  services  can  best  be  provided, 
medical  students  and  young  physicians  will  be 
taught  to  provide  these  services  in  the  ways  that 
are  most  effective  medically  and  efficient  econ- 
omically, and  “models”  or  “demonstrations”  will 
be  provided  of  how  these  services  can  be  de- 
livered best. 

The  teacher  of  pathology  needs  to  have  re- 
search experience.  The  program  will  be  direct- 
ed to  subserve  the  educational  responsibilities 
of  the  department,  but  this  does  not  exclude  the 
possibility  that  some  members  of  the  staff  may 
devote  a major  portion  of  their  time  to  research. 
Prevailing  trends  imply  clearly  that  a dynamic 
relationship  will  need  to  be  maintained  per- 
manently between  research  and  instruction.  Con- 
comitantly, interdisciplinary  approaches  to  re- 
search and  instruction  will  need  to  be  developed 
and  maintained.  Progress  in  medical  science  can 
only  be  made  by  viewing  research  and  instruc- 
tion as  inextricably  intertwined.  Research  has 
become  an  instrument  not  only  for  obtaining  new 
knowledge  but  also  for  teaching  and  learning. 

The  Pathology  Department  curriculum  will 
recognize  the  major  forces  which  are  shaping 
medical  education  today;  specialism,  changes  in 
the  art  and  science  of  teaching  and  learning, 
research,  and  social  forces.  We  will  focus  on  the 
opportunities  which  exist  to  provide  increased 
numbers  of  physicians  and  other  health  person- 
nel, to  take  advantage  of  the  information  explo- 
sion, to  promote  research,  to  recognize  and  adapt 
to  changes  in  segments  of  tlie  educational  estab- 
lishment other  than  medicine,  and  to  provide 
ideas  to  rectify  the  breakdown  in  the  system 
of  health  care  delivery. 

The  eastern  half  of  the  fifth  floor  of  the  Basic 
Sciences  Building  houses  the  offices  and  labora- 
tories for  the  Pathology  Department,  while  the 
clinical  laboratories,  autopsy  suite,  and  morgue 
will  be  located  in  the  Clinical  Sciences  Build- 
ing during  the  next  phase  of  construction.  In  the 
Basic  Sciences  Building,  each  staff  physician 
will  have  his  own  office  and  laboratory  for  in- 
vestigative activities.  Special  carrels  are  pro- 
vided for  residents  and  postdoctoral  fellows. 
The  common  supporting  facilities  will  permit  us 
to  take  advantage  of  methodologies  such  as  elec- 
tron microscopy,  histochemistry,  autoradiog- 
raphy, radioisotope  technology,  histology,  and 
optical  microscopy  including  fluorescence,  phase, 
and  polarizing  types.  A special  room  houses  large 
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and  expensive  instruments  used  for  other  bio- 
physical and  biochemical  measurements,  and 
centrifuges  with  various  capacilities.  The  photog- 
raphy laboratory  includes  facilities  for  process- 
ing both  black  and  white  and  color  film.  Other 
common  supporting  facilities  include  a cold 
room,  freezer  room,  and  glassware  washing  fa- 
cility. 

The  initial  faculty  of  the  Department  of  Path- 
ology consists  of  Jack  M.  Layton,  M.D.,  Profes- 
sor and  Head,  John  R.  Davis,  M.D.,  Associate 
Professor,  and  Leonard  R.  Miller,  M.D.,  Assis- 
tant Professor. 

Jack  M.  Layton  was  born  in  Ossian,  Iowa  in 
1917  and  received  his  A.B.,  magna  cum  laude, 
from  Luther  College.  He  received  his  M.D.  de- 
gree and  his  training  in  pathology  at  the  Uni- 
versity of  Iowa  and,  except  for  a two-year  tour 
as  a medical  officer  in  the  U.  S.  Navy  in  World 
War  II,  he  has  served  on  the  teaching  faculty 
at  the  University  of  Iowa  Medical  Center  con- 
tinually until  coming  to  Arizona. 

Doctor  Layton  is  a Diplomate  of  the  National 
Board  of  Medical  Examiners  and  of  the  Amer- 
ican Board  of  Pathology,  a member  of  the  hon- 
orary medical  fraternity  Alpha  Omega  Alpha, 
and  a past  president  of  The  Society  of  the  Sigma 
Xi  at  the  University  of  Iowa.  He  is  the  recipient 
of  the  Distinguished  Service  Award  of  the  Iowa 
Chapter  Arthritis  and  Rheumatism  Foundation 
and  the  Distinguished  Service  Award  of  the 
Iowa  Association  of  Pathologists  as  well  as  the 
Outstanding  Teacher  Award  from  the  Sophomore 
Medical  Class  at  the  University  of  Iowa.  He 
is  an  active  member  of  numerous  state  and  na- 
tional professional  societies  and  has  been  pres- 
ident of  the  Iowa  Association  of  Pathologists.  He 
is  a member  of  the  Board  of  Directors  of  the 
American  Society  of  Clinical  Pathologists. 

Doctor  Layton  served  as  a member  of  House 
of  Delegates  of  the  Iowa  Medical  Society  for 
many  years  and  was  chairman  of  its  committee 
on  blood  banking,  and  subcommittee  on  medical 
practice  in  hospitals  and  nursing  homes.  He  was 
also  a member  of  the  Board  of  Directors  and  of 
the  Executive  Committee  of  Iowa  Medical  Serv- 
ice (Blue  Shield).  Doctor  Layton’s  research  has 
involved  the  pathology  of  infectious  diseases, 
particularly  viruses  and  fungi,  eleetron  miero- 
scopic  fine  structure  changes  in  disease,  and 
the  biological  activitiy  of  teratomas.  Doctor  Lay- 


ton was  married  in  1943  and  has  two  children. 

John  R.  Davis  was  born  in  Mattoon,  Illinois, 
in  1929  and  received  his  B.A.  degree  from  the 
University  of  Iowa.  Following  a three-year  tour 
in  the  United  States  Air  Force  he  entered  medi- 
cal school  and  received  his  M.D.  degree  and 
subsequent  training  in  pathology  at  the  Univer- 
sity of  Iowa  where  he  has  been  an  assistant  pro- 
fessor of  pathology  the  past  three  years. 

Doctor  Davis  is  a Diplomate  of  the  Amer- 
ican Board  of  Pathology  and  a member  of  Alpha 
Omega  Alpha.  He  is  the  recipient  of  the  Roche 
Award,  Fisher  and  Sherman  scholarships,  and 
the  Corman  Award  for  Medieal  Research.  He 
has  been  nominated  for  the  outstanding  teacher 
award  by  the  sophomore  class.  He  is  an  active 
member  of  numerous  state  and  national  profes- 
sional societies.  Doctor  Davis’  research  interests 
have  been  in  the  fields  of  pathology  of  infec- 
tious diseases,  especially  Schistosomiasis  and 
Toxoplasmosis,  immunopathology,  and  gynecol- 
ogical pathology.  He  has  recently  made  original 
contributions  relating  to  the  use  of  computers 
in  pathology.  Doctor  Davis  was  married  in  1952 
and  has  three  children. 

Leonard  R.  Miller  was  born  in  New  York  City 
in  1933,  and  received  his  B.S.  degree  from  Beth- 
any College.  He  was  awarded  the  M.S.  degree 
in  cell  biology  from  the  University  of  Pittsburgh 
in  1955,  and  the  M.D.  degree  from  Albany  Med- 
ical College  in  1959.  He  received  his  training 
in  pathology  at  Yale  University  School  of  Medi- 
cine where  he  was  an  instructor  in  pathology 
before  a tour  of  active  duty  as  a medical  officer 
in  the  U.  S.  Navy.  During  the  past  two  and 
one-half  years.  Doctor  Miller  has  been  director 
of  the  histopathology  program  at  the  Armed 
Forces  Radiobiology  Research  Institute,  Defense 
Atomic  Support  Agency. 

Doctor  Miller  is  a Diplomate  of  the  American 
Board  of  Pathology.  He  is  the  recipient  of  post- 
doctoral research  fellowships  and  special  fellow- 
ships in  pathology,  and  a consultant  to  the  tissue 
bank  at  the  Naval  Medical  Research  Institute. 

Doctor  Miller’s  research  involves  studies  in 
cell  biology  using  creatively  the  methods  of  tis- 
sue culture  and  electron  microscopy.  He  has  done 
original  research  delving  into  the  cellular  and 
subcellular  effects  of  radiation  and  hereditar>’ 
metabolic  disorders.  Doctor  Miller  was  married 
in  1957  and  has  three  children. 
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Staff  of  the  Department 

Dr.  Paul  C.  Johnson,  Professor  and  Head 

Dr.  Johnson  comes  to  the  University  of  Ari- 
zona from  Indiana  University  School  of  Medi- 
cine, at  Indianapolis,  where  he  was  Associate 
Professor  of  Physiology.  Dr.  Johnson  was  born 
and  raised  in  Michigan  and  received  his  under- 
graduate and  graduate  training  at  the  University 
of  Michigan.  He  received  the  Bachelor  of  Sci- 
ence degree  in  Physics  in  1951  and  his  Ph.D.  de- 
gree in  Physiology  in  1955.  He  was  on  the  faculty 
at  the  University  of  Michigan  and  Western  Re- 
serve University  before  going  to  Indiana.  Dr. 
Johnson’s  research  interests  are  in  the  area  of  the 
circulation,  particularly  the  microcirculation.  He 
is  the  author  of  37  research  publications  in  respir- 
ation and  circulation  and  is  a contributor  to  a text 
book  of  Medical  Physiology.  Dr.  Johnson  is  cur- 
rently President  of  the  Microcirculatory  Society 
and  a member  of  the  Editorial  Board  of  the 
American  Journal  of  Physiology  and  the  Journal 
of  Applied  Physiology. 

Dr.  Douglas  J.  Stuart,  Associate  Professor, 
Physiology 

Dr.  Stuart  comes  to  the  University  of  Arizona 
from  the  University  of  California  at  Davis,  where 
he  was  Associate  Professor  of  Physiology.  Dr. 
Stuart  is  a neurophysiologist,  whose  interests  are 
in  the  function  of  the  hypothalamus  and  in  reflex 
activity.  Dr.  Stuart  was  born  and  raised  in 
Australia,  but  received  his  undergraduate  and 
graduate  training  in  this  country.  He  received 
the  Bachelor  of  Science  and  Master  of  Arts 
Degrees  from  Michigan  State  University.  He  re- 
ceived his  Ph.D.  degree  from  the  University  of 
California  at  Los  Angeles  in  1961.  After  receiving 
his  Ph.D.  degree,  he  was  a Medical  Research  Fel- 
low in  the  Department  of  Anatomy  and  sub- 
sequently Assistant  Professor  of  Physiology  at 
UCLA.  He  joined  the  faculty  of  the  University 
of  California  at  Davis  in  1965.  Dr.  Stuart  is  the 
author  of  33  publications  in  research  journals. 
He  will  have  responsibility  for  teaching  neuro- 
physiology to  the  medical  class. 

Facilities 

The  Department  of  Physiology  is  located  on 
the  fourth  floor  of  the  Basic  Science  Building, 
occupying  the  West  Wing.  The  space  and  facil- 
ities of  the  department  are  similar  to  those  of 
the  Department  of  Anatomy,  which  are  described 
in  detail  elsewhere  in  this  issue.  Located  in  the 


Department  are  a cardiovascular  laboratory  for 
the  study  of  blood  flow  and  local  regulatory 
mechanisms  in  the  microcirculation  and  a neuro- 
physiological laboratory  for  study  of  reflex  act- 
ivity in  single  cells  of  the  spinal  cord  and  for 
study  of  hypothalamic  function.  In  the  future, 
as  additional  staff  is  added,  we  will  be  develop- 
ing a laboratory  for  study  of  comparative  renal 
function  in  which  the  various  adaptive  mechan- 
isms in  desert  animals,  mammalian  and  non- 
mammalian can  be  studied  and  compared  with 
human  renal  function.  We  also  plan  to  add  an 
endocrinologist  to  the  staff  with  special  compet- 
ence in  the  area  of  water  balance  and  electro- 
lytes. Additional  staff  members  will  be  added  in 
the  areas  of  muscle  physiology  and  physiological 
regulatory  systems.  The  major  teaching  areas  of 
physiology  will  be  well  represented  in  the  de- 
partment. In  the  area  of  research,  there  will  be 
a special  emphasis  on  the  matter  of  water  and 
electrolytic  balance  as  seen  from  the  standpoint 
of  renal,  endocrine,  cardiovascular,  neurophysiol- 
ogical and  cellular  function. 

Teaching  Medical  Physiology 

The  role  of  the  Department  of  Physiology  in 
the  College  of  Medicine  is  to  introduce  the  med- 
ical student  to  the  various  aspects  of  the  normal 
function  of  the  body.  In  the  course  of  his  study 
in  Physiology,  the  student  will  become  acquaint- 
ed with  the  basic  principles  which  govern  the 
function  of  the  nerves,  muscles  and  the  central 
nervous  system,  the  heart  and  the  circulatory 
system;  the  respiratory  system,  the  endocrine 
system,  the  kidney,  and  the  gastrointestinal 
tract. 

The  department  will  present  the  course  in 
Physiology  in  the  Second  Semester  of  the  Fresh- 
man Year.  The  course  will  consist  of  lectures, 
laboratory  and  informal  conference  periods.  The 
modern  facilities  will  provide  an  unexampled 
opportunity  for  the  staff  as  well  as  the  student. 
Television  display  systems  will  make  it  possible 
for  instructors  to  demonstrate  to  groups  of  stu- 
dents the  fine  details  of  a preparation  which 
ordinarily  are  difficult  to  demonstrate  to  a group. 
In  this  fashion  the  instructor  will  have  additional 
flexibility  in  the  type  of  material  which  can  be 
presented  to  a lecture  or  conference  group. 

Physiology  laboratory  will  be  presented  in  the 
multidiscipline  laboratories,  which  hold  16  stu- 
dents. Each  group  of  16  will  be  attended  by 


September,  1967 


855 


a senior  faculty  member  and  his  assistant,  who 
will  be  either  a junior  faculty  member,  an  ad- 
vanced doctoral  student  ,or  a post-doctoral  fel- 
low. The  close  working  relationship  between 
students  and  faculty  which  this  arrangement  per- 
mits will  be  most  helpful  to  the  student  in  ob- 
taining maximal  help  and  advice  in  the  course  of 
his  training  in  Physiology.  It  is  our  goal  to  help 
the  student  in  every  way  possible  to  assimilate 
the  important  principles  of  Physiology,  bearing 
in  mind  that  the  principles  of  function  which 
the  student  learns  in  Physiology  form  the  basis 
upon  which  his  training  in  clinical  areas  can  be 
built. 

Perhaps  it  is  a truism  to  state  that  the  student 
must  first  understand  normal  function  before 
he  can  truly  appreciate  abnormal  function.  From 
this  standpoint,  the  Department  of  Physiology 
plays  a crucial  role  in  the  student’s  educational 
process.  A solid  grounding  in  the  physiology  of 
the  various  systems  and  sub-systems  of  the  total 
man  will  be  of  considerable  help  in  appreciating 
the  nature  of  the  abnormalities  he  observes  in 
the  clinic. 

In  addition  to  explaining  the  behaviour  of  the 
individual  systems  of  the  body  as  the  physiol- 
ogist sees  them,  another  function  of  the  physiol- 
ogy course  will  be  to  e.xplore  the  interactions 
beUveen  systems;  e.g.,  between  the  kidney  and 
the  cardiovascular  system.  We  know,  of  course, 
that  this  plays  an  important  role  in  disease  states 
as  one  system  attempts  to  compensate  for  in- 
adequate function  of  another  system. 

We  hope  to  instill  in  the  students  an  apprecia- 
tion of  the  importance  of  an  analytical  approach 
to  body  function.  This  will  be  an  important 
aspect  of  his  laboratory  experience.  Physiology 
relies  ultimately  upon  quantitation,  therefore,  the 
students  will  be  exposed  to  the  various  ways 
in  which  physiological  function  can  be  quanti- 
tated. These  principles  will  provide  training  es- 
sential to  the  student  facing  the  task  of  under- 
standing the  complex  behavior  in  disease  states. 
The  orientation  of  the  student’s  introduction  to 
the  discipline  of  physiology  will  be  toward  basic 
mechanisms. 

The  assumption  which  is  being  made  in  struct- 
uring our  course  in  Physiology  is  that  the  trem- 
endous strides  which  we  have  seen  in  medicine 
in  our  own  day  are  but  reflections  of  what  is  in 
store  in  the  future.  The  practice  of  medicine 
twenty  or  thirty  years  from  now,  when  this,  the 


first  class  will  be  in  its  prime,  will  certainly  be 
considerably  different  from  that  which  is  current 
today.  On  this  basis,  then,  we  must  anticipate 
the  principles  which  are  going  to  be  important 
to  the  student  in  the  future  and  instill  an  under- 
standing of  these  into  the  student. 

The  facilities  of  the  Basic  Science  Building 
will  be  of  considerable  help  in  this  regard.  We  all 
recall  the  days  of  frustration  in  the  physiology 
laboratory,  attempting  to  make  a decent  record 
of  the  contraction  of  a frog  gastrocnemius 
muscle  or  a piece  of  rabbit  intestine  on  a smoked 
drum.  Fortunately,  our  students  will  be  spared 
much  of  this  frustration  by  our  well-equipped 
and  staffed  laboratory,  complete  with  modern 
instrumentation.  The  electronic  recorder  used  by 
the  Physiologist  today  is  actually  easier  to  set 
up  and  operate  than  the  venerable  kymograph 
recorder  of  yesterday.  Once  the  student  learns 
the  principles  of  operation,  a lesson  which  can 
be  accomplished  in  a few  hours,  an  analytical 
instrument  relatively  trouble-free  with  great  cap- 
abilities is  at  his  command.  The  goal  of  the 
teaching  laboratory  will  be  to  allow  the  student 
to  observe  for  himself  as  many  physiological 
phenomena  as  possible.  During  the  laboratory 
experiments,  not  only  does  the  student  gain 
appreciation  for  the  physiological  function,  but 
he  also  gains  some  insight  into  how  these  phen- 
omena are  measured.  The  student  must  thus 
develop  his  critical  faculties  as  well  as  his  skills 
in  obtaining  basic  information  on  physiologic 
function.  Basically,  we  would  like  to  produce 
students  who  are  capable  of  critically  analyzing 
the  results  which  they  obtain  and  who  are  also 
critical  analysts  of  information  obtained  by 
others.  The  student  must  learn  to  make  decisions 
based  upon  information  he  receives.  This  must 
be  based  on  his  own  estimate  of  whether  the 
technics  used  are  reliable  or  not.  Of  course  this 
cannot  be  done  in  great  detail  in  the  physiology 
laboratory,  but  a beginning  can  be  made  in  this 
direction,  which  he  can  build  upon  later.  As  in- 
strumentation becomes  more  and  more  a part  of 
modern  medicine,  he  will  find  that  his  experi- 
ences in  the  physiology  laboratory  have  been 
valuable  to  him  in  understanding  the  ways  in 
which  useful  information  can  be  obtained  on 
patients  with  modern  instrumentation. 

The  student,  then,  will  learn  the  principles  of 
quantitation  as  well  as  the  principles  of  Physiol- 
ogy. The  well-trained  student  should  be  able  to 
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quantitate  the  important  phenomena  which  he 
has  studied.  Thus,  measurement  and  an  apprecia- 
tion of  the  usefulness  of  normal  values,  will  be 
an  important  aspect  of  his  laboratory  experience. 

Relation  to  Clinical  Departments 

It  is  anticipated  that  the  members  of  the  De- 
partment of  Physiology  will  serve  an  important 
function  as  resource  people  to  the  staff  of  the 
clinical  departments.  The  goal  of  the  department 
will  be  to  provide  such  guidance  as  may  be  use- 
ful to  the  clinically  oriented  individual  in  his 
own  studies  directly  with  patients.  The  mem- 
bers of  the  Department  of  Physiology  will  be 
engaged  in  research  which  is  basic  in  nature 
but  which  is  potentially  useful  in  solving  clinical 
problems.  While  most  of  our  staff  will  not  be 
trained  in  clinical  areas,  nonetheless  it  is  our 
hope  that  we  can  have  close  working  relationship 
with  individuals  in  clinical  departments  who 
have  common  areas  of  interest.  This  may  carry 


over,  also,  into  research,  in  which  it  can  be 
anticipated  that  there  may  be  research  projects 
of  a clinical  nature  in  which  members  of  the 
Physiology  Department  may  be  involved. 

Future  Growth  of  the  Department 

In  the  next  two  years  we  anticipate  that  the 
Department  will  expand  from  its  present  size  up 
to  six  or  seven  full-time  staff  members.  In  ad- 
dition, we  expect  that  we  will  have  graduate 
students  and  post-doctoral  fellows  in  the  Depart- 
ment, working  with  individual  professors  in  their 
areas  of  particular  interest.  These  additional  in- 
dividuals will  provide  an  added  source  of 
strength  for  our  teaching  because  of  their  spec- 
ialized knowledge  of  and  interest  in  particular 
aspects  of  physiology.  We  expect  to  develop 
special  competence  in  the  areas  of  adaptive  and 
regulatory  mechanisms,  especially  those  which 
are  important  in  coping  with  environmental 
stresses. 


USE  ‘POLYSPORIN’. 

POLYMYXIN  B-BACITRACIN 

OINTMENT 


for  topical  antibiotic  therapy  with  minimum 
risk  of  sensitization 

Caution;  As  with  other  antibiotic  products,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including 
fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 

Supplied  in  V2  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 

Tuckahoe,  N.Y. 


brand 


myspoRK- 

WHTXIH  BWCnUEl^ 

OINTMENT^ 

Wp  prevent  lirfetfioBiW 
| and  obrask 
I aid  in  heoiing. 
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Imnfhrop 


announces 

a breakthrough  in  the 
eontrol  of  pain 

Iklwiii 

brand  of  J ^ 

pentazocine 

(as  lactate) 

a potent,  injectable  non-narcotic 


For  every  physician 
who  has  ever  prescribed  morphine 


Talwin  is  the  new  potent  non-narcotic  inject- 
able analgesic  which  is  indicated  for  relief  of 
all  types  and  degrees  of  pain  in  acute  and 
chronic  disorders.  Talwin  30  mg.  is  usually  as 
effective  an  analgesic  as  morphine  10  mg.  or 
meperidine  75  to  100  mg.,  but  needs  no  nar- 
cotics controls;  its  duration  of  action  may 
sometimes  be  less  than  that  of  morphine. 


A brochure  incorporating  analyzed  information  on 
Talwin  is  available.  The  completeness  of  the  informa- 
tion will  permit  you  to  evaluate  the  role  Talwin  can 
play  in  your  practice. 

You  can  depend  on  Talwin  to  relieve  pain: 
WHATEVER  the  intensity  of  the  pain 
the  cause  of  the  pain 
the  site=<=  of  the  pain 
the  duration  of  the  pain 
the  chronicity  of  the  pain 
the  aget  of  the  patient 


Talwin  is  relatively  free  from  adverse  effects 
of  morphine,  such  as  constipation,  urinary  re- 
tention, or  severe  respiratory  depression.  It 
has  been  used,  in  varying  dosages,  in  over 
12,000  patients  for  relief  of  pain  of  medical 
disorders,  of  active  labor  and  postoperative 
pain;  also  for  preoperative  or  preanesthetic 
medication,  and  as  an  adjunct  to  anesthesia. 


Talwin  does  not  require  a narcotics  prescription 

The  World  Health  Organization  Expert  Committee  on 
Dependence-Producing  Drugs  concluded  that  “. . . 
there  was  no  need  at  this  time  for  narcotics  control  of 
pentazocine  [Talwin]  internationally  or  nationally.” 
(W/-/0  Tech.  Rep.  Ser.,  No.  343,  1966,  p.  6.) 

It  is  our  sincere  belief  that  the  discovery  of  Talwin  by 
Winthrop  Laboratories  will  be  of  great  value  to  you 
and  your  patients  for  whom  you  may  have  to  prescribe 
a potent  analgesic. 

’‘Talwin  should  not  be  used  for  patients  with  increased  in- 
tracranial pressure,  head  injury  or  pathologic  brain  con- 
ditions. 

tUntil  sufficient  experience  is  gained,  it  should  not  be  ad- 
ministered to  children  under  12  years  of  age. 
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Talwin  — brand  of  pentazocine  (as  lactate) 


Contraindications:  Increased  Intracranial  Pressure,  Head 
Injury,  or  Pathologic  Brain  Conditions  in  which  clouding 
of  sensorlum  is  undesirable.  Talwin  (brand  of  pentazo- 
cine) should  not  be  administered  in  these  cases,  since 
drug-induced  sedation,  dizziness,  nausea,  or  respiratory 
depression  could  be  misleading. 

Precautions:  Pregnancy.  No  teratogenic  or  embryotoxic 
effects  attributable  to  the  use  of  Talwin  have  been  seen 
in  extensive  reproductive  studies  in  animals;  however, 
like  all  new  drugs,  Talwin  should  be  given  with  caution 
to  pregnant  women.  A large  number  of  patients  in  labor 
have  received  the  drug  with  no  adverse  reactions  other 
than  those  that  occur  with  commonly  used  strong  anal- 
gesics. However,  as  with  other  strong  analgesics,  Talwin 
should  be  used  with  caution  in  women  delivering  pre- 
mature infants. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occa- 
sional euphoria  have  been  noted,  ambulatory  patients 
should  be  warned  not  to  operate  machinery,  drive  cars, 
or  unnecessarily  expose  themselves  to  hazards. 

Certain  Respiratory  Conditions.  The  possibility  that  Talwin 
(brand  of  pentazocine)  may  cause  respiratory  depression 
should  be  considered  in  treatment  of  patients  with  bron- 
chial asthma.  Talwin  (brand  of  pentazocine)  should  be 
administered  only  with  caution  and  in  low  dosage  to  pa- 
tients with  respiratory  depression  (e.g.,  from  other  medi- 
cation, uremia,  or  severe  infection),  obstructive  respira- 
tory conditions,  or  cyanosis. 

Patients  Dependent  on  Narcotics.  Because  Talwin  is  a 
narcotic-antagonist,  patients  dependent  on  narcotics  and 
receiving  Talwin  may  occasionally  experience  certain 
withdrawal  symptoms.  Talwin  should  be  given  with  spe- 
cial caution  to  such  patients.  It  has  been  observed  that 
some  patients  previously  given  narcotic-analgesics  for  one 
month  or  longer  had  mild  withdrawal  symptoms  when  the 
drug  was  replaced  with  the  analgesic,  Talwin.  After  a 
short  period  of  adjustment  the  subjects  were  usually  able 
and  willing  to  continue  taking  Talwin,  and  relief  of  pain 
was  satisfactory. 

Nonaddicted  Patients  Receiving  Narcotics.  Symptoms  be- 
lieved to  be  indicative  of  antagonism  to  the  opiate  may  be 
observed  rarely  with  administration  of  Talwin  to  patients 
receiving  opiates  for  a short  time.  Intolerance  or  unto- 
ward reactions  are  seldom  observed  after  administration 
of  Talwin  to  patients  who  have  received  single  doses  or 
who  have  had  limited  exposure  to  narcotics. 

Impaired  Renal  or  Hepatic  Function.  Although  laboratory 
tests  have  not  indicated  that  Talwin  (brand  of  pentazo- 
cine) causes  or  increases  renal  or  hepatic  impairment, 
the  drug  should  be  administered  with  caution  to  patients 
with  such  impairment.  Extensive  liver  disease  appears  to 
predispose  to  greater  side  effects  (e.g.,  marked  apprehen- 
sion, anxiety,  dizziness,  sleepiness)  from  the  usual  clini- 
cal dose,  and  may  be  the  result  of  decreased  metabolism 
of  the  drug  by  the  liver. 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  (brand  of 
pentazocine)  should  be  used  with  caution  in  patients  with 
myocardial  infarction  who  have  nausea  or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with 
the  effects  of  Talwin  on  the  sphincter  of  Oddi,  the  drug 
should  be  used  with  caution  in  patients  about  to  undergo 
surgery  of  the  biliary  tract. 

Adverse  Effects:  Talwin  is  relatively  free  from  the  unde- 
sirable side  effects  associated  with  morphine,  such  as 
constipation,  urinary  retention,  or  severe  respiratory  de- 
pression. Furthermore,  Talwin  produces  less  nausea,  vom- 
iting, and  diaphoresis  than  meperidine. 

In  over  12,000  patients  who  received  Talwin  intramus- 
cularly, subcutaneously,  or  intravenously,  nausea,  the 
most  frequent  adverse  effect,  occurred  in  approximately 
5.0  per  cent.  In  decreasing  order  of  occurrence  were  ver- 
tigo, dizziness  or  lightheadedness;  vomiting;  and  eu- 
phoria. Respiratory  depression  was  reported  as  an  adverse 
reaction  in  1.0  per  cent. 

The  incidence  of  each  of  the  other  adverse  effects  was 
well  below  1.0  per  cent:  constipation,  circulatory  depres- 
sion, diaphoresis,  urinary  retention,  alteration  in  mood 
(nervousness,  apprehension,  depression,  floating  feeling), 
hypertension,  sting  on  injection,  headache,  dry  mouth. 


flushed  skin  including  plethora,  altered  uterine  contrac- 
tions during  labor,  dermatitis  including  pruritus,  dreams, 
paresthesia,  and  dyspnea  occurred  rarely  after  adminis- 
tration of  Talwin  (brand  of  pentazocine).  Furthermore, 
each  of  the  following  adverse  reactions  occurred  in  less 
than  0.1  per  cent:  tachycardia,  visual  disturbance  (blurred 
vision,  diplopia  and  nystagmus),  hallucinations,  disorien- 
tation, weakness  or  faintness,  muscle  tremor,  chills,  aller- 
gic reactions  including  edema  of  the  face,  taste  alteration, 
insomnia,  diarrhea,  cramps,  and  miosis;  laryngospasm  in 
one  patient. 

Talwin  has  not  produced  severe  respiratory  embarrass- 
ment in  adults  (never  apnea),  even  with  large  amounts. 
A small  number  of  newborn  infants  whose  mothers  re- 
ceived Talwin  during  labor  had  transient  apnea.  The  inci- 
dence of  temporary  diminution  in  the  rate  or  strength  of 
uterine  contractions  is  low  after  administration  of  Talwin, 
similar  to  that  following  meperidine  hydrochloride.  (In 
reporting  no  interference  with  normal  labor  in  patients 
receiving  Talwin,  one  investigator  further  stated  that  the 
drug  may  increase  uterine  activity.)  Generally,  no  signif- 
icant fetal  heart  rate  change  occurs. 

Laboratory  tests  of  blood  and  of  liver  and  kidney  func- 
tions have  revealed  no  significant  abnormalities.  A mini- 
mum and  probably  insignificant  increase  in  the  per  cent 
of  eosinophils  in  peripheral  blood  counts  and  bone  mar- 
row occurred  occasionally. 

Talwin  is  well  tolerated  by  patients  with  diabetes  mellitus, 
and  no  changes  in  insulin  requirements  have  been  ob- 
served. 

Dosage  and  Administration:  Adults,  Excluding  Patients  in 
Labor.  Average  recommended  single  parenteral  dose  is 
30  mg.,  by  intramuscular,  subcutaneous,  or  intravenous 
route;  may  be  repeated  every  three  to  four  hours.  Pain 
has  been  relieved  in  most  patients  with  not  more  than 
three  doses  daily.  Infrequently,  selected  patients  have  re- 
ceived single  doses  as  high  as  60  mg.  Patients  in  Labor. 
A single,  intramuscular  30  mg.  dose  has  been  most  com- 
monly administered.  An  intravenous  20  mg.  dose  has 
given  adequate  pain  relief  to  some  patients  in  labor  when 
contractions  become  regular,  and  this  dose  may  be  given 
two  or  three  times  at  two-  to  three-hour  intervals,  as 
needed. 

Children  Under  12  Years  of  Age.  Since  clinical  experience 
in  children  under  twelve  years  of  age  is  limited,  the  use 
of  Talwin  (brand  of  pentazocine)  in  this  age  group  is  not 
recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  re- 
ceived Talwin  for  prolonged  periods  (e.g.,  over  300  days) 
experienced  no  withdrawal  symptoms  even  when  admin- 
istration was  stopped  abruptly;  furthermore,  there  was 
no  tolerance  to  the  analgesic  effect. 

CAUTION.  Talwin  should  not  be  mixed  in  the  same  syringe 
with  soluble  barbiturates  because  precipitation  will  occur. 

Treatment  of  Overdosage  or  Respiratory  Depression. 
Talwin  has  not  produced  apnea  or  severe  respiratory  em- 
barrassment in  adults,  even  in  large  doses.  Occasionally, 
however,  moderate  respiratory  depression  may  occur. 
Means  of  maintaining  oroper  oxygenation  should  be  avail- 
able in  case  of  overdosage  or  respiratory  depression,  and 
methylphenidate  (Ritalin®)  should  be  administered  par- 
enterally.  The  usual  narcotic-antagonists,  such  as  nal- 
orphine, are  not  effective  respiratory  stimulants  for 
depression  due  to  Talwin. 

How  Supplied:  Ampuls  of  1 ml.,  containing  Talwin®  (pen- 
tazocine) as  lactate  equivalent  to  30  mg.  base  and  2.8 

mg.  sodium  chloride,  in  Water  for  Injection.  Boxes  of  10, 
25,  and  100. 

Multiple  dose  vials  of  10  ml.,  each  1 ml.  containing 
Talwin  (pentazocine)  as  lactate  equivalent  to  30  mg. 
base,  2 mg.  acetone  sodium  bisulfite,  1.5  mg.  sodium 
chloride,  and  1 mg.  methylparaben  as  preservative,  in 
Water  for  Injection.  Boxes  of  1. 

The  pH  of  Talwih  solutiohs  is  adjusted  between  4 and  5 
with  lactic  acid  and  sodium  hydroxide. 

lAZ/nf/rrop 

Winthrop  Laboratories,  New  York,  N.Y.  10016 
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ARIZONA'S  PACESETTER  BANK 
TRUST  DIVISION 

Is  in  Business  to  Serve  YOU  — and 
YOUR  BENEFICIARIES! 

Living  Trusts 
Life  Insurance  Trusts 
Business  or  Partnership  Trusts 
Executor  or  Administrator 
Pension  or  Profit  Sharing  Trusts 
H.R.-IO  Self-Employed  Retirement  Trusts 
Custody  Accounts 
Agency  Accounts 
Escrow  Agents 
Transfer  Agents 
Guardianships 

And  Many  Other  Services  — 

e« 

Guaranty  Bank 


3550  North  Central  Phoenix,  Arizona  Phone  264-9696 
John  R.  Bromley,  Jr.,  Vice  President  and  Trust  Officer 

MEMBER  FEDERAL  DEPOSIT  INSURANCE  CORPORATION 
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HBA'S  PROTOTYPE  PLAN 
GIVES  YOU  YOUR  OWN 
RETIREMENT  FUND  THAT 
WITHOUT  ANY  ACTION  ON 
YOUR  PART  BECOMES  100% 

TAX  DEDUCTIBLE  ON  JAN.  1, 1968 


SEND  NOW  FOR  YOUR 
PERSONALIZED  KEOGH 
TAX  SAVINGS  PLAN.  OUR 
PROTOTYPE  PLAN  HAS 
BEEN  APPROVED  AND  IS 
READY  FOR  YOU. 

KEOGH  TAX  SAVINGS  PLAN 


Your  contributions  to  your  own  retirement  fund  will  be  100%  tax  deductible  for 
taxable  years  beginning  January  1,  1968.  HBA's  Prototype  Plan  allows  you  to 
take  advantage  of  tax  advantages  presently  available  and,  without  further  effort 
on  your  part,  have  a plan  -already  in  force  by  January  1,  1968. 


THE 


LIFE 


INSURANCE  COMPANY 

P.O.  Box  1272,  Phoenix  85001 


Phone  258-4885 


Fill  out  the  Keogh  Data  Sheet  below 
and  mail  to  HBA  Life  or  phone  258- 
4885  to  see  what  HBA's  Prototype 
Plan  can  mean  to  you  in  tax  savings. 


CLIP  HERE 


KEOGH  DATA  SHEET 

ALL  INFORMATION  KEPT  CONFIDENTIAL 


Date 


Name. 


-M.D.  Sex Date  of  Birth. 


Address City State Zip 

Net  Income  From  Your  Practice  $ $ $ 

For  1 966  For  1 965  For  1 964 

Do  You  Have  an  Ownership  in  Any  Unincorporated  Trade  or  Business? 

NOTE:  If  your  practice  is  a partnership,  please  attach  separate  information  giving  the  same  data 
as  above  for  each  partner. 


Employees,  If  Any:  Date  of  Date  Full  or 

Name  Sex  Birth  Employed  Salary  Part  Time 
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Don’t  let  monilia 

cut  broad-spectrum  therapy  short... 


^ start  with 

Tetrex-F 

;etracycline  phosphate 
complex-nystatin 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract... 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  helps  you  circumvent  this  problem. 
The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complexrdelivers  tet- 
racycline to  the  blood  rapidly.  Side  effects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
racycline therapy:  (1)  the  elderly  or  debili- 
tated, (2)  young  children,  (3)  the  diabetic, 

(4)  those  on  long-term  tetracycline  therapy, 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  with  a history  of  mondial  vaginitis. 

When  you  start  with  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los- 
ing control  elsewhere.  A good  start  for  a 
healthy  finish. 

PRESCRIBING  INFORMATION.  For  complete  information 
consult  Official  Package  Circular.  Indications:  Infections  of  res- 
piratory, gastrointestinal  and  genitourinary  tracts  and  skin  and 
soft  tissues  due  to  tetracycline-sensitive  organisms,  in  patients 
with  increased  susceptibility  to  monilial  infections.  Contraindi- 
cations: The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components.  IVarnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sunlight  should 
be  avoided  during  therapy.  Stop  treatment  if  skin  discomfort 
occurs:  With  renal  impairment,  systemic  accumulation  and  hep- 
atotoxicity  may  occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  conducted  initially  and  monthly  for  3 
months.  Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diar- 
rhea, flatulence,  proctitis,  vaginitis,  dermatitis,  and  allergic  re- 
actions may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Con- 
tinue for  10  days  in  Beta-hemolytic  streptococcal  infections. 
Administer  one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tetra- 
cycline phosphate  complex  equivalent  to  250  mg.  tetracycline 
HCl  activity  and  250,000  units  of  nystatin.  For  Oral  Suspension. 
125  mg.  tetracycline  and  125,000  u.  nystatin/5  ml.,  60  ml.  bottles. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


BRISTOL 
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T\io  ways  to  ^ivo  your  patients  a 
nioiitlfs  therapeutie  supply  of  vitamin  € 


118  grapefruit  or  30  All  bee  with  C 


Your  patient  would  have  to  eat  118  medium-sized  grapefruit 
(almost  4 a day!)  to  get  as  much  vitamin  C as  is  provided 
in  just  one  bottle  of  30  Allbee  with  C eapsules  (taken  one  cap- 
sule daily).  In  addition,  each  capsule  supplies  full  therapeutic 
amounts  of  the  B-complex  vitamins. 

Your  patients  can  purchase  Allbee  with  C capsules  in  the 
convenient  bottle  of  thirty— a month’s  supply  at  a very  reason- 
able price.  Also  the  economy  size  of  100.  Available  at  phar- 
macies everywhere  on  your  prescription  or  recommendation. 

/I'H'DOBINS 

A.  H.  Rol)ins  Company,  Richmond,  Virginia 


A.  H.  ROBINS  CO.  INC.  I 
RICHMONQVIROINlAi 


Each  > •v'.tile  mis 
Thiamine  Monomfi.i!" 

(Vitamin  BO  (15  M D R ) ISmg 
Ribollavin  (Vitamin  B?)  (8  M D R ) 10  mg 
Pyridoxinc  HCI  (Vitamin  Bi'  5 mg 

Nicotinamide (Ni.it"'.timdcU5 M li  k iMimg 
Calcium  PanlulliL'iiali'  lOmg 

Ascorbic  Acid  (Vitamin  C)  ( 10  M n R ) 300  mg 


hyoscyamine  sulfate  0.1037  mg.  0.3111  mg. 

atropine  sulfate  0.0194  mg.  0.0582  mg. 

hysocine  hydrobromide  0.0065  mg.  0.0195  mg. 

phenobarbital  ( 14  gr.)  16.2  mg.  ( % gr.)  48.6  mg. 

(Warning : may  be  habit  forming) 


A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


Brief  summary.  Blurring  of  vision,  dry  mouth,  difficult 
urination,  and  flushing  or  dryness  of  the  skin  may 
occur  on  higher  dosage  levels,  rarely  on  usual  dosage. 
Administer  with  caution  to  patients  with  incipient 
glaucoma  or  urinary  bladder  neck  obstruction.  Contra- 
indicated in  acute  glaucoma,  advanced  renal  or  hepatic 
disease  or  a hypersensitivity  to  any  of  the  ingredients. 


AH'I^OBINS 


each  tablet,  capsule  or  5 cc.of  each 
elixir  (23%  alcohol)  Extentab® 


COLE  PHARMACAL  COMPANY  PRESENTS 


Features  of  ASTHMA,  BRONCHITIS,  EMPHYSEMA 


r-.- 

Section  through  a bronchiole  in  bronchial  asthma 
syndrome.  Note  peribronchiolar  edema,  spasm  of 
muscularis  causing  infolding,  hypertrophy  of  epi- 
thelium with  hyperactive  glands  and  goblet  cell 
formation,  heavy  secretion  partially  obstructing 
the  lumen,  infiltration  of  eosinophils. 

^ Bronchitis  with  edema,  hyperemia,  hypersecretion. 

Obstructive  emphysema  characterized  by  enlarged, 
thin-walled,  air  and  mucus-filled  alveoli,  some  of 
1,^1^ which  are  ruptured.  Note  reduced  capillaries. 


. . .the  uses 
and  benefits  of 

ASMINYU 
ISD-ASMINYU 
lODO-NIACIN 

the  active 

bronchopulmonary 


IN  AomiviA,  Auu  1 1 un  DnuiNv^ni  i ii>, 

BRONCHIECTASIS,  EMPHYSEMA ...  SPECIFY 
THE  COLE  ACTIVE  BRONCHOPULMONARY  AGENTS: 


Effective  Symptomatic  Relief  of 
Asthma,  Bronchitis,  Emphysema 

Unsurpassed  ephedrine,  phenobarbital, 
theophylline  complementary  actions.  Vs 
more  ephedrine  for  more  pronounced  bron- 
chial muscle  relaxation.  Low  phenobarbital 
dosage  permits  greater  flexibility  in  treating 
the  asthmatic's  anxiety. 


ASMINYlf 


Each  tablet  contains: 

Phenobarbital  Sodium 8 mg. 

(Barbituric  acid  derivative) 
Warning:  May  be  habit  forming. 

Ephedrine  Sulfate 32  mg. 

Theophylline  Hydrous 130  mg. 


INDICATIONS:  For  the  temporary 
relief  of  the  paroxysms  of  bronchial 
asthma.  Also  indicated  for  the  tempo- 
rary relief  of  bronchospasm  associ- 
ated with  pulmonary  emphysema  and 
acute  or  chronic  bronchitis. 

DOSAGE:  The  average  adult  dose  for 
Asminyl  is  1 tablet.  May  be  repeated 
every  4 hours  depending  upon  clini- 
cal response. 


HOW  SUPPLIED:  Tablets  in  bottles 
100,  500,  and  1,000.  List  No.  6077 
Gray  (Scored).  \ 

CAUTION:  Federal  Law  Prohibits 0i 
pensing  Without  Prescription. 
SIDE  EFFECTS:  Serious  adverse  sK 
effects  from  the  use  of  Asminyl  i 
rare.  Central  nervous  system  exc^ 
tion  or  depression  may  occur,  asp 
as  gastric  irritation.  Occasional  ii 
syncrasy  to  phenobarbital  has  ^ 
curred.  Contraindicated  in  hyperte 
sion,  cardiac  disease,  diabetes,  ^ 
hyperthyroidism.  | 

WARNING:  Preparations  containi 
phenobarbital  sodium  may  becod 
habit  forming  on  continued  use. 


Quick  Action  in  Asthma, 
Emphysema,  Bronchitis 

Immediate  and  sustained  relief  of  broncho- 
spasm through  sublingual  absorption  of  the 
powerful  bronchodilator,  isoproterenol,  plus 
the  more  prolonged  actions  of  phenobar- 
bital, ephedrine,  and  theophylline. 


ISD-ASMINYlf 


Each  tablet  contains: 

Phenobarbital  Sodium 8 mg. 

(Barbituric  acid  derivative) 
Warning:  May  be  habit  forming. 
Isoproterenol  Hydrochloride*  10  mg. 

Ephedrine  Sulfate 32  mg. 

Theophylline  Hydrous 130  mg. 

*ln  outer  coating  for  sublingual  ab- 
sorption. 

INDICATIONS:  Forthe  immediate  and 
sustained  relief  of  bronchospasm  as- 
sociated with  bronchial  asthma,  pul- 
monary emphysema,  and  acute  or 
chronic  bronchitis. 

DOSAGE:  One  tablet  held  sublingually 
for  5 minutes,  then  swallowed.  Re- 
peat in  3 or  4 hours  as  needed  for  re- 
lief of  symptoms.  Not  more  than  5 
tablets  in  24  hours. 


HOW  SUPPLIED:  Tablets  in  bottlesc 
100,  500,  and  1,000.  List  No.  604» 
S.  C.  Brown.  ’ 

CAUTION:  Federal  Law  Prohibits# 
pensing  Without  Prescription.  ^ 

SIDE  EFFECTS:  Serious  adverse  n 
actions  are  rare.  Occasional  nervou; 
ness,  palpitations,  tachycardia,  k. 
somnia,  and  central  nervous  systet 
excitation  have  been  observed.  Cot 
traindicated  in  hypertension,  hype 
thyroidism,  cardiac  disease,  and  dk 
betes  mellitus. 

WARNING:  Preparations  contairli 
phenobarbital  sodium  may  becoiri 
habit  forming  on  continued  use.  i 


Proven  Expectorant 
for  Active  Liquefaction  of 
Tenacious  Bronchial  Secretions 

"Iodide  salts  are  useful  expectorants  when 
it  is  desired  to  liquefy  tenacious  bronchial 
secretions,  for  example,  in  the  later  stages  of 
bronchitis,  bronchiectasis,  and  asthma." 

Goodman,  L.  S.,  and  Gilman,  A.:  The  Pharmacological 
Basis  of  Therapeutics,  New  York,  The  Macmillan 
Company,  1965,  3rd  ed.,  p.  815. 

lODO-NIACIN  PROVIDES  Kl  IN  VIRTUALLY 
TASTE-FREE  TABLETS. 


lODQ-NIACIN® 


Each  Slosol  coated  tablet  contains: 

Potassium  Iodide 135  mg. 

Niacinamide  Hydroiodide  ...  25  mg. 

INDICATIONS:  The  use  of  lodo-Nia- 
cin  is  indicated  whenever  an  expec- 
torant action  is  desired  to  increase 
the  flow  of  bronchial  secretion  and 
thin  out  tenacious  mucus  as  seen  in 
bronchial  asthma,  and  other  chronic 
pulmonary  disease.  lodo-Niacin  has 
also  proven  of  value  in  sinusitis, 
bronchitis,  bronchiectasis,  and  other 
chronic  and  acute  respiratory  dis- 
eases where  the  expectorant  action 
of  iodide  is  desired. 

DOSAGE:  The  oral  dose  for  adults 
is  two  tablets  after  meals  taken  with 
a glass  of  water.  For  children  over 
eight  years,  one  tablet  after  meals 
with  water.  The  dosage  should  be  in- 
dividualized according  to  the  needs 
of  the  patient  on  long-term  therapy. 


CAUTION  AND  SIDE  EFFECTS:  Ser, 
ous  side  effects  from  lodo-Niacin  ar 
rare.  Caution  is  recommended  in  p» 
sons  with  known  sensitivity  to  iodide 
Pulmonary  tuberculosis  is  considerf 
a contraindication  tothe  use  of  iodide 
by  some  authorities,  and  should  bj 
used  with  caution  in  such  cases.  Aj 
with  all  drugs,  lodo-Niacin  maycaus; 
an  idiosyncrasy  in  some  patient: 
Rare  cases  of  goiter  with  hypotl^ 
roidism  have  been  reported  in  adult 
who  had  taken  iodides  for  prolong 
periods  and  in  newborn  infants  whqs 
mothers  had  taken  iodides 
prolonged  periods.  Use  appropriat 
precaution  in  pregnancy  and  in  in^ 
viduals  receiving  lodo-Niacin  fo 
prolonged  periods. 

HOW  SUPPLIED:  lodo-Niacin  tabl^ 
are  available  in  bottles  of  100,  50Cj 
and  1,000.  List  No.  64580,  Slos:^ 
coated  pink.  j 
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CAUTION:  Federal  Law  Prohibits  Dispensing  Without  Prescription. 


HARMACAL  COMPANY,  I 

3721  Laclede  Avenue  • St.  Louis,  Missouri  63108 


Printed  in  U.S  h 


March  1,  1967  Form  No.  757 


New 

view  of  an 
oral 

contraceptive 
at  work 

Although  suppression  of  ovulation  remains 
the  primary  mode  of  action  of  oral  contra- 
ceptives, newer  knowledge  indicates  that 
products  like  Norinyl-1—  a combination  of 
both  low-dosage  progestogen  and  estrogen 
for  the  full  treatment  cycle  — may  provide 
multiple  action  that  helps  explain  their  im- 
excelled  record  of  contraceptive  effective- 
ness. This  report  explores  the  possible 
secondary  protective  mechanisms  offered  by 
combined  hormonal  administration. 

Accumulating  evidence  has  indicated  that 
sparse,  highly  viscous  cervical  mucus  has  a 
possible  adverse  effect  on  the  motility  and 
survival  of  spermatozoa. 

The  estrogen-opposing  progestational  ingre- 
dient of  Norinyl-1  (norethindrone  1 mg.  with 
mestranol  0.05  mg.)  changes  the  usual  mid- 
cycle picture  of  a thin,  watery  cervical  mucus. 
The  result  — a built-in  barrier  that  appears  to 
inhibit  sperm  from  reaching  the  ovum  should 
one  be  released.  The  inset  in  the  adjoining 
photograph  shows  immobile  spermatozoa  as 
they  appear  in  cervical  mucus  taken  from  a 
patient  treated  with  Norinyl-1. 


See  last  page  for  contraindications,  precautions, 
side  effects  and  dosage. 


ow  the  estrogen-opposing 
action  of  NoruiYl-1  creates 
cervical  mncus  that  may  he  hostile 
to  sperm  penetration 

Normally,  estrogen  activity  during  the  fertile  midcycle  stimulates  the  production  of  a 
profuse  and  watery  cervical  mucus  that  permits  maximum  sperm  motility  and 
promotes  penetration. 

But  what  happens  when  Norinyl-1  is  administered?  Its  potent  progestogen,  norethindrone, 
opposes  estrogen  stimulation  of  cervical  mucus.  Consequently,  the  amount  of  mucus 
decreases  and  its  viscosity  increases.  This  results  in  a sparse  but  thick  mucus  barrier 
that  appears  to  diminish  the  vitality  of  the  sperm  and  to  impair  its  powers  of  penetration. 

The  role  of  viscous  cervical  mucus  as  a secondary  action  of  Norinyl-1 

In  a report  on  89  patients  taking  this  medication,*  cervical  mucus  obtained  from  cycle  day  5 
to  cycle  day  29  appeared  scant  and  thick  and  exhibited  little  or  no  Spinnbarkeit. 

In  the  opinion  of  this  investigator,  the  effect  on  cervical  mucus  may  be  sufficient  to 
prevent  conception. 

*Cohen,  M.  R.:  Symposium:  Mechanisms  of  Action  of  Low  Dosage  Oral  Contraceptive,  Yale  University  Medical  Center,  New  Haven,  Conn.,  April  G,  1967. 


Normal  cervical  mucus  at  midcycle 
in  untreated  patient 
is  known  to  permit  sperm  motility... 
promote  sperm  penetration. 


Cervical  mucus  is  thin  and  watery  with  a stretchability 
(Spinnbarkeit)  of  15  to  20  cm. 


fernlike  pattern  within  a minute. 


Spermatozoa  appear  healthy,  are  active 
and  freemoving. 


Viscous  cervical  mucus  at  midcycle 
produced  by  Norinyl-1 
appears  to  impair  sperm  vitality... 
inhibit  penetration. 


Cervical  mucus  is  scanty,  thick  and  viscous, 
Spinnbarkeit  is  1 cm.  or  less. 


In  thick,  viscous  cervical  mucus  the  fern  pattern 
is  poorly  defined  or  absent. 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  a patient  treated  with  Norinyl-1. 


How  Norinyl-l 
alters  normal 
endometrial  responses- 
another  possible 
protective  mechanism 

Let  us  suppose  that  an  ovum  is  released  — as  occurs  in  an 
occasional,  rare  case  — and  somehow  a sperm  succeeds  in 
penetrating  the  cervical  mucus  barrier.  Should  this  come  about, 
one  additional  action  of  Norinyl-l  may  protect  the  patient 
from  unwanted  pregnancy.  The  theory  is  that  progestogen  intake 
makes  endometrial  tissue  unreceptive  to  implantation. 


Endometrium  of 
untreated  patient 


Normally,  the  endometrium  progresses  through 
3 proliferative  phase  stimulated  by  estrogen  and  a 
secretory  phase  stimulated  by  progesterone, 
i during  the  secretory  phase  the  endometrium  is 
:eceptive  to  the  fertilized  ovum. 


Endometrium  produced 
by  Norinyl-l 


When  Norinyl-l  is  administered  its  progestogen 
component  — norethindrone  — accelerates  the 
secretory  phase  and  suppresses  glandular  and 
vascular  development. 


^ 3ee  last  page  for  contraindications,  precautions,  side  effects  and  dosage. 


effective  fertility  control 
on  half  the  previous  dosage 

maintains  ratio 
of  the  established 
norethindrone/  mestranol 
combination 

lower  cost 


Reduction  of  oral  contraceptive  dosage  to  lowest  effective  levels  has 
become  a well-accepted  principle  of  conservative  medical  practice. 
In  keeping  with  this  view,  Norinyl  is  now  available  in  a new  strength 
in  which  both  norethindrone  and  mestranol  are  reduced  50  percents 
Studies  show  that  Norinyl-1  achieves  fertility  control  with  only  1.05 
mg.  of  combined  progestogen  and  estrogen  per  tablet. 

Norethindrone  was  first  reported  for  use  as  a progestational  agent  in 
human  beings  in  1955.  Norethindrone  2 mg.  with  mestranol  0.1  mg.,  as  ; 
an  oral  contraceptive,  is  currently  in  use  by  over  2,000,000  women. 
Clinical  experience  now  establishes  that  Norinyl-1  also  amply  meets 
the  criteria  of  reliability  and  safety.* 

^Symposium  on  Low-Dosage  Oral  Contraception,  Palo  Alto,  Calif.,  July  15,  1965. 


PRESCRIBING  INFORMATION 
Contraindications:  1.  Patients  with  thrombo- 

phlebitis or  with  a history  of  thrombophlebitis 
or  pulmonary  embolism.  2.  Liver  dysfunction  or 
disease.  3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  organs.  4.  Un- 
diagnosed vaginal  bleeding. 

Warnings:  1.  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or  com- 
plete loss  of  vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia,  or  migraine.  If  examina- 
tion reveals  papilledema  or  retinal  vascular 
lesions,  medication  should  be  withdrawn.  2. 
Since  the  safety  of  Norinyl-1  in  pregnancy  has 
not  been  demonstrated,  if  is  recommended  that 
for  any  patient  who  has  missed  two  consecutive 
periods,  pregnancy  should  be  ruled  out  before 
continuing  the  contraceptive  regimen.  If  the  pa- 
tient has  not  adhered  to  the  prescribed  schedule, 
the  possibility  of  pregnancy  should  be  consid- 
ered at  the  time  of  the  first  missed  period.  3. 
Detectable  amounts  of  the  active  ingredients  in 
oral  contraceptives  have  been  identified  in  the 
milk  of  mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the  infant  has  not 
been  determined. 

Precautions:  1.  The  prefreatment  physical  exam- 
ination should  include  special  reference  to 
breast  and  pelvic  organs,  as  well  as  a Papani- 
colaou smear.  2.  Endocrine  and  possibly  liver 
function  tests  may  be  affected  by  treatment 
with  Norinyl-1.  Therefore,  if  such  tests  are  ab- 
normal in  a patient  taking  Norinyl-1,  it  is  recom- 
mended that  they  be  repeated  after  the  drug 
has  been  withdrawn  for  2 months.  3.  Under  the 
influence  of  estrogen-progestogen  preparations, 
preexisting  uterine  fibroids  may  increase  in 
size.  4.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  that  may 
be  influenced  by  this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac,  or  renal  dysfunc- 
tion, require  careful  observation.  5.  Although  a 
cause  and  effect  relationship  has  not  been 
established,  Norinyl-1  should  be  used  with  cau- 
tion in  patients  with  a history  of  cerebrovascu- 
lar accident.  6.  In  relation  to  breakthrough 
bleeding,  as  in  all  cases  of  irregular  bleeding 
per  vaginam,  nonfunctional  causes  should  be 
borne  in  mind.  In  cases  of  undiagnosed  vaginal 
bleeding,  adequate  diagnostic  measures  are 


indicated.  7.  Patients  with  a history  of  psychic 
depression  should  be  carefully  observed  and 
the  drug  discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible  influence 
of  prolonged  Norinyl-1  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease  in  glucose 
tolerance  has  been  observed  in  a small  percent- 
age of  patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  obscure.  For  this 
reason,  diabetic  patients  should  be  carefully 
observed  while  receiving  Norinyl-1  therapy.  10. 
Because  of  the  occasional  occurrence  of  throm- 
bophlebitis and  pulmonary  embolism  in  pa- 
tients taking  oral  contraceptives,  the  physician 
should  be  alert  to  the  earliest  manifestations  of 
the  disease.  A cause  and  effect  relationship  has 
not  been  demonstrated.  11.  Because  of  the  ef- 
fects of  estrogens  on  epiphyseal  closure, 
Norinyl-1  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  not  complete. 

12.  The  age  of  the  patient  constitutes  no  abso- 
lute limiting  factor,  although  treatment  with 
Norinyl-1  may  mask  the  onset  of  the  climacteric. 

13.  The  pathologist  should  be  advised  of 
Norinyl-1  therapy  when  relevant  specimens  are 
submitted. 

Side  Effects:  The  following  adverse  reactions 
have  been  observed  with  varying  incidence  in 
patients  receiving  oral  contraceptives:  nausea, 
vomiting,  gastrointestinal  symptoms,  break- 
through bleeding,  spotting,  change  in  men- 
strual flow,  amenorrhea,  edema,  chloasma, 
breast  changes  (tenderness,  enlargement  and 
secretion),  loss  of  scalp  hair,  change  in  weight 
(increase  or  decrease),  changes  in  cervical  ero- 
sion and  cervical  secretions,  suppression  of  lac- 
tation when  given  immediately  postpartum, 
cholestatic  jaundice,  erythema  multiforme,  ery- 
thema nodosum,  hemorrhagic  eruption,  mi- 
graine, rash  (allergic),  itching,  rise  in  blood 
pressure  in  susceptible  individuals,  mental 
depression. 

The  following  occurrences  have  been  ob- 
served in  users  of  oral  contraceptives.  A cause 
and  effect  relationship  has  not  been  estab- 
lished: thrombophlebitis,  pulmonary  embolism, 
neuroocular  lesions. 

The  following  laboratory  results  may  be 


altered  by  the  use  of  oral  contraceptives:  in- 
creased bromsulpholein  retention  and  other 
hepatic  function  tests,  coagulation  tests  (in- 
crease in  prothrombin,  factors  VII,  VIII,  IX  and 
X),  thyroid  function  (increase  in  FBI  and  buta- 
nol extractable  protein-bound  iodine  and  de- 
crease in  T3  values),  metapyrone  test,  pregnane-  ' 
diol  determination. 

Other  side  effects  reported  to  have  occurred 
in  association  with  use  of  this  drug  ore  dizzi- 
ness, hirsutism,  pains  in  legs,  back,  chest  and 
abdomen,  dysuria,  drowsiness,  vaginal  dis- 
charge, libido  increased  and  decreased,  erup-  ; 
tions,  hypermenorrhea,  hypomenorrhea, 
increased  appetite,  G.U.  infections,  varicose 
veins,  abdominal  fullness,  acne,  headache.  . 
nervousness,  allergies,  blurred  vision,  pain  in 
eyes,  and  itching  in  eyes.  For  complete  clinical 
data,  see  package  insert. 

Dosage  and  Administration:  1.  One  tablet  of  : 
Norinyl-1  is  administered  orally  for  20  days  . 
beginning  on  day  5 of  the  menstruod  cycle.  ■ 
(Count  day  1 of  the  cycle  as  the  first  day  of  ■ 
menstrual  bleeding.)  Repeat  this  dosage  sched-  i 
ule  for  each  cycle.  2.  If  no  menstrual  period  | 
occurs  after  a cycle  of  treatment  (20  tablets)  in  i 
which  patient  adhered  to  the  schedule,  the  pa-  ! 
tient  must  be  instructed  to  resume  taking  the  : 
Norinyl-1  tablets  7 days  after  the  previous  20- 
day  course  was  completed.  For  example,  if  the  1 
last  pill  of  a previous  cycle  had  been  taken  on  - 
a Sunday,  then  a new  cycle  of  treatment  should  ; 
begin  on  the  following  Sunday.  3.  In  the  post-  1 
partum  woman,  it  is  recommended  that  the 
first  cycle  of  treatment  should  begin  on  day  5 
of  the  first  menstrual  cycle.  However,  Norinyl-1  j 
should  not  be  administered  during  lactation.  ( 
Availability:  Norinyl-1  (norethindrone  1 mg- 
with  mestranol  0.05  mg.) — Dispensers  of  20  and  ^ 
60  and  bottles  of  250  tablets. 


norethindrone  an  original  steroid  from 

SYNTEX0 

LABORATORIES  INC..PALO  ALTO.  CALIF. 


for  the  infant 
who  requires  a 
milk-free  diet! 


coNammi 

mm 

^yfioallerg«f^§ 


• Soyalac  satisfies!  Baby  is  happy,  mother  is  grateful,  doctor  is 
gratified, 

• The  nut-like  taste  is  pleasing.  Infants  readily  accept  this  hypo- 
allergenic formula  that  is  completely  fibre-free.  An  exclusive 


hr  hhtfi 
CAlWren 


• Soyalac  is  strikingly  similar  to  mother's  milk  in  composition 
and  ease  of  assimilation.  Clinical  data  furnish  evidence  of 
Soyalac’s  value  in  promoting  normal  growth  and  development. 

• Excellent  for  regular  infant  feeding,  too  — and  for  growing  chil- 
dren and  adults. 


Soyalac 


So/m|)44 


A request  on  your  professional  letterhead  or  prescription  form 
'■'Ml  brine  to  you  complete  information  and  a supply  of  samples. 


a product  of 

LOMA  LINDA  FOODS 


MEDICAL  PRODUCTS  DIVISION 

RIVERSIDE,  CALIFORNIA 
Mount  Vernon,  Ohio,  U.  S.  A. 


September,  1967 
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A full  complement  of 

highly  trained  registered  nurses 
helps  make  the  patient’s  stay  at  Camelback  Hospital 
an  infinitely  more  pleasant  one. 

A normal  ratio  of  more  than 
one  registered  staff  nurse  for  every  two  patients 
assures  maximum  attention  and  consideration 
at  all  times.  Constant  care  and  supervision 
of  patients  is  provided  around  the  clock 

by  the  entire  hospital  staff. 


5055  North  34th  Stree 


955-620^ 


PHOENIX,  ARIZONi 

ARIZONA  FOUNDATION  FOR  NEUROLOGY  AND  PSYCHIAT" 

A Non-Profit  Corporate 


Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area 
near  picturesque  Camelback  Mountain,  the  hospital  is 
dedicated  exclusively  to  the  treatment  of  psychiatric 
and  psychosomatic  disorders,  including  alcoholism. 


k 


APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF 


HOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC 


ASSOCIA' 


LOMOTIL 

Each  tablet  and  each  5 cc.  of  liquid  contains: 


diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


In  six  published  studies^  ® detailed  re- 
sults are  given  on  the  use  of  Lomotil  in 
111  patients  with  chronic  ulcerative 
colitis.  They  show  that  Lomotil  gave 
satisfactory  to  “excellent”  control  of 
diarrhea  in  more  than  two-thirds  of 
these  patients.  As  the  disorder  ad- 
vances and  destroys  bowel  muscu- 
lature, the  motility-lowermg  action  of 
Lomotil,  understandably,  has  less 
effect. 

The  successful  use  of  Lomotil  in  a 
disorder  as  exceedingly  difficult  to 
treat  as  moderate  ulcerative  colitis  em- 
phasizes again  its  unsurpassed  anti- 
diarrheal  effectiveness  in  these  more 
common  conditions: 

• Gastroenteritis  • Acute  infections 

• Spastic  colon  • Drug  induced  diarrhea 

• Functional  hypermotility 

For  correct  therapeutic  effect 
Rx  correct  therapeutic  dosage 
Dosage:  The  recommended  initial  daily  dos- 
ages, given  in  divided  doses  until  diarrhea  is 
controlled,  are : 

Children:  Total  Daily  Dosage 
3-6  mo. . . Vz  tsp.*t.i.d.  (3  mg.)  Ill 
6-12  mo..V2  tsp. q.i.d.  (4  mg.)  | | | | 

1- 2  yr.. . .1/2  tsp.  5 times  daily  (5  mg.)  | | | | | 

2- 5  yr. . . . 1 tsp.t.i.d.(6  mg.)  I | | 

5-8  yr 1 tsp.  q.i.d.  (8  mg.)  | | | | 

8-12  yr. ..  1 tsp.  5 times  daily  (10  mg.)  | | | | | 

Adults:  2 tsp.  5 times  daily  (20  mg.)  ||  ||  ||  ||  || 
or  2 tdbists  Q.i.d.  @9  es  e&  o o 

♦Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one-fourth  the  initial  daily  dosage. 

Precautions:  Lomotil  is  a federally  exempt 
narcotic  preparation  of  very  low  addictive 
potential.  Recommended  dosages  should  not 
be  exceeded,  and  medication  should  be  kept 
out  of  reach  of  children.  Should  accidental 
overdosage  occur  signs  may  include  severe 
respiratory  depression,  flushing,  lethargy  or 
coma,  hypotonic  reflexes,  nystagmus,  pin- 
point pupils  and  tachycardia.  Lomotil  should 
be  used  with  caution  in  patients  with  im- 
paired liver  function  or  those  taking  addict- 
ing drugs  or  barbiturates. 

Side  Effects:  Side  effects  are  relatively  un- 
common but  among  those  reported  are  gas- 
trointestinal irritation,  sedation,  dizziness, 
cutaneous  manifestations,  restlessness,  in- 
somnia, numbness  of  the  extremities,  head- 
ache, blurring  of  vision,  swelling  of  the 
gums,  euphoria,  depression  and  general 
malaise. 


tablets/liquid 

controls  diarrhea 


even  in  ulcerative  colitis... 

characterized  by: 

— diarrhea,  cramps,  tenesmus 

— bloody,  mucoid,  purulent  stools 


1.  Barowsky,  H.,  and  Schwartz,  S.  A.:  J.A.M.A.  I80.T058-1061 
(June  23)  1962.  2.  Cayer,  D.,  and  Sohmer,  IVT.  F.:  N.  Carolina 
Med.  J.  22:600-604  (Dec.)  1961.  3.  Hock,  C.  W.:  J.  Med.  Ass. 
Georgia  50:485-488  (Oct.)  1961.  4.  Van  Derstappen,  G.,  and  Van- 
denbroucke,  G.:  Med.  Klin.  56:962-964  (June  2)  1961.  5.  Merlo, 
M.,  and  Brown,  C.  H. : Amer.  J.  Gastroent.  34:625-630  (Dec.)  1960. 
6.  Weingarten,  B.;  Weiss,  J.,  and  Simon,  M.:  Amer.  J.  Gastroent. 
35:628-633  (June)  1961. 
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In  peptic  ulcer.. 

antacid 


therapy 

a 

new 

benefit 


CONTAINS  A BALANCED 
COMBINATION 
OF  THE  MOST  WIDELY 
USED  ANTACIDS— 

FOR  RAPID 
NEUTRALIZATION. 

PLUS  SIMETHICONE— 

TO  CONTROL 
THE  FACTOR  WHICH 
ANTACIDS  ALONE 
CANNOT  INFLUENCE. 


■ In  Mylanta,  aluminum  and  magnesium  hydroxides  are 
balanced  to  minimize  the  chance  of  constipation  or  laxation 
and  still  achieve  rapid  acid  neutralization  and  pain  relief. 

■ The  positive  action  of  simethicone  helps  relieve  the  pain- 
ful gas  symptoms  which  often  accompany  the  peptic  ulcer 
syndrome. 

■ The  nonfatiguing  flavor  and  smooth,  nongritty  consistency 
of  tablets  and  liquid  encourage  continued  patient  coopera- 
tion during  long-term  therapy. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful  (5  ml.) 
of  liquid  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydrox- 
ide, dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  one  or  two  tab- 
lets, well  chewed  or  allowed  to  dissolve  in  the  mouth,  or  one  or  two 
teaspoonfuls  of  liquid  to  be  taken  between  meals  and  at  bedtime. 

The  Stuart  Company,  Pasadena,  California 
Division  of  Atias  Chemicai  industries,  inc. 
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Akizona  Medicine 


Smog.smaze  or  smust...effects  of  air 
pollution  on  upper  respiratory  tract 


Nathan  Flaxman,  M.D.,  Diplomate,  American  Board  of  Internal  Medicine,  Chicago,  Illinois 


In  Los  Angeles  it  is  smog  (smoke  and  fog).  In  New 
York  City  smaze  (smoke  and  haze).  In  El  Paso  srnust 
(smoke  and  dust).  The  original  factor  was  smoke 
plus  such  natural  phenomena  as  fog,  haze  and  dust, 
but  air  pollution  has  mushroomed  from  a smoke 
problem  in  our  industrial  cities  into  a major  econom- 
ic, esthetic  and  public  health  problem  that  affects 
practically  every  American  locality  and  citizen. 
Respiratory  disease,  of  course,  is  by  far  the  most 
costly  effect  of  air  pollution,  for  contaminated  air 
can  aggravate  our  illnesses,  deplete  our  strength 
and  shorten  our  life  span.^ 


presence  of  various  materials  polluting  the  air  m h 
do  this.  A siege  of  smog  in  Denver,  the  "mile 
city,”  in  December  1965  was  accompanied  by  re:^ 
ratory  infection  that  doubled  normal  absentee  r « 
in  schools,  factories  and  city  government.^®  ‘ 

WhUe  air  pollution  is  only  one  factor,  it  has  beccii 
important  in  the  causes  of  most  of  the  affliction  ] 
the  respiratory  tract.  This  has  been  shown  not  cl 
by  the  Denver  occurrence,  but  also  by  detailed  stilj 
of  respiratory  illness  in  a small  group  of  313  ra 


The  greatest  problem  in  dealing  with  solid  wastes 
is  that  they  are  not  quickly  returned  to  dust.  To  aid 
the  decomposing  process,  the  great  bulk  of  such 
waste  is  burned,  polluting  our  air  in  the  process.^ 
Dr.  Jack  McKee  of  the  California  Institute  of  Tech- 
nology'^ has  calculated  that  in  Los  Angeles  County, 
which  has  more  than  six  million  people,  about  three 
pounds  of  gaseous  wastes  per  person  per  day  (on  a 
dry-weight  basis)  enter  the  atmosphere.  This  is  twice 
as  much  as  solid  refuse  disposal  and  six  times  as  much 
as  the  contaminants  in  waste  water.  It  is  estimated 
that  in  New  York  City,  730  pounds  of  pollutants,  a 
little  over  half  the  size  of  a compact  two-door  sedan 
of  foreign  make,  is  annually  thrown  into  the  air  for 
each  man,  woman  and  child  in  the  city.^ 

Air  pollution  is  an  evident  factor,  not  only  in  the 
common  cold  and  upper  respiratory  disease,  but  also 
in  chronic  bronchitis,^  pulmonary  emphysema,® 
bronchial  asthma,^  pneumonitis  and  lung  cancer.® 
Its  effect  on  the  incidence  of  pulmonary  tuberculosis 
is  unproved,^  although  it  is  conceivable  that  the 


rom  October  1962  to  May  1963  when  there  were 
!02  episodes  involving  the  upper  respiratory  tract. 
The  attack  rate  of  illness  was  related  in  time  to  in- 
:reased  concentration  of  both  smoke  and  sulphur 
lioxide  in  the  atmosphere  of  the  district  in  which 
he  men  lived. 

9ther  factors  often  mentioned,  include  exposure  to 
hose  who  have  colds,  exposure  to  extreme  changes 

i) f  temperature,  allergy  and  bacterial  infection, 
tdowever,  when  low  individual  resistance  due  to 
jack  of  rest,  overwork,  fatigue,  improper  or  unbal- 
inced  diet,  previous  illness  and  emotional  stress  are 
ncluded  as  causes,  we  enter  the  realm  of  somewhat 

j) bscure  relationships.  Much  more  emphasis  can  be 
,)laced  on  the  role  of  polluted  air. 

;he  symptoms,  signs  and  complications  of  involve- 
jnent  of  the  upper  respiratory  tract,  especially  the 
:ommon  cold,  are  the  same  regardless  of  the  causa- 
ive  factor.  Swelling  of  the  lining  of  the  nose,  the 
cratchy  dry  throat,  the  discharge  from  the  nose  at 
jirst  watery  then  thicker,  discolored  and  more  tena- 
ious,  the  eyes  tearing,  and  frequent  sneezing  are 
1\  part  of  the  Number  1 human  ailment.  Concur- 
ent  or  residual  sinusitis  when  mucus  is  trapped 
here,  middle  ear  involvement  due  to  interference 
vith  drainage,  laryngitis  and  bronchitis  are  compli- 
ations  of  the  common  cold.  The  primary  interfer- 
nce  is  with  a most  important  function  of  the  nose— 
he  cleansing  of  foreign  matter  in  the  first  line  of 
'air  defense”  to  prevent  it  from  entering  the  breath- 
ng  tract. 

liowever,  the  diagnosis  and  subsequent  decision  on 
'low  to  treat  the  patient  so  affected  rests  basically  on 
he  relief  of  symptoms  that  cause  him  the  misery, 
fhe  stuffed,  runny  nose,  the  clogged  ears,  and  the 
larsh  dry  cough— all  the  symptoms  that  make  com- 
Qon  cold  sufferers  feel  miserable  and  interfere  with 
heir  sleep— can  be  alleviated  with  medications  of 
he  oral  nasal  decongestant/antihistamine  combina- 
ion  type.  The  burning  sensation  in  the  throat,  sore- 


Triaminic’  syrup 


For  nature’s  hazards: 
nasal  congestion 
due  to  seasonal 
allergies  and 
summer  cold 


Each  teaspoonful  (5  ml.)  contains: 

Phenylpropanolamine  hydrochloride 12.5  mg. 

Pheniramine  maleate  6.25  mg. 

Pyrilamine  maleate  6.25  mg. 


For  nasal  congestion  regardless  of  cause,  you  can  bring 
quick,  lasting  comfort  to  your  little  patients  with  Triaminic 
Syrup.  You  may  occasionally  encounter  these  side  effects: 
drowsiness,  blurred  vision,  cardiac  palpitations,  flushing, 
dizziness,  nervousness  or  gastrointestinal  upsets.  Pre- 
cautions: the  possibility  of  drowsiness  should  be  con- 
sidered by  patients  engaged  in  mechanical  operations 
requiring  alertness.  Use  with  caution  in  patients  with 
hypertension,  heart  disease,  diabetes,  or  thyrotoxicosis. 

(Advertisement) 


ness  of  the  chest  and  even  chest  pain  can  also  be 
relieved  by  such  medication.  Rest  in  bed  if  there  is 
fever  (but  confined  to  home  at  least),  liberal  fluids, 
uniformly  warm  surroundings  and  adequate  humid- 
ity in  the  room,  are  all  helpful  adjuncts  to  the  med- 
ication. Most  common  cold  sufferers  recover  rapidly 
and  are  symptom-free  in  four  to  ten  days. 

Further  treatment,  altered  by  the  fact  that  the  afflic- 
tion hangs  on  for  more  than  the  usual  duration  of 
the  common  cold,  requires  consideration  of  allergy, 
which  is  most  frequently  the  prolonging  factor.  But 
air  pollution  itself  may  often  be  the  culprit. 

(Concluded  on  following  page) 


the  Third  National  Conference  on  Air  Pollution 
held  recently,  it  was  emphasized  that  this  subject 
had  received  more  attention  in  the  past  four  years 
than  in  all  previous  history.  Spicer,"  an  active  par- 
ticipant at  this  conference,  reiterated  that  it  behooves 
the  practicing  physician  to  be  aware  of  trends  in 
respiratory  disease  and  to  accept  a major  role  in 
community  action  relating  to  air  pollution  and  res- 
piratory health.  By  taking  a positive  stand  physicians 
have  been  instrumental  in  the  development  of  anti- 
pollution legislation.  An  outstanding  example  is 
Los  Angeles  where  major  steps  have  been  taken  by 
abolishing  coal  burning,  and  even  banishing  oil 
burning,  seven  months  a year.  Natural  gas  must  be 
used  instead  and  it  must  be  used  by  industry  when 
available.  Backyard  incinerators  have  been  abolished 
in  favor  of  landfill  disposal,  and  building  incinera- 
tion ended  except  for  a few  expensive  smokeless 
furnaces. Concerted  action  can  be  taken  against 
particular  industrial  nuisances.  One  company  that 
disregarded  complaints  discovered  its  error  when 
thousands  of  its  credit  cards  were  returned  by  irate 
customers  who  decided  to  patronize  competing 
companies." 

Summary.  Respiratory  disease  is  the  most  important 
and  most  costly  effect  of  air  pollution,  whether 
termed  smog,  smaze,  or  smust.  Air  pollution  is  an 
economic,  esthetic  and  public  health  problem  that 
affects  practically  every  American  locality  and  citi- 
zen. New  sources  of  air  pollution  are  invisible  and 
odorless,  but  the  harmful  gases  and  liquid  droplets 
are  there.  Triggered  by  sunlight,  some  of  these  un- 
dergo mid-air  chemical  changes  and  the  results  are 
even  more  irritating  to  the  upper  respiratory  tract. 
The  symptoms,  signs  and  complications,  especially 
of  the  upper  respiratory  tract,  can  be  readily  aborted 
by  modern  medication  but  may  be  unduly  prolonged 
by  polluted  air.  In  steps  taken  to  prevent  this,  the 
practicing  physician  can  take  a major  role. 
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How  can  he 
be  a sport 
with  a 
runny 
nose? 


For  summer  allergies,  summer 
colds, ornasal  congestion  dueto 
almost  any  cause,  you  prescribe 
quick  r-e-l-i-e-f  with  Triaminic. 
It’s  ideal  for  summer  allergies; 

1.  Acts  in  15-30  minutes  due 
to  decongestant. 

2.  Follows  up  with  balanced 
dual  antihistamines. 

3.  Up  to  24-hour  ’round  the 
clock  relief  when  dosed  one 
tablet  at  morning,  midafter- 
noon and  evening. 

Summer  time  is  sport  time  and 
who  can  be  a sport  with  a runny 
nose? 


provide  patient  comfort 

Triaminic  relieves 

Each  timed-release  summer  allergies 


tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate 25  mg. 


Side  effects:  Occasional  drowsiness,  blurred  vision, 
cardiac  palpitation,  flushing,  dizziness,  nervousness 
or  gastrointestinal  upsets. 

Precautions:  The  patient  should  be  advised  not  to 
drive  a car  or  operate  dangerous  machinery  if  drowsi- 
ness occurs.  Use  with  caution  in  patients  with  hyper- 
tension, heart  disease,  diabetes  or  thyrotoxicosis. 


{Advertisement) 


Picture  of 
painful  myositis. 


treated  with 
Parafon  Forte* 

Paraflex®  (chlorzoxazone)*  250  mg. 
Tylenol®  (acetaminophen)  300  mg. 


TABLETS 


Parafon  Forte  helps  to  relieve  pain, 

restore  mobility  . . . stop  pain-spasm  feedback 

Here  is  why.  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain/-2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy^ 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action/-®  and  to  retain  effectiveness 
even  on  continued  administration/-'^  but  which  does  not 
have  the  central  effects  of  tranquilizing  compounds. 

Prescribe  Parafon  Forte  for  lasting  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  lasting  freedom  of  movement  it  usually  provides. 


Cautions  and  side  effects:  Use  with  caution  in  patients  with 
known  drug  sensitivity.  If  a hypersensitivity  reaction  or  symp- 
toms suggestive  of  liver  dysfunction  are  observed,  the  drug- 
should  be  stopped.  Occasionally,  drowsiness,  dizziness,  light- 
headedness, malaise,  overstimulation  or  gastrointestinal  dis- 
turbances may  be  noted;  rarely  gastrointestinal  bleeding, 
allergic  skin  rashes,  petechiae,  ecchymoses,  angioneurotic 
edema  or  anaphylactic  reactions  may  have  been  drug  associ- 
ated. While  Paraflex  (chlorzoxazone)  has  been  suspected  as 
being  the  cause  of  hepatic  toxicity  in  approximately  eighteen 
patients,  it  was  not  possible  to  state  that  the  dysfunction  was 
or  was  not  drug  induced.  Dosage:  Two  tablets  q.i.d.  Supplied: 
Scored,  light  green  tablets,  imprinted  “McNEIL”— bottles  of  100. 

References:  1.  Batterman,  R.  C.,  and  Grossman,  A.  J. : Fed.  Proc.  i^:316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 
J.  L.  A.,  et  al.:  Gastroenterology  4.4:146,  1963.  4.  Conney.  A.  H.,  and  Burns, 
J.  J.:  J.  Pharmacol.  Exp.  Ther.  125:340,  1960.  5.  Settel,  E.:  Clin.  Med.  6:1373, 

1959.  6.  Berman,  H.  H.,  et  al.:  Dis.  Nerv. 
Syst.  25  ;430,  1964.  7.  Darienzo,  C.:  Ibid., 

27:189,  1966.  U.  S.  PATENT  NO.  1,895,877 

McNEIL  LABORATORIES,  INC.,  FORT  WAS  H I N GTON , P A . 


( McNEIL ) 
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ARIZONA'S  pROFEssiONAi  AIR  AMBULANCE  SERVICE 


CUTTER  AVIATION  , I N C . SKY  HARBOR,  PHOENIX  | 

I Radar  equipped  Beechcraft  with  Certified  Instrument  Flight  Capability  to  any  point  in  the  U.S.  | 

and  Western  Canada.  For  reliable  24-Hour  Service  call  j 

CUTTER  AVIATION 

273-1237  946-2754 


A method  so  rapid  and  *^| 

simple  that  you  Just  swah... 
f «»cap.,, press... and  diMVirri. 

Results,  read  at  48  to  72  hours,  are  comparable 
in  accuracy  to  those  of  older  standard  intradermal  tests.  The  1||||| 
self-contained,  disposable  unit  requires  no  refrigeration  and  i'< 
stable  for  two  years.  Side  effects  are  possible  but  rare;  vesiculation.’i 
ulceration,  or  necrosis  at  test  site.  Contraindications:  none,  but  u.<-e  with 
caution  in  active  tuberoj^osis.  Available  in  boxes  of  5 and  cartonf.  of  23. 

LEDERLE  laboratories,  a Division  of  ^ 
^^M^Minericaii  Cyanamid  Company,  Pearl  River,  N.Y. 

44S-7-498S 


rouTINE  TB  screening  with 
TUBERCULIN,  TINE  TEST 

(Rosenthal)  Lederle 
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Photo  professionally  posed 


Mike  eMpects  a penicillin  injection. 
He’s  about  to  be  pleasantty  surprised. 


His  physician  is  going  to  prescribe  an  oral  penicillin 
— Pen»Vee®  K (potassium  phenoxymethyl  penicillin). 
It's  usually  so  rapidly  and  completely  absorbed  that 
therapeutic  serum  levels  are  produced  in  15  to  30 
minutes.  Higher  serum  levels  generally  last  longer  than 
with  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis  and  treat- 
ment of  streptococcal  infections;  treatment  of  pneumococcal,  gonococcal,  and 
susceptible  staphylococcal  infections;  prophylaxis  of  rheumatic  fever  in  patients 
with  a previous  history  of  the  disease. 

Contraindications:  Infections  caused  by  nonsusceptible  organisms;  history  of 
penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  controlled)  is 
rare  but  more  frequent  in  patients  with  previous  penicillin  sensitivity,  bronchial 
asthma  or  other  allergies.  Resuscitative  (epinephrine,  aminophylline,  pressor 
amines)  and  supportive  (antihistamines,  methylprednisolone  sodium  succinate) 
drugs  should  be  readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia.  In  suspected 
hypersensitivity,  evaluation  of  renal  and  hematopoietic  systems  is  recommended. 


Precautions:  In  suspected  staphylococcal  infections,  perform  proper  laboratory 
studies  including  sensitivity  tests.  If  overgrowth  of  nonsusceptible  organisms 
occurs  (constant  observation  is  essential),  discontinue  penicillin  and  take  appro- 
priate measures.  Whenever  allergic  reactions  occur,  withdraw  penicillin  unless 
condition  being  treated  is  considered  life  threatening  and  amenable  only  to 
penicillin.  Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should  be  tested 
serologically  for  at  least  3 months.  When  lesions  of  primary  syphilis  are  sus- 
pected, dark-field  examination  should  precede  use  of  penicillin.  Treat  beta- 
hemolytic  streptococcal  infections  with  full  therapeutic  dosage  for  at  least  10 
days  to  prevent  rheumatic  fever  or  glomerulonephritis.  In  staphylococcal 
infections,  perform  surgery  as  indicated. 

Adverse  Reactions  (Penicillin  has  significant  index  of  sensitization):  Skin 
rashes,  ranging  from  maculopapular  eruptions  to  exfoliative  dermatitis ; urticaria ; 
serum  sickness-like  reactions,  including  chills,  fever,  edema,  arthralgia  and  pros- 
tration. Severe  and  often  fatal  anaphylaxis  has  been  reported  (see  "Warnings"). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000  units),  500 
mg.  (800,000  units);  Liquid— 125  mg.  (200,000  units)  and  250  mg.  (400,000 
units)  per  5 cc. 


ORAL 


Pen-Vee^K 

(potassium  phenoxymethyl  penicillin) 


CYDRIL* 

(levamfetamine  succinate  TUTAG) 

Cydril  at^pm. 
Appetite  cpn?ral;at  6 
Sleep  at  10 

Action  and  Uses;  Gydril  (levamfetamine  succinate)  i$  a ehemo-. 
pharmaceutical  approach  to  aid  the  obstinately  obese.  Cydril  (ievait)' 
fetamine  succinate)  provides  the  appetite  depressant  action'of  amphet- 
amines but  exhibits  fewer  unwanted  side  reactions. 

Dosage;  Adults  and  ‘teenagers';  orre  (1)  Cydril  (levamfetamine  suc- 
cinate) Granucap*  daily.  , 

Side  Effects:  Occasionally  cardiovascular  and  gastrointestinal  reactions 
may  produce  dry  mouth,  metallic  taste,;  anorexia,  nausea,  diarrhea, 
headache,  chilliness,  pallor  or  flushing,  sweating,  diuresis,  and 
arrhythmias.  , ;,j,. 

Contraindications:  Cydri!  (levamfetamine  succinate)  should  not  be 
used  in  the  presence  of  severe  hypertension,  angina  pectoris,  hyper- 
thyroidism, and  Raynaud’s  disease.  ^ (>;, 

♦Granucap  is  the  Tutag  brand  of  sustained  release  capsule;  manu- 
factured to  release  the  contents  over  a period  of  approximately  6 to 
10 hours.  ' ■ 

Caution:  Federal  law  prohibits  dispensing  without  prescription. 
full  product  information  available  on  request  Or  see  page  1122  in 
your  1367  PDR.  • 4;.'- 


For  more  about  CYORfi.  and 
the  Cydril  Family  of  Products 
ask  the  Man  from  Tutag  (or 
your  colleagues) 


S.J.TUTAG&CO. 


ETHICAt  PHARMACEUTICALS 

OeTROIT,  MICHIGAM  482J4 


In  Obesity, 

anorectic  action 
with  fewer  unwanted 
si(ie  effects 


EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbltal,  Caution:  May  be  habit  forming.  . , 21  mg. 

Ephedrine  HCl 16  mg. 

FEDERAL  LAW’  PROHIBITS 
DISPENSING  W'lTHOUT  PRESCRIPTION 


Precautions:  Usual  for  aminophylline-ephedrine- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 


MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & GO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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PRESCRIPTIONS  FOR 
INDUSTRIAL  PATIENTS  GIVEN 
THE  SAME  PROMPT  AND 
COURTEOUS  SERVICE 
AS  ARE  ALL  OTHERS.  WE 
SOLICIT  THIS  BUSINESS. 
WE  DELIVER. 

KEETON^S  REXALL  DRUG 

2909  West  Van  Buren 
Phoenix,  Arizona  85009 
Telephone:  272-6801 


ARIZONA  MEDICINE 

Address  ail  correspondence  to  the 
Journal  Offices 

4601  N.  Scottsdale  Rd.,  Scottsdale,  Ariz.  85251 

Bruce  E.  Robinson 
Business  Manager 


National  Representative 
State  Journals  West 
Melvin  B.  Tyler,  Advertising  Manager 
693  Sutter  Street 
San  Francisco,  California  94102 

“The  material  in  this  journal  is  not  copyrighted.  We  ask 
that  anyone  using  material  from  it  note  the  previous  publica- 
tion in  ARIZONA  MEDICINE.” 

CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of  scientific  arti- 
cles for  publication  in  ARIZONA  MEDICINE.  All  such  con- 
tributions are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Material  submitted  for  publication  in  ARIZONA  MEDI- 
CINE should  conform  to  the  foOowing  policies: 

1.  Manuscripts,  including  references  or  bibbography,  should 
be  typewritten,  double-spaced,  on  one  side  of  the  paper  only, 
and  the  original  and  a carbon  enclosed. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as  fol- 
lowed by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Although  the  Editors  try  to  catch  inaccuracies,  the  ulti- 
mate responsibility  is  the  author’s. 

4.  Articles  are  accepted  for  publication  only  if  they  are 
contributed  exclusively  to  this  Journal.  Ordinarily,  contribu- 
tors will  be  notified  within  60  days  if  a manuscript  is  ac- 
cepted for  publication.  Every  effort  will  be  made  to  return  un- 
used manuscripts. 

5.  The  Journal  reserves  the  right  to  edit  all  material. 

6.  Reprints  will  be  supplied  to  the  author  at  printing  cost. 


lOT' 


MEDICINE  IN  lERRITORIAL  ARIZONA 

by 

FRANCES  E.  QUEBBEMAN,  Ph.D. 

LIMITED  NUMBER  OF  AUTOGRAPHED  COPIES 
NOW  AVAILABLE 
$7.50  each 

Arizona  Medical  Association 
4601  N.  Scottsdale  Road  — Suite  201 
Scottsdale,  Arizona 


September,  1967 
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i)le4ical  Centef  0(-^aif  and  Clinical  d^akctaUm 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

DIAGNOSTIC  X-RAY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 


R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 


See  for  yourself 
the  professional 
MEDAC 
Billing  and 
Bookkeeping  Service 


irS  A “PERSONAL  TOUCH’’  SERUICE  THAT  YOU  CONTROL! 


All  records  stay  in  your  office  at  all  times ! 

^ Patient  accounts  at  your  fingertips. 

Prompt  and  professional  billings. 

Accurate  agings  of  your  accounts  receivable  and 
faster  collections. 

WE  IIMX/ITE  YOU  TO  CALL 

in  Phoenix  in  Tucson 

Bud  Gray  261-1317  Burt  Becker  624-8711 
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CO— op.er.a.tion,  co.op.er.a.tion,  co.op.er.a.tion 
(ko— op'er— a'shen),  n,  1.  a co-operating;  joint 

effort  the  benefits  of  which  are  shared  by  all  members. 


UP  TO  $1,000  MONTHLY  BENEFIT 
NOW  AVAILABLE 

ON  A STATEWIDE  BASIS  - MEANS  STABILITY 


Disability  Insurance  pays. ..not  only  when  you’re  sick  or 
injured. ..but  also  in  “peace  of  mind”  when  you’re  well! 
‘"The  Only  Known  Substitute  for  Earning  Power" 


NATIONAL  CASUALTY  COMPANY 

OF  DETROIT,  MICHIGAN 

Arizona  Representatives 

PHOENIX  ★ CHARLES  A.  de  LEEUW  TUCSON  ic  RONALD  E.  DEITRICH 

3424  NORTH  CENTRAL  AVENUE  SUITE  9,  PIMA  PLAZA,  2030  E.  BROADWAY 

(PHONE  266-2403)  (PHONE  623-7941) 

Approved  and  Recommended  by  the 

MEDICAL  ECONOMICS  COMMITTEE  AND  THE  COUNCIL 

...SINCE  1953 


101  East  Fourth  Street, 

Adjoining  Scottsdale  Baptist  Hospital 

Scotfsdale's  Newest 


Scottsdale,  Arizona 

NOW  LEASING  ....  CUSTOM  SUITES 

& Finest  Medical  Building 


OPHTHALMOLOGY 

Peter  S.  Sykowski,  M.D.,  F.A.C.S. 

DENTIST  DENTAL  LAB. 

R.  A.  Mossier,  D.D.S.  F.  Jefferson  Blake 
Patrick  Ryan,  D.D.S 


PHYSICAL  THERAPIST 

Jean  Hoffman,  R.P.T. 

OBSTETRICS  & GYNECOLOGY 

Roy  O.  Young,  M.D. 
Gregory  C.  Smith,  M.D. 


PLASTIC  & RECONSTRUCTIVE  SURGERY 


FAMILY  DOCTOR 
Jack  E.  Groh,  M.D. 
Robert  M.  Mattson,  M.D. 

PSYCHIATRY 

Murray  Urie,  M.D. 

GENERAL  SURGERY 


Richard  O.  Kiraly,  M.D.  Jack  O.  McFarland,  M.D. 

Adjoining  Hospital  Medical  Center  with: 


PATHOLOGY  RADIOLOGY  OTHERS 

C.  E.  Strickland,  M.D.  M.  Herbert  Nathan,  M.D.  Srutwa  Pharmacy 

Fred  C.  Schoene,  M.D.  Scottsdale  Opticians 


For  Leasing  Information  Call  946-9091 
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EUGENE  R.  ALMER,  M.D. 
ROBERT  BEAL,  M.D. 

OnO  L.  BENDHEIM,  M.D. 
PAUL  M.  BINDELGLAS,  M.D. 
LEE  S.  COHN,  M.D. 

KENT  E.  DURFEE,  M.D. 

T.  RICHARD  GREGORY,  M.D. 
WILLIAM  B.  HAEUSSLER,  M.D. 
THOMAS  F.  KRUCHEK,  M.D. 
HAROLD  E.  McNEELY,  Ph.D. 
STANFORD  PERLMAN,  Ph.D. 
GEORGE  G.  SARAVIA,  M.D. 
SAMUEL  WICK,  M.D. 


child  psych 
DSvchoanalM 


clinical  psychology 

and  family  counselling 


S051  NORTH  34th  STREET 
PHOENIX  18,  ARIZONA 
955-6200 


RADIOLOGISTS 

1130  E.  McDowell  Office  - 258  1601 
Marcy  L.  Sussman,  M.D. 

1901  E.  Thomas  Road  Office  — 274-3603 


Marion  A.  Jabczenski,  M.D. 
William  S.  Stone,  M.D. 


THE  DIAGNOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


, Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 

1901  East  Thomas  Road  • Phoenix,  Arizona  • Phone  264*2101 


PATHOLOGISTS 


Maurice  Rosenthal,  M.D. 
George  Scharf,  M.D. 
Seymour  B.  Silverman,  M.D. 
Bland  Giddings,  M.D. 

Sidney  H.  Zuber,  M.D. 
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Arizona  Medicine 


NOW,  AVAILABLE  FROM  ArMA 
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ATTENDING  PHYSICIAN'S  STATEMENT  - HEALTH  INSURANCE  CLAIM  - CROUP  OR  INDIVIDUAL 
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ORDER  YOURS  TODAY  AND  STOP  THE  CONFUSION 
OF  MULTIPLE  INSURANCE  FORMS 

samples  available  on  request 


COST:  $1 .50  per  hundred 


To:  Arizona  AAedical  Association 

4601  N.  Scottsdale  Rd.,  Scottsdale,  Arizona  85251 

Please  send  me hundred  approved  insurance 

forms  costing  $1.50  per  hundred. 

Name  

Address 

Bill  Me:  n Payment  Enclosed:  □ 
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Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food^-^ 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations. 1-2  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone. 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 
staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 


attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 

Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Now  available: 

New!  Ready-mixed  Ilosone  Liquid  125! 
(Contains  erythromycin  estolate  equiva- 
lent to  125  mg.  erythromycin  base  per 
5-cc.  teaspoonful.) 


Ilosone* 

Erythromycin 


Estolate 


( See  next  page  for  prescribing  information.) 
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IlosoneVthe  most  active  oral  form  of  erythromycin 


Description:  Ilosone  is  the  most  active  form  of  oral  erythromy- 
cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci) . The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  also  been  useful  in 
gonorrhea  and  syphilis.  Since  penicillin  is  the  drug  of  choice  for 
the  treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Adverse  Reactions:  Data  obtained  from  seven  years’  use  of  pro- 
pionyl  erythromycin  ester  and  erythromycin  estolate  (Ilosone) 
indicate  that  hepatic  dysfunction  with  or  without  clinical  jaun- 
dice may  occur  during  or  following  courses  of  therapy  with  the 
drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  de- 
veloped in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly,  usually  within 
forty-eight  hours,  if  the  drug  is  readministered  to  sensitive  pa- 
tients. Eosinophilia  was  noted  in  peripheral  blood  counts.  The 
findings  readily  subsided  without  apparent  residual  effects  when 
treatment  was  discontinued.  Recovery  was  delayed  in  one  re- 
ported instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 


In  those  cases  mentioned  above  in  which  jaundice  appeani 
be  definitely  related  to  use  of  the  drug,  laboratory  findings 
characterized  by  increased  direct-reacting  bilirubin,  elevi 
alkaline  phosphatase  levels,  negative  or  weakly  positive  cepl' 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutii 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  ■ 
mal  cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has, 
been  reported  in  other  patients  taking  prolonged  courses  of- 
medication.  Patients  with  chronic  infection  have  been  given i 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  months,' 
patients  with  rheumatic  fever  have  taken  prophylactic  dos( 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  grou' 
144  patients  who  received  the  drug  daily  for  two  years,  no  ji 
dice  was  noted.  It  was  of  interest  that  members  of  six  of  fl 
patients’  families,  who  were  not  taking  the  drug,  had  episj 
of  jaundice  during  the  study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels 
determined  in  a group  of  fifty-four  adults  and  children  who 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  month 
rheumatic  fever  prophylaxis.  The  results  were  compared  ! 
those  of  a similar  group  of  forty-four  patients  who  received 
icillin.  There  were  no  cases  of  jaundice  in  either  group.  Eleva 
of  SGPT  and  serum  alkaline  phosphatase  levels  during  theco 
of  treatment  was  observed  in  one  patient  treated  with  Ilo; 
and  in  two  patients  treated  with  penicillin.  Seven  other  pati 
in  the  group  receiving  Ilosone  and  four  others  in  the  penic' 
group  showed  elevations  in  one  of  the  tests  at  some  time  du:j 
administration  of  the  drugs.  j 

Very  satisfactory  therapeutic  results,  without  toxicity,  71 
reported  in  102  pediatric  patients  who  received  short-term  (j 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  it 
tions.  Results  of  liver  function  tests  in  these  patientsw 
comparable  to  those  in  a similar  control  group  who  had  recei 
penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepatic 
fects  are  observed  in  a small  proportion  of  individuals  as  are 
of  a local  stimulating  effect  of  the  medication  on  the  aliment 
tract;  however,  the  normal  intestinal  gram-negative  bactej 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 


Although  allergic  manifestations  are  uncommon  with  thej 


of  erythromycin,  there  have  been  occasional  reports  of  urtica 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 
Administration  and  Dosage:  Ilosone  is  administered  orally.  : 
Ilosone  Pulvules®,  Ilosone  Liquid  125,  Ilosone,  125,  for  (: 
Suspension,  Ilosone  Drops,  Ilosone  Chewable  Tablets. 

For  infants  and  for  children  under  twenty-five  pounds  of  bi 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours: 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hoi; 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushed  : 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dos 
of  Ilosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 
When  larger  doses  are  indicated,  parenteral  erythroir.; 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosag 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fifi 
days.  Close  follow-up  of  the  patient  is  necessary  since  eryt: 
mycin  drugs  have  not  had  adequate  evaluation  in  all  stage- 
syphilis.  Examinations  of  spinal  fluid  are  recommended  as  p 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  daj's 
recommended.  In  the  treatment  of  gonorrhea,  patients  vnt 
suspected  lesion  of  syphilis  should  have  a dark-field  examina: 
before  receiving  antibiotics,  and  monthly  serologic  tests  she 
be  made  for  a period  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.E,  125  and  250: 
(equivalent  to  base) , in  bottles  of  24  and  100. 

Ilosone  Liquid  125,  Oral  Suspension,  U.S.P.,  125  mg.  (equiva. 
to  base)  per  5-cc.  teaspoonful,  in  60-cc.  and  pint-size  packai 
Ilosone,  125,  for  Oral  Suspension,  N.E,  125  mg.  (equiva.' 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  packag 
Ilosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  10-cc.-- 
packages,  with  dropper  calibrated  at  25  and  50  mg. 

Tablets  Ilosone  Chewable,  N.E,  125  mg.  (equivalent  to  has 
in  bottles  of  50.  [032 

References:  1.  Griffith,  R.  S.,  and  Black,  H.  R.:  Am.  J.  M.  Sc.,  |: 

2.  Griffith,  R.  S.,  and  Black,  H.  R. : Antibiotics  & Chemother.,  i2.'398,  »' 

3.  Hirsch,  H.  A.,  Pryles,  C.  V.,  and  Finland,  M.:  Am.  J.  M.  Sc.,  

259.-198,  1960. 


Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46306, 


Pharmacy  Directory 


Classified 


FAIRMONT  PHARMACY 

3231  East  McDowell  Rd.  Phoenix,  Arizona 

PRESCRIPTIONS  - DRUGS 
COSMETICS  - FOUNTAIN 

BRidge  5-571  9 FREE  DELIVERY 


DOCTOR'S  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  7-7471 

At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1932" 


DANNY  T.  SEIVERT 
INSURANCE 


Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 


iScoHsclalc  call 

Lute's  Scottsdale  Pharmacy 

For 


PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1 st  National  Bank 


Professional  Programs  for  Professional  Men 

Del  Webb's  TowneHouse  — Suite  1 700 
100  W.  Clarendon  — Phoenix 
Telephone  277-1487 


MEDICAL  CINEMATOGRAPHY 
By 

AZTEC  FILM  PRODUCTIONS 

2818  N.  Country  Club 
Tucson,  Ariz. 

602-326-6736 


For  Sale  or  Lease  three  residential  units  zoned 
for  Professional  offices.  Approximately  1400 
sq.  ft.  each.  Can  be  remodeled  to  suit  occupant. 
See  at  6807,  6811  and  6815  East  Thomas 
Road,  Scottsdale.  Contact  Robert  Tapp,  6811 
East  Thomas  Road;  Telephone;  945-3320  week 
day  evenings,  any  time  Saturday  and  Sunday. 


"WANTED:  Locum  Tenens  in  Prescott,  Arizona. 
Solo  GP  desires  vacation  from  October  15, 
1967,  to  December  10,  1967.  Terms:  50%  of 
gross  for  services  rendered.  No  overhead.  Must 
have  Arizona  License,  and  Credentials  accep- 
table to  the  Medical  Staff  of  Yavapai  Com- 
munity Hospital."  Reply:  R.  G.  Hardenbrook, 
M.D.,  316  Grove  Avenue,  Prescott,  Arizona. 


For  Lease  or  Sale  with  low  down  payment  — 
Present  location  of  Mountain  View  Medical 
Clinic,  4110  N.  49th  Street,  Phoenix,  Arizona. 
Reply  Box  67-3,  Arizona  Medicine,  4601  N. 
Scottsdale  Rd.,  Scottsdale,  Arizona  85251. 
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Excellent  office  suites  available  at  The  Wilshire 
Medical-Dental  Center,  888  S.  Craycroft  Rd., 
Tucson,  Arizona.  General  Surgery,  Pediatrics, 
General  Medicine,  Thoracic  Surgery  and  Den- 
tistry now  in  practice.  Location  in  stable  east- 
side  Tucson,  five  minutes  to  two  major  hos- 
pitals and  nursing  homes.  Fully  equipped  lab- 
oratory & X-Ray  facilities  with  Radiologist. 
Tremendous  potential  for  ENT,  Internal  Medi- 
cine and  Orthopedics.  Contact:  E.  W.  Eberling, 
M.D.,  888  S.  Craycroft  Road,  Tucson. 


24-HOUR  AIR  AMBULANCE  SERVICE 


A.  L.  mooRe  & sons 


Mortuary  and  Air  Ambulance  Service 

Adams  at  Fourth  Ave.  / Phoenix  / AL  2-341 1 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


HOSPITAL  MEDICAL 
CENTER,  LTD. 


100  E.  FOURTH  ST.  SCOTTSDALE,  ARIZONA 


Adjoining  Scottsdale  Baptist  Hospital 

ALLERGIST 

Davis  I.  Arnow,  M.D. 

R.  C.  Romero,  M.D. 

ANESTHESIOLOGIST 
Sue  Boyett,  M.D. 

FAMILY  DOGTOR 

William  B.  McGahey,  M.D. 

John  A.  Martin  III,  M.D. 

GENERAL  PRAGTICE 

Willard  F.  Worthen,  M.D. 

GENERAL  SURGERY 

Boyd  H.  Metcalf,  M.D. 

GENERAL  SURGERY  - GANGER 
Herbert  N.  Munhall,  M.D. 

INTERNAL  MEDIGINE  & GARDIOLOGY 
Donald  L.  Gorzine,  M.D. 

John  F.  Currin,  M.D. 

INTERNAL  MEDIGINE 
GASTROENTEROLOGY 

Gharles  Bergschneider,  M.D. 

OPHTHALMOLOGY 

Robert  L.  Yockey,  M.D. 

ORTHODONTIST 

James  C.  Toye,  D.D.S. 

PATHOLOGY 

G.  H.  Strickland,  M.D. 

Fred  G.  Schoene,  M.D. 

PERIODONTIST 

J.  Richard  Loughry,  D.D.S. 

PHYSIGAL  MEDIGINE 
Dennis  Harris,  M.D. 

THORACIC  CARDIOVASCULAR  SURGERY 
Carl  Impellitier,  M.D. 

UROLOGIC  SURGERY 

Wilfred  M.  Potter,  M.D. 

RADIOLOGY 

M.  Herbert  Nathan,  M.D. 

DENTISTRY 

Lumone  E.  Willmeng,  D.D.S. 

OTHERS 

Srutwa  Pharmacy 
Scottsdale  Opticians 

For  Leasing  Information  CaU 
946-9091  or  946-5344 
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Among  the  adjuncts  to  the  physician’s  skill  i 

Darvon®  Compound-  65 

Each  Pulvule®  contains  65  mg.  propoxyphene  hydrochloride, 
227  mg.  aspirin,  162  mg.  phenacetin,  and  32.4  mg.  caffeine. 


Additional  information  available  to  the  medical  profession  upon  request. 

ELI  LILLY  AND  COMPANY,  INDIANAPOLIS,  INDIANA 


ZZIH 


' m *0  PPt  •’  UTSS  U 

XjT3.iqri 

U1U40JUTSO  JO  A’^'jSJeAiUn 


46206 


Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 


In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  be,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS:  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 
Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 


The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium, 
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AIVIA  21ST  CLINICAL  CONVENTION  • ASTROHALL  • HOUSTON,  TEXAS  • NOVEMBER  26-29,  1%7 

Plan  to  attend  this  year’s  AMA  Clinical  Convention  in  Houston,  Texas. 

Eighteen  scientific  sessions,  four  postgraduate  courses,  breakfast 
roundtable  discussions,  color  television,  and  scientific  and  industrial 
exhibits  will  bring  you  up  to  date  on  the  latest  medical  advances. 

Attend  lectures  by,  and  discussions  with,  our  nation’s  outstanding 
medical  authorities. 


Between  sessions,  enjoy  the  excellent  restaurants,  fine  shops,  visitors’ 
attractions,  and  mild  winter  temperatures  Houston  offers.  Mail  the 
enclosed  registration  and  room  reservation  coupons  now,  and  look 
forward  to  an  exceptional  convention  with  a holiday  plus. 

SCIENTIFIC  SESSIONS:  Cardiovascular  Disease;  Cardiovascular  Surgery; 
New  Cares;  Ophthalmology;  Geriatrics;  Arthritis;  Gastroenterology; 
Cancer;  Antibiotics;  Endocrinology;  General  Surgery;  Dermatology; 
Aerospace  Medicine;  Obstetrics  and'Gynecology;  Psychiatry;  Pediatrics; 
Genitourinary  Diseases;  and  Otolaryngology. 

POSTGRADUATE  COURSES:  Fluid  and  Electrolyte  Balance;  Oncology; 
Cardiovascular  Disease;  and  Obstetrics  and  Gynecology.  Register  for 
these  Courses  on  arrival  in  Houston  at  the  PG  Course  Registration 
booth  adjacent  to  the  General  Registration  area.  There  is  no  charge 
for  the  Courses,  but  registration  is  limited  to  200  per  Course.  The 
Courses  begin  promptly  at  9 A.M.  and  2 P.M.  No  one  will  be  seated 
after  the  Course  begins. 

BREAKFAST  ROUNDTABLE  CONFERENCES:  Management  of 
Cerebrovascular  Insufficiency;  Indications  and  Limitations  of  Uses  of 
Antibiotics;  The  Moral  and  Ethical  Aspects  of  Caring  for  the  Dying  i 
Patient;  Adolescence,  Age  of  Rebellion,  Related  Psychiatric  Aspects.  1^ 

COLOR  TELEVISION  • MEDICAL  MOTION  PICTURES 
• SCIENTIFIC  AND  INDUSTRIAL  EXHIBITS 

The  complete  scientific  program,  plus  forms  for  advance 
registration  and  hotel  accommodations,  will  be 
featured  in  JAMA,  October  23. 
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when  bursitis  hits  a 
280-lb.  tackle, 

hit  back  with 
Butazolidin  alka 


Indications:  Osteoarthritis,  rheumatoid  arthritis,  rheumatoid  spon- 
dylitis, psoriatic  arthritis,  acute  gout,  painful  shoulder  (peritendinitis, 
capsulitis,  bursitis  and  acute  arthritis  of  that  joint),  acute  superficial 
thrombophlebitis. 

Contraindications:  Edema;  danger  of  cardiac  decompensation;  history 
or  symptoms  of  peptic  ulcer;  renal,  hepatic  or  cardiac  damage;  history 
of  drug  allergy;  history  of  blood  dyscrasia.  The  drug  should  not  be 
given  when  the  patient  is  senile  or  when  other  potent  drugs  are  given 
concurrently.  Large  doses  of  Butazolidin  alka  are  contraindicated  in 
glaucoma. 

Warning:  If  coumarin-type  anticoagulants  are  given  simultaneously, 
watch  for  excessive  increase  in  prothrombin  time.  Instances  of  severe 
bleeding  have  occurred.  Pyrazole  compounds  may  potentiate  the 
pharmacologic  action  of  sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving  such  therapy.  Use  with 
great  caution  in  the  first  trimester  of  pregnancy. 


Precautions:  Before  prescribing,  carefully  select  patients,  avi 
those  responsive  to  routine  measures  as  well  as  contraindicate 
tients.  Obtain  a detailed  history  and  a complete  physical  and  labo 
examination,  including  a blood  count.  The  patient  should  not  e 
recommended  dosage,  should  be  closely  supervised  and  shou 
warned  to  discontinue  the  drug  and  report  immediately  if  fever 
throat,  or  mouth  lesions  (symptoms  of  blood  dyscrasia);  sudden  v 
gain  (water  retention);  skin  reactions;  black  or  tarry  stools  or 
evidence  of  intestinal  hemorrhage  occur.  Make  regular  blood  ci 
Discontinue  the  drug  immediately  and  institute  countermeasures 
white  count  changes  significantly,  granulocytes  decrease,  or  imrr 
forms  appear.  Use  greater  care  in  the  elderly  and  in  hyperten 

Adverse  Reactions:  The  most  common  are  nausea,  edema  and 
rash.  Swelling  of  the  ankles  or  face  may  be  minimized  by  withhr 
dietary  salt,  reduction  in  dosage  or  use  of  diuretics.  In  elderly  pa 
and  in  those  with  hypertension  the  drug  should  be  discontinuec 
the  appearance  of  edema.  The  drug  has  been  associated  with  pep 


280-lb.  tackles— or  108-lb.  housewives— Butazolidin  alka  can  hasten  recovery  from  the 
|nizing  pain  of  shoulder  bursitis. 

iiot  for  every  patient.  Check  carefully  the  Contraindications,  Warning  and 
bautions  shown  below. 

I adverse  reactions  may  occur.  The  most  common  are  nausea,  edema  and  rash. 

3ly,  agranulocytosis  has  been  reported.  All  adverse  reactions  are  listed  below,  too. 

ir-for-pay  or  workaday  patients— when  they  come  up  with  shoulder  bursitis  and  your 
ical  judgment  indicates  Butazolidin  alka— go  with  it. 

watch  the  comeback. 


nd  may  reactivate  a latent  peptic  ulcer.  The  patient  should  be  in- 
ted  to  take  doses  immediately  before  or  after  meals  or  with 
to  minimize  gastric  upset.  Mild  drug  rashes  frequently  subside 
reduction  of  dosage.  However,  rash  accompanied  by  fever  or 
' systemic  reactions  usually  requires  withholding  medication, 
uric  rash  has  also  been  reported.  Agranulocytosis,  exfoliative 
atitis,  Stevens-Johnson  syndrome,  or  a generalized  allergic  re- 
n similar  to  serum  sickness  may  occur  and  require  permanent 
Jrawal  of  medication.  Stomatitis,  salivary  gland  enlargement, 
ting,  vertigo  and  languor  may  occur.  Leukemia  and  leukemoid 
(ions  have  been  reported.  While  not  definitely  attributable  to  the 
, a causal  relationship  cannot  be  excluded.  Thrombocytopenic 
ura  and  aplastic  anemia  may  occur.  Confusional  states,  agitation, 
ache,  blurred  vision,  optic  neuritis  and  transient  hearing  loss  have 
reported,  as  have  hyperglycemia,  hepatitis,  jaundice,  and  several 
s of  anuria  and  hematuria.  With  long-term  use,  reversible  thyroid 
rplasia  may  occur  infrequently.  Moderate  lowering  of  the  red  cell 
it  due  to  hemodilution  may  occur.  6509-V(B)R2 


Butazolidin  alka 

Capsules 

100  mg.  phenylbutazone 
100  mg.  dried  aluminum  hydroxide  gel 
150  mg.  magnesium  trisilicate 
1.25  mg.  homatropine  methylbromide 

Dosage  in  painful  shoulder:  Initial:  3 to  6 capsules  daily  in  3 or  4 equal 
doses.  Trial  period:  1 week.  Maintenance  dosage  should  not  exceed 
4 capsules  daily;  response  is  often  achieved  with  1 or  2 capsules  daily. 

For  complete  details,  please  see  full  prescribing  information. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation,  Ardsley,  New  York 


''When  I couldn’t  even  smell  corned  beef  and  cabbage, 
I decided  it  was  time  for  you.  Doc.” 


Maybe  he  doesn't  know  when  he's  well  off.  But 
you  might  want  to  prescribe  long-acting  Nova- 
histine  LP  anyway. 

Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  day  and  night  relief  by  helping 
to  clear  congested  air  passages  for  normal,  free 
breathing.  Novahistine  LP  is  formulated  to  provide 
continuous  therapeutic  effect  for  8 to  12  hours. 
The  decongestant  ingredients  help  restore  normal 
mucus  secretion  and  ciliary  activity— physiologic 
defenses  against  infection  of  the  respiratory  tract. 
Use  cautiously  in  individuals  with  severe  hyper- 
tension, diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that 
drowsiness  may  result.  Each  Novahistine  LP  tablet 
contains  phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 

NOVlSirLP 


PITMAN-MOORE  Division 


of  The  Dow  Chemical  Company,  Indianapolis 


folMig 

infection 


B and  C vitamins  are  therapy:  STRESSCAPS  B and  C vitamins  in  thera- 
peutic amounts . . . help  the  body  mobilize  defenses  during  convalescence . . . aid 
response  to  primary  therapy.  The  patient  with  a severe  infection,  and  many 
others  undergoing  physiologic  stress,  may  benefit  from  STRESSCAPS  capsules. 


Each  capsule  contains: 

Vitamin  B,  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  Bz  (Riboflavin)  10  mg 

Vitamin  (Pyridoxine  HCI)  2 mg 

Vitamin  B12  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Editorials  of  Arizona  Medicine  are  the  opinions 
of  the  authors  and  do  not  necessarily  represent  the 
official  stand  of  The  Arizona  Medical  Association, 
Inc.  The  opinions  of  the  Board  of  Directors  may 
be  sought  in  the  published  proceedings  of  that  body. 


Following  are  the  official  registration  figures 
of  Annual  Meetings  for  M.D.  members  of  ArMA; 


1959 

Chandler 

331 

1960 

Scottsdale 

414 

1961 

Scottsdale 

419 

1962 

Scottsdale 

469 

1963 

Tucson 

315 

1964 

Chandler 

238 

1965 

Tucson 

321 

1966 

Scottsdale 

295 

1967 

Scottsdale 

284 

ARIZONA  MEDICINE  published  with  inter- 
est the  minutes  of  the  last  Scientific  Assembly 
Committee  meeting  in  the  August  1967  issue.  It 
was  intrigued  by  the  proposed  format  of  the 
meeting,  lengthening  the  annual  meeting  to  five 
days;  the  suggested  LEADING  entertainment 
following  the  President’s  banquet  in  lieu  of  a 
guest  speaker;  a recommended  registration  fee 
not  to  exceed  $10.00  per  member;  and  a recom- 
mendation that  a uniformed  guard  be  employed 
and  stationed  at  the  entrance  to  the  exhibit  hall 
and  meeting  rooms  and  that  he  be  instructed  to 
deny  admission  to  any  person  not  wearing  a 
registration  badge  provided  by  ArMA. 

We  have  certainly  come  full  circle  since  1960- 
’61-’62!  Could  it  be  that  we  have  become  so 
concerned  with  our  public  image  that  we  are 
unable  to  unbend  and  have  a little  fun?  Has 
this  business  of  Medicine  become  so  profound 
that  it  is  no  longer  politic  to  be  counted  in  cer- 
tain groups  and  must  one  edit  his  very  conversa- 
tion for  fear  that  Big  Brother  may  be  listening? 
And  who  could  possibly  refuse  a $25.00  registra- 
tion fee,  which,  after  all,  is  paid  by  check,  re- 
ceipted, and  which  is  completely  deductible? 

Ridiculous  as  it  might  seem,  ARIZONA  MED- 
ICINE would  offer  only  the  following  sugges- 
tion: 

BE  A SPORT,  DOCTOR!  LIVE  A LITTLE! 

Roland  F.  Schoen,  M.D. 

Editor 
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Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food^** 

Because  it  is  the  most  active  form  of  oral 
er3rthromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  t’wo  to  four 
times  those  of  other  erjrthromycin 
preparations. Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.^-^ 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 
staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 


attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 

Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Now  available: 

New!  Ready-mixed  Ilosone  Liquid  125! 
(Contains  erythromycin  estolate  equiva- 
lent to  125  mg.  erythromycin  base  per 
5-cc.  teaspoonful.) 


Ilosone’ 

Erythromycin 


SSefy 

Estolate 


{ See  next  page  for  prescribing  information.) 
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Ilosone/the  most  active  oral  form  of  erythromycin 


Description:  Ilosone  is  the  most  active  form  of 
oral  erythromycin  that  has  been  developed.  Be- 
cause it  is  stable  in  acid,  well  absorbed,  and 
excreted  in  lesser  amounts  in  the  bile,  it  pro- 
vides faster,  higher,  and  longer-lasting  levels  of 
antibacterial  activity  (ABA)  in  the  serum,  even 
when  taken  with  food,  than  do  comparable  doses 
of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections 
caused  by  micro-organisms  sensitive  to  its  ac- 
tion—especially  staphylococci,  hemolytic  strep- 
tococci, and  pneumococci. 

It  has  been  effective  in  streptococcus  infec- 
tions, particularly  acute  bacterial  pharyngitis 
and  tonsillitis;  staphylococcus  disease,  includ- 
ing soft-tissue  infections,  furunculosis,  ab- 
scesses, cellulitis,  carbuncles,  and  wound 
infections ; pneumococcus  pneumonia  and  acute 
bronchitis  with  pneumococci  on  culture,  bron- 
chopneumonia, and  otitis  media. 

In  serious  staphylococcus  infections,  eryth- 
romycin preparations  should  be  used  only  in 
combination  therapy  with  other  antimicrobial 
agents:  surgical  procedures  should  be  per- 
formed when  indicated,  and  large  doses  of  the 
antimicrobial  agents  should  be  employed. 

Penicillin  is  the  drug  of  choice  for  syphilis  and 
gonorrhea,  but  Ilosone  in  multiple  500-mg.  doses 
has  been  useful  in  patients  with  a history  of 
penicillin  allergy.  Also,  other  infections  due  to 
susceptible  bacteria  in  patients  hypersensitive 
to  penicillin  or  other  antibiotics  may  be  con- 
sidered for  treatment  with  Ilosone. 

Contraindications : Known  history  of  sensitiv- 
ity to  this  drug;  preexisting  liver  disease  or 
dysfunction. 

Adverse  Reactions:  Hepatic  dysfunction  with 
or  without  clinical  jaundice  has  been  reported 
infrequently.  Changes  in  liver  function  tests 
indicative  of  intrahepatic  cholestasis  appear  to 
be  the  result  of  individual  idiosyncrasy.  Find- 
ings subsided  when  treatment  was  discontinued. 
Occasionally,  symptoms  simulated  extrahepatic 
obstructive  jaundice  or  the  colic  of  biliary  tract 
disease. 

When  jaundice  appeared  to  be  related  to  use 
of  the  drug,  laboratory  findings  were  character- 
ized by  increased  direct-reacting  bilirubin,  ele- 
vated alkaline  phosphatase  levels,  negative  or 
weakly  positive  cephalin  flocculation  and  thymol 
turbidity  tests,  elevated  serum  glutamic  oxala- 


cetic  transaminase  levels,  peripheral  eosino- 
philia,  and  normal  cholecystograms. 

Gastro-intestinal  disturbances  not  associated 
with  hepatic  effects  and  occasional  allergic 
manifestations  (urticaria,  skin  eruptions,  and, 
rarely,  anaphylaxis)  have  been  reported.  The 
normal  intestinal  gram-negative  bacterial  flora 
is  not  appreciably  altered  by  erythromycin 
drugs. 

Administration  and  Dosage:  Ilosone  is  admin- 
istered orally. 

Infants  and  children  under  twenty-five 
pounds,  5 mg.  per  pound  every  six  hours; 
twenty-five  to  fifty  pounds,  125  mg.  every  six 
hours.  Adults  and  children  over  fifty  pounds, 
250  mg.  every  six  hours. 

For  severe  infections,  double  the  dosage. 
When  larger  doses  are  indicated,  consider  par- 
enteral erythromycin  therapy.  In  beta-hemolytic 
streptococcus  infections,  maintain  treatment 
for  ten  days  to  prevent  rheumatic  fever  or 
glomerulonephritis. 

In  syphilis,  a total  of  20  to  30  Gm.  is  admin- 
istered in  divided  doses  for  ten  to  fifteen  days. 
Close  follow-up  is  necessary  since  erythromycin 
drugs  have  not  had  adequate  evaluation  in  all 
stages  of  syphilis.  Examination  of  spinal  fluid 
is  recommended  during  follow-up. 

In  gonorrhea,  the  dosage  is  500  mg.  four 
times  a day  for  four  days.  Patients  with  a sus- 
pected lesion  of  syphilis  should  have  a dark-field 
examination  before  receiving  antibiotics  and 
monthly  serologic  tests  for  three  months.  For 
detailed  information,  consult  the  package 
literature. 

How  Supplied:  Pulvules®  Ilosone,  Capsules, 
N.F.,  125  mg.*  and  250  mg.* 

Ilosone  Liquid  125,  Oral  Suspension,  U.S.P., 
125  mg.*  per  5-cc.  teaspoonful. 

Ilosone,  125,  for  Oral  Suspension,  N.E,  125 
mg.*  per  5-cc.  teaspoonful. 

Ilosone  Drops,  5 mg.*  per  drop. 

Tablets  Ilosone  Chewable,  N.E,  125  mg.* 

*Base  equivalent.  [080967] 

References:  1.  Griffith.  R.  S..  and  Black,  H.  R. : Am.  J.  M.  Sc., 
2i7:69,  1964.  2.  Griffith.  R.  S.,  and  Black,  H.  R. : Antibiotics  & 
Chemother..  12:398.  1962.  3.  Hirsch,  H.  A.,  Pryles,  C.  V,  and 
Finland,  M.:  Am.  J.  M.  Sc.,  239:198,  1960. 

Additional  information  available  to 
physicians  upon  request.  Eli  Lilly  and 
Company , Indianapolis,  Indiana 
U6206. 
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AESCUUPIUS  AWARD  PROGRAM 

ALL  ASSOCIATION  MEMBERS  ARE  URGED  TO  ENTER 

Complete  the  application  below  before  January  1st  to  be  eligible  for  the 
MEAD  JOHNSON  COMPANY,  INC.  Aesculapius  Award.  This  award  with  an 
engraved  wall  plaque  will  be  presented  to  the  exhibitors  of  the  best  scientific 
presentation  at  the  1968  Annual  Meeting  of  this  Association. 


$200.00 

CASH 

AWARD 


THE  GOD  AESCULAPIUS  Photo  courtesy  of  Parke,  Davis  & Co.  c 1 957 


SCIENTIFIC  EXHIBIT  APPLICATION  FORM 


PLEASE  ACCEPT  MY  APPLICATION  FOR  ENTRY  IN  THE  AESCULAPIUS  AWARD  PROGRAM 
BEING  HELD  AS  PART  OF  THE  77TH  ANNUAL  MEETING  OF  THE  ARIZONA  MEDICAL  ASSO- 
CIATION, APRIL  23-27,  1968. 

I PROPOSE  TO  EXHIBIT:  


Name:  

Address  

I understand  that  further  information  may  be  requested  on  the  acceptance  of  this  appli- 
cation. 
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THE  ARIZONA  MEDICAL  ASSOCIATION,  INC.,  Organized  1892,  4601  N.  Scottsdale  Road,  Scottsdale,  Arizona  85251. 


OFFICERS  AND  DIRECTORS  - 1967-68 


President— Arnold  H.  Dysterheft,  M.D 

President-Elect— Arthur  V.  Dudley,  Jr.,  M.D.  . . - 

Vice  President— Richard  O.  Flynn,  M.D 

Secretary— John  P.  Heileman,  M.D 

Treasurer— Fred  H.  Landeen,  M.D 

Speaker  of  the  House— Charles  E.  Henderson,  MD.  . . 

Editor-in-Chief— Roland  F.  Schoen,  M.D 

Delegate  to  AMA— Dermont  W.  Melick,  M.D.  

Delegate  to  AMA— William  B.  Steen,  M.D 

Alternate  Delegate  to  AMA— Daniel  T.  Cloud,  M.D.  . . 
Alternate  Delegate  to  AMA— Phihp  G.  Derickson,  M.D 
Past-President— Paul  B.  Jarrett,  M.D 


McNary  Hospital,  McNary, 

Bldg.  23,  Med.  Sq.,  1601  N.  Tucson  Blvd.,  Tucson, 

2210  South  Mill  Avenue,  Tempe, 

909  East  Brill  Street,  Phoenix, 

2222  North  Craycroft  Road,  Tucson, 

909  East  Brill  Street,  Phoenix, 

1023  East  Florence  Blvd.,  Casa  Grande, 
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Southern  District— Hermann  S.  Rhu,  Jr.,  M.D.  , 
Southwestern  District— Howard  W.  Finke,  M.D. 
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333  West  Thomas  Road,  Phoenix, 

909  East  Brill  Street,  Phoenix, 

. . .East  2nd  & Colorado  Ave.,  Winslow, 

41'2  East  Oak  Street,  Kingman, 

711  Morley  Avenue,  Nogales, 

5th  and  Alvemon  Streets,  Tucson, 
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SOCIEDAD  MEDICA  DE  ESTADO  UNIDOS  DE  NORTE  AMERICA  Y MEXICO 

President.— Alfonso  Topete  Duran,  M.D.,  Professor  of  Surgery Edificio  Profesional,  Guadalajara,  Jalisco,  Mexico 

President-Elect— James  Nauman,  M.D 1603  N.  Tucson  Blvd.,  Tucson,  Arizona 

Vice  President— Eduardo  Gonzalez  Murguia,  M.D Prisciliano  Sanchez— 1081  Guadalajara,  Jalisco,  Mexico 

Secretary  for  the  United  States— Robert  A.  Witzeman,  M.D 222  West  Osbom  Road,  Phoenix,  Arizona  85018 

Secretary  for  Mexico— Felix  Michel  Alatorre,  M.D Munguia— 316,  Guadalajara,  Jalisco,  Mexico 

Treasurer  for  the  United  States— Lucy  A.  Vemetti,  M.D 333  West  Thomas  Road,  Phoenix,  Arizona  85013 
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Exec.  Secretary  for  the  United  States— Mrs.  Virginia  E.  Bryant 333  West  Thomas  Road  if  207,  Phoenix,  Arizona  85013 

Executive  Secretary  for  Mexico— Mr.  Alfredo  Patron  Venus  if 51  Sur,  Mazatlan,  Sinaola,  Mexico 


COMMITTEES  1967-68 

NOTE:  The  President,  President-elect  and  Secretary  are  ex-officio 
members  of  all  Committees  unless  otherwise  specified. 

ARTICLES  OF  INCORPORATION  & BY-LAWS  COMMITTEE: 
Charles  E.  Henderson,  M.D.,  Chairman  (Phoenix) 

BENEVOLENT  AND  LOAN  FUND  COMMITTEE:  Daniel  T. 
Cloud,  M.D.,  Chairman  (Phoenix) 

CENTRAL  OFFICE  ADVISORY  COMMITTEE:  John  P.  Heile- 
man, M.D.,  Chairman  (Phoenix) 

GOVERNMENTAL  SERVICES  COMMITTEE;  William  B.  Steen, 
M.D.,  Chairman  (Tucson) 

GRIEVANCE  COMMITTEE:  Paul  B.  Jarrett,  M.D.,  Chairman 
(Phoenix) 

HISTORY  AND  OBITUARIES  COMMITTEE:  Roland  F.  Schoen, 
M.D.,  Chairman  (Casa  Grande) 

INDUSTRIAL  RELATIONS  COMMITTEE:  Thomas  H.  Taber, 
Jr.,  M.D.,  Chairman  (Phoenix) 

LEGISLATIVE  COMMITTEE;  Carlos  C.  Craig,  M.D.,  Chairman 
(Phoenix) 

MEDICAL  ECONOMICS  COMMITTEE:  Ian  M.  Chesser,  M.D., 
Chairman  (Tucson) 

PROCUREMENT  AND  ASSIGNMENT  COMMITTEE:  Joseph  M. 
Greer,  M.D.,  Chairman  (Phoenix) 

PROFESSIONAL  COMMITTEE;  William  G.  Payne,  M.D.,  Chair- 
man (Tempe) 

PUBLIC  RELATIONS  COMMITTEE:  Richard  O.  Flynn,  M.D., 
Chairman  (Tempe): 

PUBLISHING  COMMITTEE:  Roland  F.  Schoen,  M.D.,  Chair- 
man (Casa  Grande). 

SCIENTIFIC  ASSEMBLY  COMMITTEE:  Reginald  J.  M.  Zeluff, 
M.D.,  Chairman  (Phoenix) 


COUNTY  MEDICAL  SOCIETY  OFFICERS  1967-68 

APACHE:  Herman  A.  Kling,  M.D.,  President,  Box  359,  Springer- 
ville;  A.  Burgess  Vial,  M.D.,  Secretary,  Box  390,  Springer- 
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David  B.  Gilbert,  M.D.,  Secretary,  Physicians  & Surgeons 
Clmic,  Payson. 


GRAHAM:  Frederick  W.  Knight,  M.D.,  President,  618  Central 
Avenue,  Safford;  Jack  L.  Bennett,  M.D.,  Secretary,  618  Cen- 
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GREENLEE:  Robert  V.  Horan,  M.D.,  President,  Morenci  Hos- 
pital, Morenci;  James  W.  Gilbert,  M.D.,  Secretary,  P.  O. 
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MARICOPA:  John  A.  Ash,  M.D.,  President,  1835  W.  Missouri, 
Phoenix;  Donald  F.  Schaller,  M.D.,  Secretary,  555  W.  Cat- 
lina  Drive,  Phoenix. 
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MOHAVE:  John  G.  Lingenfelter,  M.D.,  President,  809  East  Beale 
Street,  Kingman;  John  J.  Standifer,  M.D.,  Secretary,  412 
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PIMA:  James  E.  Brady,  Jr.,  M.D.,  President,  Craycroft  Medical 
Center,  Suite  406,  Tucson;  Seymour  I.  Shapiro,  M.D.,  Secre- 
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PINAL:  William  J.  Clemans  HI,  President,  1616  Main  Street, 
Florence;  Robert  L.  Hyde,  M.D.,  Secretary,  1616  Main 
Street,  Florence. 

SANTA  CRUZ:  Delmar  R.  Mock,  M.D.,  President,  309-11  Du- 
quesne  Avenue,  Patagonia;  Charles  S.  Smith,  M.D.,  Secre- 
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YAVAPAI:  E.  Charles  BUI,  M.D.,  President,  Marcus  J.  Lawrence 
Hospital,  Cottonwood;  William  R.  Shepard,  M.D.,  Secre- 
tary, 1003  Division  Street,  Prescott. 

YUMA:  Harold  N.  Gordon,  M.D.,  President.  1832  8th  Avenue. 
Yuma;  Chauncey  D.  Buster,  M.D.,  Secretary,  2540  4th 
Avenue,  Yuma. 
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EXECUTIVE  COMMITTEE 

Meeting  of  the  Executive  Committee  of  the  Board 
of  Directors  of  The  Arizona  Medical  Association,  Inc., 
held  Satmrday,  July  8,  1967,  in  the  Central  Office  of 
the  Association,  Suite  201,  Safari  Building,  4601  North 
Scottsdale  Road,  Scottsdale,  Arizona,  convened  at  3:45 
p.m.,  Arnold  H.  Dysterheft,  M.D.,  President  and  Chair- 
man, presiding. 

ROLL  CALL 

PRESENT.  Drs.  Dudley,  Jr.,  Arthur  V.,  President- 
Elect;  Dysterheft,  Arnold  H.,  President  and  Chairman; 
Flynn,  Richard  O.,  Vice  President;  Heileman,  John  P., 
Secretary.  Staff  — Messrs,  Carpenter,  Robert,  Executive 
Secretary,  ArMA;  Robinson,  Bruce  E.,  Assistant  Exeeu- 
tive  Secretary,  ArMA;  Boykin,  Paul  R.,  Executive  Sec- 
retary, BOMEX. 

EXCUSED:  Dr.  Landeen,  Fred  H.,  Treasurer. 

BOARD  OF  DIRECTORS  — AGENDA 

Reviewed  the  Board  of  Directors  Agenda  for  meeting 
scheduled  to  be  held  tomorrow,  July  9,  1967. 

ArMA  House  of  Delegates 

Resolution  No.  11  — Free  Choice  of  Physician  — Ma- 
ternal and  Child  Health  Care  Programs. 

Congressman  John  J.  Rhodes  reports  that  neither 
the  Federal  statutes  nor  regulations  specify  the  qual- 
ifications of  doctors  who  may  participate  in  this  pro- 
gram (Title  V,  Part  1,  of  the  Social  Security  Act  for 
the  administration  of  grant-in-aid  funds  for  Maternal 
and  Child  Health).  The  States  employ  standards  that 
are  pertinent  to  the  objeetives  of  the  program  and 
which  it  is  believed  will  carry  out  most  effectively 
the  services  to  be  provided.  Suggestion  is  made  that 
any  additional  comments  should  be  brought  to  the 
attention  of  the  Arizona  Health  Department. 

Joseph  C.  Pinto,  M.D.,  Director,  Yuma  County  Health 
Department,  criticizes  the  content  of  Resolution  No. 
11,  adopted  by  the  ArMA  House. 

Dr.  Dysterheft  reports  a meeting  with  Dr.  Pinto  has 
been  seheduled  for  next  week  with  the  hope  of  an 
amicable  discussion  of  the  intent  and  purpose  of  the 
resolution. 

Resolution  No.  14  — Nursing  Education: 

Rosamond  C.  Gabrielson,  R.N.,  President,  Arizona 
State  Nurses’  Association;  Loretta  Hanner,  Dean, 
ASU  College  of  Nursing;  and  Beatriee  Evans,  Director, 
NAU  Nursing  Program,  each  by  letter,  criticized  the 
content  and  implications  contained  in  this  resolution 
as  relates  ArMA’s  position  on  nursing  education.  Fol- 
lowing review,  it  was  agreed  there  should  be  edu- 
cational programs  for  the  licensed  practical  nurse, 
and  for  the  registered  nurse:  diploma  schools,  associate 
and  bacealaureate  degrees. 

A letter  directed  to  the  Editor-in-Chief  of  Arizona 
Medicine  for  publication,  presented  by  Miss  Gabriel- 
son as  President  of  ASNA,  was  reviewed.  It  was  sug- 
gested that  it  be  published  for  the  enlightenment  of 
the  ArMA  members  with  a suitable  editorial  to  follow. 
Resolution  No.  18  — Driver  Pre-consent  for  Blood  Al- 
cohol Testing 


Police  Chief  Paul  E.  Blubaum  (Phoenix)  expressed  the 
view  he  cannot  support  ArMA’s  position  in  this  mat- 
ter. Implied  Consent  laws  have  been  enacted  in 
several  states  which  have  been  ineffective,  in  his 
opinion,  in  dealing  with  the  drunk-driving  problem. 
Chemical  testing  was  introduced  in  Phoenix,  since 
discontinued. 

AMA  in  recent  Annual  Meeting  encouraged  state 
medical  societies  to  take  appropriate  action  to  insure 
that  each  driver,  upon  receiving  a license  to  drive, 
agrees  to  submit  to  chemical  tests  for  alcohol  upon 
the  request  of  a law  enforcement  officer. 

AMA  House  of  Delegates 

Reviewed  actions  recently  taken  by  the  AMA  House 
of  Delegates  in  Annual  Meeting  in  Atlantic  City  relating 
to:  (a)  Resolution  No.  41  (introduced  by  ArMA  Board  of 
Directors)  referable  to  Physicians  on  Hospital  Boards  of 
Directors;  Resolution  No.  110  (ArMA  House  No.  15), 
Third  Party  Payment  for  Medicare  Indigent  Patients 
Under  Part  B;  Resolution  No.  Ill  (ArMA  House  No. 
12),  Certification  of  Medical  Necessity  for  Hospitali- 
zation of  Medicare  Patients;  and  Resolution  No.  112 
(ArMA  House  No.  18),  Driver  Pre-consent  for  Blood 
Alcohol  Testing.  They  will  be  reviewed  and  commented 
upon  by  the  ArMA  Delegates  to  the  AMA  at  tomorrow’s 
Board  of  Directors  meeting. 

Board  of  Directors 

Governor  Jack  Williams  appoints  Deward  G.  Moody, 
M.D.  (Nogales  — Santa  Cruz  County)  as  member  of 
the  Board  of  Medical  Examiners  of  the  State  of  Arizona 
for  a term  of  five  years  from  July  1,  1967. 

All  “standing,”  “special”  and  “ad  hoc”  committee 
membership  appointments  by  the  Board  of  Direetors 
have  been  accepted. 

Central  Office  Advisory  Committee 

Reviewed  the  financial  report  covering  the  first 
six  months  of  the  year,  which  will  be  presented  to  the 
Board  of  Directors  tomorrow  by  the  Treasurer.  Special 
attention  was  given  to  the  cost  of  legal  services  for 
four  months  of  this  year  approximating  the  annual  ap- 
propriation therefor,  heavy  on  legislative  matters. 

Roger  F.  White,  M.D.  (Phoenix)  - Active,  recommend- 
ed for  Associate  membership  (dues  exempt)  account  Resi- 
dency Training,  effective  June  1,  1967,  submitted  for 
Board  approval. 

History  and  Obituaries  Committe 

Recommendation  for  the  establishment  of  an  Arizona 
Museum  of  Medicine  to  be  considered  by  Board  tomor- 
row. 

Industrial  Relations  Committee 

Industrial  Commission  of  Arizona  appoints  membership 
of  ArMA  Industrial  Relations  Committee  as  members  of 
its  Medical  Advisory  Board,  including  Drs.  William  B. 
Haeussler  (Phoenix),  William  R.  Myers  (Phoenix),  Hal 
W.  Pittman  (Phoenix),  Thomas  H.  Taber,  Jr.  (Phoenix), 
and  Stanley  S.  Tanz  (Tucson). 

Action  of  Pima  County  Medical  Society  regarding 
industrial  case  consultations  referred  to  the  Industrial 
Relations  Committee  for  con.sideration  and  report. 
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Medical  Economics  Committee 

Professional  Committee  of  Arizona  Blue  Shield  Med- 
ical Service  (Fiscal  Administrator  — CHAMPUS)  presents 
actions  relating  to:  (a)  UCR  Claims  — Guideline  Com- 
plications; and  (b)  Direct  Billing  Concept.  Dr.  Ian  M. 
Chesser,  Chairman,  Medical  Economics  Committee,  will 
appear  before  the  Board  tomorrow  and  comment. 
Professional  Committee 

A series  of  seven  recommendations  originating  out  of 
the  meeting  of  the  Professional  Committee  were  re- 
viewed, including:  (a)  Demonstration  of  Hearing  Con- 
servation Services  for  Rural  and  Smaller  Communities 
in  Arizona;  (b)  Arizona  Diabetes  Detection  Program; 
(c)  Arizona  Pharmaceutical  Association  — Journal  Pub- 
lication — Article  Interchange,  Drug  Labeling,  and 
Annual  Meeting  Exhibit  Participation;  (d)  Joint  State- 
ment of  Acute  Cardiac  Care;  (e)  Selective  Service  Mili- 
tary Rejectee  Criteria;  (f)  International  Medical  Town 
Hall  Program;  and  (g)  Model  Ordinance  or  Statute  Reg- 
ulating Ambulance  Service  — Arizona  Corporation  Com- 
mission — General  Order. 

Dr.  William  G.  Payne,  Chairman,  Professional  Com- 
mittee, reports  concern  regarding  Podiatrists  seeking 
hospital  privileges,  especially  in  the  light  of  the  action 
(March  11,  1967)  of  the  Joint  Commission  on  Accredita- 
tion of  Hospitals  relating  to  “Podiatry  in  Accredited 
Hospitals.”  Determined  to  refer  subject  to  the  Profes- 
sional Committee  for  consideration  at  its  next  meeting 
(October  8,  1967)  and  recommendation  to  the  Board. 
Scientific  Assembly  Committee 

Reviewed  recommendations  of  the  Scientific  Assembly 
Committee,  in  meeting  held  June  17,  1967,  to  be  con- 
sidered by  Board  tomorrow. 

C ommunications 

Reviewed  Resolutions  adopted  by  the  Arizona  Hospital 
Association  in  meeting  held  May  27,  1967,  relating  to 
(a)  Hospital  Schools  of  Nursing;  and  (b)  Training  of 
Licensed  Practical  Nurses,  to  be  considered  by  Board 
tomorrow. 

Other  Business 

Reviewed  program  of  the  Louisiana  State  Medical 
Society  presented  as  a proven  and  effective  mechanism 
of  dealing  with  third  parties  and  minimizing  the  intrusion 
on  the  patient-physician  relationship,  to  be  presented 
to  the  Board  for  its  information  tomorrow  by  Central 
District  Director,  Robert  A.  Price,  M.D. 

ADDENDUM  — MINUTES  5/20/67 

All  business  pending  having  been  discussed  by  the 
Executive  Committee  and  properly  disposed  thereof,  it 
was  moved  by  Dr.  Dudley  and  seconded  that  the  Com- 
mittee go  into  Executive  Session  and  this  request  was 
granted. 

During  the  Executive  Session  it  was  resolved  that  the 
following  statements  should  apply  with  respect  to  the 
relative  and  absolute  duties  of  the  following  ArMA  Staff 
Executives:  (a)  Executive  Secretary,  (b)  Assistant  Execu- 
tive Secretary,  and  (c)  Executive  Secretary  of  BOMEX. 

The  Executive  Secretary  — He  shall  be  the  General 
Manager  of  the  ArMA  office  and  shall  have  the  super- 
vision of  all  other  employees  of  ArMA.  He  shall  take 
cognizance  of  the  entire  scope  of  ArMA  activities;  in 


this  respect  he  shall  be  aware  of  those  activities  in  which 
the  Assistant  Executive  Secretary  and  the  Executive 
Secretary  of  BOMEX  shall  have  qualified  authority. 

The  Assistant  Executive  Secretary  — He  shall  assist 
the  Executive  Secretary  in  the  performance  of  his  duties. 
Additionally,  the  Assistant  Executive  Secretary  shall 
have  the  following  specific  duties  in  the  performance  of 
which  he  shall  have  authority: 

1.  Public  Relations. 

2.  Publication  of  Arizona  Medicine. 

3.  He  shall  be  the  Staff  Member  for  the  Governmental 
Services  Committee  activities. 

4.  He  shall  assist  the  Executive  Secretary  of  BOMEX 
during  the  quarterly  meetings  of  BOMEX. 

5.  Assist  the  Scientific  Assembly  Committee  in  the 
preparation  and  operation  of  the  Scientific  Assem- 
bly. 

The  Executive  Secretary  of  BOMEX  — In  considera- 
tion of  the  services  provided  to  the  Executive  Secretary 
of  BOMEX  by  ArMA,  he  shall  have  the  following  duties: 

1.  Attend  all  meetings  of  the  Board  of  Directors, 
Executive  Committee,  Public  Relations  Committee, 
and  Scientific  Assembly  Committee. 

2.  Be  the  Staff  Member  vvath  responsibility  for  the 
Scientific  Assembly. 

It  was  determined  to  recommend  to  the  Board  of 
Directors  that  this  be  a working  arrangement  for  one 
year. 

MEETING  ADJOURNED  AT  7:05  P.M. 

John  P.  Heileman,  M.D. 

Secretary 


BOARD  OF  DIRECTORS 

Meeting  of  tire  Board  of  Directors  of  The  Arizona 
Medical  Association,  Inc.,  held  Sunday,  July  9,  1967,  in 
the  Convention  Center  of  the  Safari  Hotel,  Scottsdale, 
Arizona,  convened  at  10:15  a.m.,  Richard  O.  Flynn, 
M.D.,  Vice  President  and  Chairman,  presiding. 

ROLL  CALL 

PRESENT:  Drs.  Beckwith,  Harry  S.;  Cloud,  Daniel 
T.;  Derickson,  Philip  G.;  Dew,  Philip  E.;  De.xter,  Rich- 
ard L.;  Dudley,  Jr.,  Arthur  V.,  President-Elect;  Dyster- 
heft,  Arnold  H.,  President;  Finke,  Howard  W.;  Flynn, 
Richard  O.,  Vice  President  and  Chairman;  Grobe,  James 
L.;  Heileman,  John  P.,  Secretary;  Henderson,  Charles 
E.;  Jarrett,  Paul  B.;  Landeen,  Fred  H.,  Treasurer;  Mel- 
ick,  Dermont  W.;  Moody,  Deward  G.;  Price,  Robert  A.; 
Rhu,  Jr.,  Hermann  S.;  Sattenspiel,  Edward;  Standifer, 
John  J.;  Steen,  William  B.;  Young,  Woodson  C.  Staff  — 
Messrs,  Carpenter,  Robert,  Executive  Secretary,  ArMA; 
Robinson,  Bruce  E.,  Assistant  Executive  Secretary,  ArMA; 
Boykin,  Paul  R.,  Executive  Secretary,  BOMEX.  Guests  — 
Drs.  Ash,  John  A.,  President,  Maricopa  County  Medical 
Society;  Chesser,  Ian  M.,  Chairman,  Medical  Economics 
Committee,  ArMA;  Kahle,  John  F.,  Chairman,  ArMPAC 
Board  of  Directors. 

EXCUSED:  Drs.  Brooks,  Jack  E.;  Schoen,  Roland  F. 

WELCOME 

The  Chairman,  in  behalf  of  the  Board  of  Directors, 
extended  a cordial  w'elcome  to  and  introduced  John  A. 
Ash,  M.D.,  President,  Maricopa  County  Medical  Society. 
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MINUTES 

Approved  Minutes  of  the  meeting  of  the  Board  of 
Directors  held  May  21,  1967. 

ArMPAC  BOARD  OF  DIRECTORS 

Dr.  Kahle  presented  a rather  full  report  on  the  activ- 
ities of  ArMPAC  commencing  with  its  annual  banquet 
held  in  April  last.  Membership  of  the  ArMPAC  Board 
of  Directors  for  the  fiscal  year  1967-68  was  appointed 
by  the  ArMA  Board  of  Directors  in  meeting  held  May 
21,  1967.  Two  new  members  were  included:  Jerry  L. 
Dodson,  M.D.,  of  Tucson,  and  F.  Donald  Ahee,  D.D.S., 
likewise  of  Tucson.  Since  that  time,  a vacancy  has  oc- 
curred due  to  the  death  of  Walter  D.  Anderson,  M.D., 
of  Yuma.  A replacement  recommendation  will  be  forth- 
coming at  a later  date. 

During  the  early  part  of  June,  an  ArMPAC  contingent 
attended  the  AMPAC  Workshop  in  Washington,  D.  C., 
comprising  the  Chairman,  Dr.  Kahle;  Dr.  Dudley,  Pres- 
ident-Elect of  ArMA;  Dr.  Paul  W.  Kliewer,  of  Wicken- 
burg;  Mrs.  Elvie  B.  Jolley,  President  of  the  Woman’s 
Auxiliary  to  the  Arizona  Medical  Association;  and  the 
E.xecutive  Secretary  of  ArMA,  Mr.  Carpenter.  It  was 
an  excellent  meeting  with  emphasis  on  a continuing 
Membership  Drive.  While  the  total  membership  of 
ArMPAC  is  disappointing,  every  effort  will  be  made  in 
the  months  ahead  to  influence  and  increase  participation. 
Special  effort  will  be  made  through  the  Woman’s  Auxil- 
iary to  achieve  the  objective.  A special  Editorial  will 
appear  in  the  August  issue  of  Arizona  Medicine  setting 
forth  the  activities  of  ArMPAC,  its  accomplishments,  and 
urging  participation  among  the  ArMA  membership.  The 
Chairman  urged  reconsideration  of  the  method  of  billing 
by  the  component  county  medical  societies  to  include 
membership  dues  of  the  ArMPAC  organization  within 
the  dues  statement  released  annually  covering  local, 
state  and  national  membership  dues.  Where  tliis  pro- 
cedure has  been  followed  in  many  states  throughout 
the  country,  PAC  membership  has  appreciably  in- 
creased. 

On  motion  regularly  made  and  unanimously  carried, 
an  appropriation  of  an  additional  $500  was  authorized 
paid  to  ArMPAC  toward  its  Educational  Fund  to  be 
used  for  that  purpose. 

MEDICAL  ECONOMICS  COMMITTEE 

CHAMPUS  Contract 

In  connection  with  the  new  CHAMPUS  Contract, 
based  upon  the  usual,  customary  and  reasonable  fee 
concept,  which  became  effective  April  1, , 1967,  to 
extend  to  March  31,  1968,  the  Professional  Committee 
of  the  Arizona  Blue  Shield  Medical  Service  (Fiscal  Ad- 
ministrator), in  meeting  held  June  6,  1967,  on  motion 
regularly  made  and  carried,  in  discussion  claims  sub- 
mitted in  connection  with  the  program,  determined: 
“That  these  cases  be  approved  as  deemed  ‘usual,  cus- 
tomary and  reasonable’  and  forwarded  to  the  CHAMPUS 
office  in  Denver  for  approval  along  with  a letter  of 
transmittal  asking  that  the  CHAMPUS  officials  re- 
evaluate the  use  of  the  guideline  principle;  also,  that 
a copy  of  this  letter  be  sent  to  the  Arizona  Medical 
Association  apprising  ArMA  of  the  Committee’s  con- 
cern in  this  matter.” 


In  the  matter  of  a physician  refusing  to  accept  the 
CHAMPUS  payment  as  full  payment  imder  the  old 
contract  before  April  first,  a second  motion  was  regularly 
made  and  carried  determining:  “That  this  case  be  turned 
over  to  ArMA  without  action  and.  for  clarification;  that 
the  new  CHAMPUS  contract  be  clarified  by  ArMA  as 
to  whether  a policy  of  direct  billing  to  the  ipatient,  as 
in  Medicare,  can  be  achieved.” 

With  regard  to  the  first  action  of  the  Professional 
Committee  of  Blue  Shield,  Dr.  Chesser  stated  that 
some  difficulty  was  encountered  in  the  interpretation 
of  the  agreement  had  with  General  Norman  E.  Peat- 
field,  Executive  Director  of  CHAMPUS,  at  the  time  of 
negotiation  of  the  new  contract.  Mr.  Carpenter  stated 
that  he  had  visited  with  General  Peatfield  during  the 
AMA  annual  meeting  in  Atlantic  City  and  at  that  time 
he  indicated  that  we  had  nothing  to  worry  about,  that 
the  matter  had  been  taken  ^care  of,  and  that  we  may 
expect  to  hear  from  him.  The  problem  has  to  do  with 
tire  application  of  the  so-called  “guideline.”  It  is  not  to 
be  used  as  a maximum,  the  UCR  concept  to  be  con- 
trolling, except  in  cases , where  the  changes  appear  to 
be  in  excess  of  the  usual,  customary  and  reasonable 
fee.  Such  latter  cases  are  to  be  reviewed  by  CHAMPUS; 

Regarding  the  second  action  of  the  Professional  Com- 
mittee of  Blue  Shield,it  was  directed  that  that  body  be 
informed  it  is  the  consensus  of  the  Board  of  Directors 
that  it  feels  that,  if  a doctor  accepts  the  patient 
(CHAMPUS  in  this  instance),  he  must  accept  the  billing; 
however,  the  doctor  does  not  have  to  accept  the  patient, 
or  he  could  accept  the  patient  with  the  understanding 
that  he  would  not  be  covered. 


Industrial  Commission  — Arizona 

Dr.  Chesser  reported  that  negotiations  with  the  In- 
dustrial Commission  in  regard  to  increasing  the  fee 
schedule,  i.e.  modifying  it  on  the  basis  of  the  usual, 
customary  and  reasonable  fee  concept,  were  commenced 
last  December.  A number  of  meetings  have  been  held. 
Recently,  the  problem  of  radiology  fees  arose.  The  Ari- 
zona Hospital  Association  negotiated  with  the  Industrial 
Commission  a fee  schedule  for  the  care  of  the  hospital- 
ized patients  and  contracted' , for  radiological  services 
without  the  knowledge  of  the  radiologists.  Apparently, 
it  is  the  custom  of  most  areas  of  this  State  not  to  allocate 
any  portion  of  the  per  diem  charge,  which  represents 
a*  twenty-two  percent  increase  over  last  year,  to  the 
gross  income  of  the  x-ray  department.  As  a result,  the 
radiologists  are  not  being  paid  for  luofessional  seivices 
rendered  industrial  patients  who  are  hospital  inpatients. 
This  will  require  adjustment.  It  is  anticipated  a meeting 
will  be  scheduled  in  an  endeavor  to  straighten  out  this 
problem.  Another  problem  involves  the  pathologists,  and 
here,  likewise,  this  will  require  an  adjustment  in  the 
hospital  per  diem. 

It  is  planned  the  Medical  Economies  Committee  will 
meet  with  the  Industrial  Commission  July  twenty-fiyst 
or  July  twenty-eighth.  In  applying  the  UCR  concept, 
it  must  be  borne  in  mind  that  the  present  law  stipulates 
a fee  schedule.  Presently,  such  schedule  follows  the 
Relative  Value  Study  of  California.  A factor  of  6 has 


October,  1967 


909 


been  proposed,  which  represents  a thirty-three  and  one- 
third  percent  increase  over  the  present  schedule.  ArMA 
is  documenting  its  position  in  this  regard,  which  will 
be  presented  to  the  Commission  at  the  forthcoming 
meeting.  Taking  into  account  the  California  fee  schedule, 
which  is  somewhat  higher  than  in  Arizona,  possibly  a 
5.5  RVS  (1964)  conversion  factor  will  more  nearly  rep- 
resent the  Arizona  UCR  concept.  Using  the  RVS,  it 
will  be  possible  to  re-negotiate  on  a year-to-year  basis. 

Another  immediate  problem  involves  the  anesthesiolo- 
gists, who,  it  is  understood,  are  about  to  inform  the 
Commission  that,  unless  a successful  contract  is  negot- 
iated on  a RVS  basis  within  thirty  days,  they  will  not 
accept  industrial  cases  on  an  elective  basis,  only  on  an 
emergency  basis. 

It  was  regularly  moved  and  unanimously  carried  that 
this  Board  of  Directors  immediately  communicate  with 
the  Phoenix  Society  of  Anesthesiologists  and  the  Ari- 
zona State  Society  of  Anesthesiologists  requesting  their 
assistance  in  obtaining  the  best  possible  industrial  fee 
schedule  for  the  doctors  of  this  State,  urging  their  sup- 
port of  the  Medical  Economics  Committee  in  a united 
front  before  the  Industrial  Commission  and  not  act 
unilaterally. 

ArMA  HOUSE  OF  DELEGATES 

Resolution  No.  II 

House  Resolution  No.  11,  Free  Choice  of  Physician, 
places  ArMA  on  record  opposing  any  tax-supported 
health  care  program  that  arbitrarily  differentiates  the 
professional  ability  of  the  physicians  of  Arizona  to 
care  for  welfare  or  indigent  patients,  within  their  sphere 
of  practice.  In  communicating  with  Congressman  John 
J.  Rhodes,  he  was  infonned  by  the  Children’s  Bureau 
of  the  Department  of  Health,  Education  and  Welfare 
that  neither  the  Federal  statutes  nor  regulations  specify 
the  qualifications  of  doctors  who  may  participate  in 
this  program  (Title  V,  Part  1,  of  the  Social  Security  Act 
for  the  administration  of  grant-in-aid  funds  for  Maternal 
and  Child  Health).  The  States  employ  standards  that 
are  pertinent  to  the  objectives  of  the  program  and  which 
it  is  believed  will  carry  out  most  effectively  the  services 
to  be  provided.  It  was  the  suggestion  of  Congressman 
Rhodes  that  this  matter  be  brought  to  the  attention  of 
the  Arizona  State  Department  of  Health. 

Joseph  C.  Pinto,  M.D.,  Director  of  the  Yuma  County 
Health  Department,  by  letter  dated  May  23,  1967, 
takes  exception  to  the  criticism  of  the  Yuma  County 
Board  of  Health  implied  in  the  adoption  of  this  res- 
olution by  the  House.  “Free  Choice  of  Physician,”  he 
states,  is  definitely  encouraged  and  that  no  general 
practitioner  in  Yuma  County  is  arbitrarily  restricted 
from  participating,  that  the  project  does  not  limit  Ma- 
ternal and  Child  Care  to  specialists,  and  that  nowhere 
does  the  program  arbitrarily  differentiate  the  professional 
ability  of  physicians  in  Arizona.  Dr.  Dysterheft  stated 
that  he  ‘ has  an  appointment  with  Dr.  Pinto  scheduled 
for  Thursday  of  next  week  and  that  Dr.  Dudley  will 
join  in  the  discussion. 

Resolution  No.  14 

Resolution  No.  14,  Nursing  Education,  places  ArMA 
on  record  as  encouraging  both  types  of  nursing  educa- 


tion (diploma  school  or  collegiate  graduate);  further, 
that  the  advancement  and  remuneration  of  a given  reg- 
istered nurse  be  predicated  on  her  ability  as  a registered 
nurse  rather  than  on  her  degree  as  either  a diploma 
school  graduate  or  collegiate  graduate. 

Letters  from  Rosamond  C.  Gabrielson,  R.N.,  Presi- 
dent of  the  Arizona  State  Nurses’  Association  and  Execu- 
tive Director  of  Nursing  at  Good  Samaritan  Hospital; 
Loretta  Hanner,  R.N.,  Dean  of  the  College  of  Nursing 
at  Arizona  State  University;  and  Beatrice  Evans,  R.N., 
Director  of  Nursing  Program,  Northern  Arizona  Uni- 
versity, were  presented  and  read,  critical  of  the  action 
of  the  House  in  the  content  and  adoption  of  this  res- 
olution. Their  content  and  implications  were  reviewed. 
Miss  Gabrielson  has  prepared  a letter  and  asks  that  it 
be  published  in  Arizona  Medicine. 

It  was  determined  to  request  the  Editor  to  publish 
Miss  Gabrielson’s  letter  with  editorial  comment  im- 
mediately to  follow  to  be  prepared  by  Dr.  Melick. 
Resolution  No.  18 

Resolution  No.  18,  Driver  Pre-consent  for  Blood  Al- 
cohol Testing,  adopted  by  the  House,  as  amended,  April 
29,  1967,  resolved  that,  if  it  be  not  contrary  to  law, 
appropriate  action  be  taken  to  insure  that  each  driver, 
upon  receiving  a license  to  drive,  agrees  to  submit  to 
the  withdrawal  of  blood  for  blood  alcohol  testing  upon 
the  request  of  a law  enforcement  officer  and,  failing 
to  do  so,  that  his  driver’s  license  automatically  be  re- 
voked. 

Phoenix  Police  Chief,  Paul  E.  Blubaum,  by  letter 
dated  May  25,  1967,  advised  that  he  cannot  support 
ArMA’s  position  in  this  matter.  He  stated  that  Implied 
Consent  Laws  of  this  type  have  been  enacted  in  several 
states  and  that  they  have  been  ineffective  in  dealing 
with  the  drunk  driving  problem.  The  crux  of  the  prob- 
lem is  not  the  amount  of  evidence  they  can  secure,  but 
the  attitude  of  the  judges  and  juries  toward  this  of- 
fense. With  the  present  attitude,  it  is  difficult  to  convict 
offenders  regardless  of  the  evidence  presented.  RE- 
CEIVED. 

AMA  HOUSE  OF  DELEGATES 

Dr.  Steen  briefed  the  Board  on  matters  deliberated 
upon  by  the  House  of  Delegates  of  the  AMA  during  its 
recent  meeting  in  Atlantic  City.  Especially  did  he  com- 
ment on  the  following  Resolutions  introduced  by  the 
ArMA  Delegation  in  behalf  of  this  Association: 

(a)  Resolution  No.  41  (ArMA  Board  of  Directors)  — 
Physicians  on  Hospital  Boards  of  Directors  — Four 
resolutions  were  introduced  relating  to  this  same 
subject.  In  view  of  the  varied  circumstances  at 
the  local  level  and  in  the  interest  of  clarity,  the 
Reference  ‘Committee  recommended  adoption  of 
the  following  resolution  introduced  by  the  Texas 
Delegation,  amending  the  resolved  portions,  which 
was  adopted  as  amended: 

WHEREAS,  Dr.  Charles  L.  Hudson,  President  of 
the  American  Medical  Association, 
speaking  before  the  Annual  Amer- 
ican Hospital  Association  Convention 
held  in  August,  1966,  stated:  “Over- 
all health  care  is  immeasurably  bene- 
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fited  by  the  working  together  of  the 
well-organized  hospital  administrative 
staff  and  the  strongly  organized  med- 
ical staff  which  both  sees  and  accepts 
its  responsibilities.  Such  a medical 
staff  not  only  upholds  the  interests  of 
physicians  in  the  hosjpital,  but  is  a 
full  partner  in  the  necessary  inter- 
action between  the  board  of  govern- 
ors of  the  hospital  and  the  physicians 
who  carry  out  at  least  a portion  of 
their  practice  within  the  hospital’; 
and 

WHEREAS,  the  House  of  Delegates  of  the  Amer- 
ican Medical  Association  adopted  the 
following  resolution  in  June,  1966: 
“That  it  be  the  policy  of  the  Amer- 
ican Medical  Association:  that  hos- 
pital governing  boards  be  urged  to 
include  physicians  in  their  member- 
ship; that  also  other  appropriate  rep- 
resentatives of  hospital  medical  staffs 
should  attend  and  participate  in  the 
meetings  of  hospital  governing  boards, 
but  that  the  mode  of  this  participa- 
tion be  a matter  for  local  determina- 
tion; and,  that  state  and  local  med- 
ical societies  be  urged  to  seek  the 
cooperation  of  their  respective  hos- 
pital associations  to  implement  this 
policy”;  therefore  be  it 

RESOLVED,  that  the  JCAH  be  requested  to  en- 
courage through  its  publications  and 
in  its  surveys,  the  acceptance,  wher- 
ever possible,  of  physicians  elected 
or  appointed  by  the  medical  staffs  to 
the  Board  of  Trustees  with  full  vot- 
ing rights  as  the  most  effective  form 
of  liaison  between  the  medical  staff 
and  hospital  governing  authorities; 
and  be  it  further 

RESOLVED,  that  this  House  of  Delegates  direct 
the  Board  of  Trustees  to  instruct  the 
AMA  Commissioners  to  the  JCAH  to 
seek  the  full  cooperation  of  the  JCAH 
in  implementing  this  principle. 

(b)  Resolution  No.  110  (ArMA  No.  15)  - Third 
Party  Payment  for  Medicare  Indigent  Patients 
Under  Part  B — This  resolution  calls  upon  the 
AMA  to  oppose  payment  to  tlrird  parties  for  phys- 
ician services.  The  Reference  Committee  recog- 
nized the  existence  of  problems  involving  direct 
and  indirect  pressure  imposed  on  physicians  with 
respect  to  payment  for  their  services.  It  also 
recognizes  that  there  exists  in  this  area,  voluntary 
actions  by  some  physicians.  Because  of  the  pos- 
sibility of  misinterpreting  the  intent  of  Resolution 
110,  the  Committee  recommended  that  it  be  re- 
ferred to  the  Board  of  Trustees  for  study  by  ap- 
propriate councils  and  committees,  which  recom- 
mendation was  adopted. 


(c)  Resolution  No.  Ill  (ArMA  No.  12)  — Certification 
of  Medical  Necessity  for  Hospitalization  of  Medi- 
care Patients  — Six  resolutions  were  directed  to 
problems  extending  from  “Certification  and  Re- 
certification” requirements  stipulated  in  P.L.  89- 
97.  Collectively,  these  several  resolutions  recom- 
mended: (1)  reiteration  of  the  current  AMA  posi- 
tion on  certification  and  recertification;  (2)  con- 
tinuation of  endeavors  to  delete  from  the  law  the 
stipulated  requirements  for  certification  and  re- 
certification; and  (3)  measures  to  insure  against 
the  arbitrary  imposition  by  hospital  authorities 
of  procedures  that  are  not  required  under  the 
law.  The  Reference  Committee  commended  the 
Missouri,  Illinois,  Arizona,  California,  Florida  and 
Texas  Delegations  for  their  timely  recommenda- 
tions to  the  House  of  Delegates.  In  the  interest 
of  clarity  and  comprehensiveness,  the  Committee 
recommended  as  embodying  the  intent  of  the 
resolutions  presented  the  adoption  of  Resolution 
90,  introduced  by  the  Texas  Delegation,  with  an 
additional  Resolved,  which  was  adopted  as  amend- 
ed: 

WHEREAS,  it  is  the  desire  of  physicians  to  i^ro- 
vide  the  highest  quality  of  care  pos- 
sible to  all  patients;  and 
WHEREAS,  ever  since  the  start  of  the  Medicare 
program,  considerable  anxiety  has  ex- 
isted throughout  the  nation,  and  par- 
ticularly in  some  hospitals,  about 
the  requirement  of  certifying  the  ad- 
mission of  patients  to  hospitals,  and 
for  recertifying  the  patient  on  or 
before  fourteen  days  and  thereafter; 
and 

WHEREAS,  this  problem  has  been  accentuated 
by  some  hospitals  and  by  some  fiscal 
intermediaries  of  Part  A,  Medicare, 
which  have  gone  beyond  the  require- 
ments of  Public  Law  89-97,  Title 
XVIII,  by  requiring  physicians  to 
sign  special  certification  and  recerti- 
fication forms;  and 

WHEREAS,  the  requirements  of  the  law  with 
regard  to  certification  are  unneces- 
sary and  do  not  further  the  objectives 
of  the  program,  namely,  to  provide 
necessary  medical  care  to  elderly 
patients  in  the  same  manner  and  in 
comparable  high  quality,  as  provided 
by  the  physician  to  his  other  patients; 
and 

WHEREAS,  the  certification  requirement  does 
not  result  in  enhanced  medical  care 
for  the  patient,  but  does  establish 
needless  regulation  and  burdensome 
paperwork,  and  encumbers  the  phys- 
ician in  devoting  his  fullest  attention 
to  caring  for  the  health  and  well- 
being of.  the  patient;  and 
WHEREAS,  the  requirement  of  the  inclusion  of 
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substantive  material  concerning  med- 
ical necessity  in  whatever  form  is 
unnecessary;  without  the  requirement 
of  certification,  the  program  would  be 
more  efficient,  and  t he  physician 
could  continue  to  function  in  his 
customary  manner  of  medical  pract- 
ice, as  guaranteed  under  Public  Law 
89-97;  therefore  be  it 

RESOLVED,  that  the  House  of  Delegates  reit- 
erate the  position  advocated  by  the 
American  Medical  Association  that 
the  physician’s  customary  practice  in 
ordering  in-patient  services  should  be 
deemed  sufficient  to  meet  the  require- 
ments of  the  law,  and  be  it  further 
RESOLVED,  that  the  American  Medical  Associa- 
tion should  continue  to  give  strong 
support  to  that  provision  in  H.R. 
5710,  90th  Congress,  which  would 
drop  the  certification  requirement 
from  the  Medicare  law,  and  be  it 
further 

RESOLVED,  that  the  American  Medical  Associa- 
tion solicit  the  support  of  Part  A 
carriers,  the  Blue  Cross  Association, 
and  the  American  Hospital  Associa- 
tion, in  achieving  these  objectives 
related  to  certification  and  recertifi- 
cation; and  be  it  further 
RESOLVED,  that  the  imposition  of  arbitrary  rules 
and  regulations  on  physicians  by  hos- 
pital administration  or  any  otlier  en- 
tity without  the  approval  of  the  med- 
ical staff  is  in  violation  of  procedures 
recommended  by  the  JCAH.  These 
violations  should  be  reported  to  the 
local,  state  and  national  societies  as 
well  as  to  the  JCAH  for  appropriate 
action. 

(d)  Resolution  No.  112  (ArMA  No.  18)  — Driver  Pre- 
consent for  Blood  Alcohol  Testing  — In  consid- 
ering this  resolution  the  Reference  Committee  felt 
that  the  specification  of  the  blood  alcohol  test 
weakened  the  intent  of  the  resolution  and  recog- 
nized the  difficulty  of  law  enforcement  officers  in 
obtaining  evidence.  The  Committee  recommended 
for  strengthening  the  resolution  that  the  words 
“Blood-Alcohol”  in  the  resolution  title  be  changed 
to  “Chemical”;  that  the  third  and  fourth  Whereas 
be  deleted;  and  reworded  the  Resolved,  which 
was  adopted,  as  amended,  with  the  following 
result: 

WHEREAS,  the  consumption  of  alcohol  is  a fact- 
or in  approximately  fifty  percent  of 
fatal  automobile  accidents;  and 
WHEREAS,  fatalities  due  to  automobile  accidents 
are  steadily  increasing  despite  all  im- 
provements in  the  techniques  of  auto- 
mobile and  highway  construction; 
therefore  be  it 


RESOLVED,  that  the  American  Medical  Associa- 
tion encourage  state  medical  societies 
to  take  appropriate  action  to  ensure 
that  each  driver,  upon  receiving  a 
license  to  drive,  agrees  to  submit  to 
chemical  tests  for  alcohol  upon  the 
request  of  a law  enforcement  officer. 

The  242  Delegates  (one-hundred  percent)  were  in 
attendance;  and  the  House  was  presented  with  151  items 
of  business,  including  a record  total  of  123  resolutions 
from  state  medical  associations.  Dr.  Milford  O.  Rouse, 
of  Dallas,  assumed  the  Presidency  of  AMA,  and  Dr. 
Dwight  L.  Wilbur,  of  San  Francisco,  was  elected  Presi- 
dent-Elect. 


Dr.  Cloud  briefly  reported  on  other  actions  of  the 
AMA  House  of  Delegates,  including  Therapeutic  Abor- 
tion, Health  Care  Cost,  Government  Health  Programs, 
The  Appalachia  Program,  Physician  Control  Over  Col- 
lection and  Disbursement  of  Professional  Fees,  The 
Millis  Commission  and  Commission  on  Research,  Medi- 
cine and  Osteopathy,  Medical  Manpower,  The  Com- 
mittee on  Planning  and  Development,  and,  of  course, 
the  Members’  Disability  Insurance  Program.  The  last 
was  the  subject  of  considerable  correspondence  prior 
to  the  AMA  meeting.  Approximately  one  full  day  was 
devoted  in  Reference  Committee  to  this  subject.  The 
Board  of  Trustees  was  authorized  to  make  every  effort 
to  continue  the  AMA  Members’  Group  Disability  Insur- 
ance Program  with  the  same  premium-benefit  structure. 
Guidelines  to  aid  the  Board  in  negotiating  and  executing 
the  necessary  contracts  and  in  the  future  operation  of 
the  program  included;  (1)  the  contract  should  provide 
ample  assurance  that  disability  claimants  will  be  treated 
equitably  and  justly;  (2)  the  carrier  should  guarantee 
benefits  and  premiums  for  a period  of  at  least  five  years 
in  order  to  assure  the  stability  of  the  program;  (3)  pro- 
motional literature  should  be  approved  in  advance  by 
the  Board  or  its  designee  — all  measures  within  the 
bounds  of  dignity  and  ethics  should  be  utilized  to  pro- 
mote the  program;  (4)  a continuous  ongoing  review  of  the 
entire  program  should  be  maintained  — the  insureds  and 
other  members  should  be  made  aware  that  such  a review 
may  reveal  in  the  future  the  necessity  for  a revision  of 
the  program  at  the  end  of  the  five-year  period;  (5)  in- 
formation regarding  the  operation  of  the  program,its 
financial  aspects  and  the  processing  of  claims  should  be 
available  to  the  Board  for  review  at  any  time;  and  (6) 
an  AMA  Disability  Insurance  Review  Committee  should 
be  continued  and  should  provide  a mechanism  for  claims 
review.  The  Fireman’s  Insurance  Fund  presented  a 
proposal  to  continue  the  program  with  the  same  prem- 
ium-benefit structure  for  a period  of  five  years  effective 
September  1,  1967. 

It  was  suggested  for  the  future  that  the  ArMA  Ref- 
erence Committee  on  Resolutions,  when  considering  a 
resolution  to  be  proposed  for  introduction  in  the  AMA 
House  of  Delegates,  give  very  serious  consideration  to 
the  wording  of  its  content  in  order  that  it  may  be  more 
sophisticated.  Several  of  ArMA’s  resolutions  introduced 
this  year  were  questioned  by  AMA  for  clarity.  The 
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ArMA  Delegates,  under  such  circumstances,  are  con- 
fronted with  difficulties  in  supporting  ArMA’s  resol- 
utions when  confronted  with  searching  analysis  of  in- 
tent by  other  AMA  Delegates.  This  is  to  be  brought  to 
the  attention  of  the  ArMA  Reference  Committee  on 
Resolutions. 

BOARD  OF  DIRECTORS 

Board  of  Medical  Exanminers 

It  was  reported  that  Deward  G.  Moody,  M.D.,  of 
Nogales  (Santa  Cruz  County),  was  appointed  by  the 
Governor  to  membership  on  the  Board  of  Medical 
Examiners  of  the  State  of  Arizona  for  a term  of  five 
years  ending  June  30,  1972. 

RECEIVED. 

Committee  Appointments 

It  was  reported  that  all  members  appointed  or  re- 
appointed by  the  Board  of  Directors  to  serve  on  its 
Standing,  Special  and  Ad  Hoc  Committees  have  accepted 
the  assignment.  RECEIVED. 

CENTRAL  OFFICE  ADVISORY 
COMMITTEE 

Einancial  Report 

Dr.  Landeen  reviewed  the  financial  report  covering 
tire  first  six  months  of  this  year  to  and  including  June 
30,  1967,  reciting  total  “REVENUES”  received  amount- 
ing to  $181,340.87  ($197,658.00  budgeted)  and  “EX- 
PENDITURES” of  $105,285.35  ($205,388.28  budgeted, 
as  amended). 

To  meet  an  existing  deficit,  the  following  additional 
appropriation  was  authorized: 

515  Printing  $400.00 

Membership  Classification 

MARICOPA  - Roger  F.  White,  M.D.  (Phoenix)  - 
Active,  granted  Associate  (dues  exempt),  account  Resi- 
dency Training,  effective  June  1,  1967. 

HISTORY  AND  OBITUARIES 
COMMITTEE 

Arizona  Museum  of  Medicine 

At  a meeting  of  the  History  and  Obituaries  Com- 
mittee, held  June  21,  1967,  drought  was  given  to  the 
establisment  of  an  Arizona  Museum  of  Medicine  to  be 
sponsored  jointly  by  ArMA  and  Arizona  Blue  Shield. 
The  following  recommendations  are  made  to  the  Board 
and  adoption  urged:  (1)  that  the  Arizona  Medical  As- 
sociation should  pursue  actively  the  establishment  of  an 
Arizona  Museum  of  Medicine;  (2)  that  the  Museum 
should  be  under  the  auspices  and  control  of  the  His- 
tory and  Obituaries  Committee  of  the  Association,  en- 
couraging the  co-sponsorship  of  Arizona  Blue  Shield  and 
the  cooperation  of  the  Woman’s  Auxiliary  and  other 
interested  groups  and  individuals;  (3)  that  work  on  the 
Museum  start  immediately  upon  approval  of  the  Board 
of  Directors;  (4)  that  the  location  of  the  Museum  be  in 
the  Central  Office  of  the  Association  (at  first,  it  could 
be  handled  by  glass  cabinets  mounted  on  the  walls 
of  the  reception  area  of  the  present  office  and  in  filing 
cabinets);  (5)  that,  should  the  Association  move  to 
other  quarters,  one  of  the  criteria  of  selection  of  these 
quarters  be  an  adequate  area  designed  for  the  specific 
purpose  of  development  of  the  Museum;  (6)  that  per- 
mission be  granted  to  consult  with  legal  counsel  on 


several  questions,  including:  (a)  whether  the  Museum 
should  be  set  up  as  a separate  corporation  or  be  oper- 
ated under  the  present  Association  corporate  structure, 
and  (b)  development  of  proper  forms  and  procedures 
for  receiving  items  on  loan,  gifts,  grants,  etc.;  (7)  that 
Arizona  Medicine  be  designated  as  the  official  organ 
of  the  Arizona  Museum  of  Medicine;  and  (8)  that  the 
Museum  would  include:  (a)  physical  display  of  historic- 
ally interesting  artifacts,  (b)  writings,  pictures  and  other 
materials  of  historical  significance,  and  (c)  provision 
for  historical  research,  such  research  to  be  encouraged. 
Considerable  discussion  ensued. 

It  was  regularly  moved  and  carried  that,  while  this 
Board  of  Directors  recognizes  that  it  has  some  re.spon- 
sibility  in  the  field  of  Arizona  Medical  History  and  is 
in  favor  of  efforts  to  enhance  and  commence  the  col- 
lection of  historically  interesting  artifacts,  it  does  not 
favor  the  assumption  of  the  responsibility,  nor  does  it 
favor  the  suggestion  that  these  items  be  exliibited  or 
stored  in  its  State  Offices;  that  it  recommends  to  the 
History  and  Obituaries  Committee  that  it  consult  with 
the  Department  of  History  of  the  University  of  Arizona 
and,  if  it  so  desires,  with  other  agencies  in  Arizona 
(media  for  Historical  Associations)  as  to  the  best  means 
by  which  the  Medical  Association  could  cooperate  in 
this  project  on  Medical  History;  and  that  the  History 
and  Obituaries  Committee  continuously  explore  the 
possibilities,  in  view  of  developments,  to  the  end  that 
sometime  in  the  future  this  project  might  be  realized. 

INDUSTRIAL  RELATIONS  COMMITTEE 

The  Industrial  Commission  of  Arizona  advises  that 
its  meeting  held  June  15,  1967,  by  resolution  adopted, 
appointed  the  Industrial  Relations  Committee  of  this 
Association,  comprising;  Drs.  William  B.  Haeussler 
(Phoenix),  William  R.  Myers  (Phoenix),  Hal  W.  Pittman 
(Phoenix),  Thomas  H.  Taber,  Jr.  (Phoenix)  and  Stanley 
S.  Tanz  (Tucson),  to  serve  as  its  Medical  Advisory 
Board,  effective  July  1,  1967,  to  continue  to  Jime  30, 
1968,  inclusive.  Doctors  in  Maricopa  County  serving 
on  this  Board  will  receive  $150  each  per  diem  for 
meeting  attendance;  doctors  outside  the  Maricopa 
County  area  to  receive  $200  per  diem  for  meeting 
attendance,  the  extra  $50  to  defray  living  expenses 
incurred  while  in  Phoenix.  RECEIVED. 

PROFESSIONAL  COMMITTEE 

Hearing  Conservation 

It  was  regularly  moved  and  carried  that  this  Board 
support  in  principle  the  proposed  project  of  the  Easter 
Seal  Society  for  Crippled  Children  and  Adults,  Inc.: 
“Demonstration  of  Hearing  Conservation  Services  for 
Rural  and  Smaller  Communities  in  Arizona.” 

Diabetes  Detection  Program 

It  was  regularly  moved  and  carried  that  the  Arizona 
Diabetes  Detection  Program  be  continued  and  made 
statewide;  that  the  County  Committees  of  this  program 
be  made  up  of  General  Practitioners,  Internists,  and 
other  physicians  with  a special  interest  in  diabetes;  that 
the  program  be  continued  only  as  a “screening  type  of 
program”  with  no  attempt  to  further  the  diagnosis  of 
diabetes,  but  to  refer  the  possible  diabetics  to  tlieir 
private  physicians  or  to  an  institution  if  they  are  in 
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ii  charity  category;  and  that  the  Subcommittee  on 
Aging  and  General  Medicine,  Section  on  Diabetes,  of 
the  Professional  Committee  be  advised  to  constantly 
seek  better  means  of  testing. 

Arizona  Pharmaceutical  Association 

It  was  regularly  moved  and  carried  that  this  Board 
encourage  an  interchange  of  articles  for  publication 
in  the  respective  journals  of  the  Arizona  Pharmaceutical 
Association  and  this  Association;  that  it  recommend 
the  larescribing  of  drugs  in  the  usual  and  customary 
fashion  for  patients  in  Nursing  Plomes  with  a specific 
number  (of  tablets)  on  it;  in  the  matter  of  labeling  of 
drugs,  that  this  be  entirely  within  the  province  of  the 
physician  prescribing  the  drug;  and  that  the  Arizona 
Pharmaceutical  Association  be  invited  to  participate  in 
our  annual  convention  to  the  extent  of  supplying  an 
exhibit  (at  cost). 

Acute  Cardiac  Care 

It  was  regularly  moved  and  carried  that  this  Associa- 
tion endorse  the  “Joint  Statement  on  Acute  Cardiac 
Care”  submitted  by  the  Arizona  State  Nurses’  Associa- 
tion. 

Military  Rejectee  Criteria 

It  was  regularly  moved  and  carried,  in  the  matter 
of  military  rejectees  by  Selective  Service  in  the  area 
of  iDsychoneurosis  and  psychiatric  disability,  that  the 
Chairman  of  the  Subcommittee  on  Mental  Health  of 
the  Professional  Committee  be  designated  to  confer 
with  the  Arizona  Psychiatric  Society  for  the  purpose  of 
drawing  up  suggested  airpropriate  criteria  for  the  Selec- 
tive Service  in  the  areas  aforementioned;  that,  when 
such  criteria  is  completed,  it  be  presented  to  the  Pro- 
fessional Committee  for  review  and  recommendation 
to  the  Board  of  Directors;  and  that  this  Association, 
following  review  and  approval  of  said  criteria  by  its 
Board  of  Directors,  draw  the  attention  of  the  American 
Medical  Association  thereto  in  an  endeavor  to  bring 
pressure  to  bear  for  upgrading  the  current  Selective 
Serivce  standards. 

Medical  Town  Hall  Program 

It  is  recommended  that  the  Arizona  Medical  Associa- 
tion co-sponsor  with  the  Arizona  Psychiatric  Society  a 
“kick-off  program”  of  the  proposed  annual  International 
Medical  Town  Hall,  the  formal  program  to  be  the  admin- 
istration responsibility  of  the  Arizona  Psychiatric  So- 
ciety with  the  President  of  The  Arizona  Medical  Associa- 
tion, Inc.,  as  an  active  member  of  the  Program  Com- 
mittee charged  with  the  responsibility  of  approving  all 
major  and  minor  details  according  to  his  discretion  and 
lidding  of  veto  power.  The  Arizona  Medical  Association, 
Inc.,  to  have  the  responsibility  of  organizing  and  sharing 
the  Planning  Committee,  including  the  inviting  of 
qualified  representatives  and  proceeding  with  developing 
a formal  structure  for  future  annual  symposiums,  with- 
out financial  responsibility.  Considerable  discussion  en- 
sued. TABLED. 

Ambulance  Service 

It  was  regularly  moved  and  carried  that  this  Board 
of  Directors  approve  the  obviously  carefully  prepared 
Model  Ordinance  (regulating  Ambulance  Service,  to  be 
submitted  to  the  Arizona  Corporation  Commission  for 
adoption  as  a General  Order  appropriate  for  the  State 


of  Arizona,  which  meets  the  minimum  requirements  of 
the  Federal  Safety  Standards,  P.L.  4.411,  enacted  by 
Congress,  regulated  by  the  National  Highway  Safety 
Agency),  bearing  the  approval  of  the  Executive  Com- 
mittee. 

SCIENTIFIC  ASSEMBLY  COMMITTEE 

Paul  J.  Nichols,  M.D.  (Phoenix)  appointed  as  Assistant 
Chairman;  and  John  P.  Heileman,  M.D.  (Phoenix)  ap- 
pointed Secretary. 

The  77th  Annual  Meeting  of  the  Association  to  be 
held  at  the  Safari  Hotel,  Scottsdale,  is  recommended 
extended  one  full  day  to  accomplish  a new  format  of 
arrangements  — April  23  through  27,  1968. 

It  was  further  recommended  that  a complete  review  of 
available  facilities  in  the  Scottsdale  area  be  accomplished 
by  its  Chairman  and  staff  prior  to  establishing  a meeting 
place  or  places  for  the  1969  and  1970  Annual  Meetings. 
Determined  that  such  review  be  extended  to  include 
available  facilities  in  the  Valley  and  not  limit  it  to 
Scottsdale. 

Arrangements:  Board  of  Directors  meeting  to  be  held 
Tuesday,  April  23,  1968,  at  10:00  a.m.,  luncheon  at 
12:00  noon;  House  of  Delegates  meetings  to  be  held 
(First  Session)  Tuesday,  April  23,  1968,  at  1:00  p.m. 
(General  Session  at  2:30  p.m.),  and  (Second  Session) 
Saturday,  April  27,  1968,  at  8:00  a.m.;  ArMA  Reference 
Committee  meetings:  Articles  of  Incorporation  and  By- 
Laws  to  be  determined.  Resolutions  to  be  held  Wednes- 
day, April  24,  1968,  at  8:00  a.m.;  Blue  Shield  Corpor- 
ate meetings  (First  Session)  Tuesday,  April  23,  1968, 
at  3:30  p.m.,  and  (Second  Session)  Saturday,  April  27, 
1968,  at  10:30  a.m.;  Blue  Shield  Reference  Committee 
meeting  Wednesday,  April  24,  1968,  immediately  fol- 
lowing the  ArMA  Reference  Committee  on  Resolutions 
meeting;  Tuesday  evening,  April  23,  1968,  following 
a full  day  of  business  meetings,  a free  evening  is  pro- 
vided; Wednesday  evening,  April  24,  1968,  the  Presi- 
dent’s Reception  and  Banquet  followed  by  high-cahber 
entertainment;  recommended  that  the  registration  fee 
for  the  incoming  President,  including  social  events,  be 
borne  by  the  Association,  said  President  to  be  given 
the  privilege  of  inviting  up  to  six  outside  guests  to  his 
banquet,  if  he  so  desires,  at  no  cost  — this  affair  to  be 
by  ticket  reservation  made  available  to  members  and 
their  guests  at  cost;  Thursday  evening,  April  25,  1968, 
reception  and  “steak  fry”  on  the  lawn  of  the  Safari 
Hotel,  the  reception  at  7:00  p.m.  with  dinner  to  follow 
at  8:00  p.m.  — e.xhibitors  and  their  wives  to  be  guests 
of  the  Association  and  members  of  ArMA  and  guest 
speakers  to  be  provided  two  tickets  on  registration  for 
this  event  at  no  additional  cost;  Friday  evening,  April  26,  ‘ 
1968,  reserved  for  ArMPAC  event,  also.  Specialty  and 
Alumni  groups  to  be  granted  privilege  to  schedule  events 
on  this  evening;  Annual  Golf  Tournament  preferable 
Wednesday  afternoon,  April  24,  1968  — Dale  H.  Stan- 
nard,  M.D.,  selected  Golf  Committee  Chairman  — allo- 
cation of  $100  toward  prizes  for  the  tournament  recom- 
mended; Sports  Events  survey  directed  to  be  undertaken 
by  the  Central  Office  utilizing  “Medical  Memos”  to 
detennine  the  desirability  of  having  tournaments  in 
tennis,  bowling  and  bridge.  The  financial  report  for 
the  period  ending  June  9,  1967,  reflects  a deficit  for 
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the  1967  Annual  Meeting  of  $827.34.  Additional  income 
and  e.xpenditnres  are  anticipated. 

Anticipates  a Registration  Fee  to  be  established  at 
$10  per  member,  exempting  therefrom  Fifty-Year  Club 
members,  Interns,  Residents,  Fellows,  Military  Physici- 
ans, Registered  Nurses,  members  of  the  Woman’s  Aux- 
iliary, Exhibitor  Representatives,  Press  and  Guest  Ora- 
tors. Fifty-year  Club  members.  Guest  Orators  and  Press 
are  to  be  guests  of  the  Association  at  all  affairs;  others 
herein  listed  will  be  e.xpected  to  purchase  tickets  for 
receptions  or  meals  attended  with  the  exception  of  Ex- 
hibitors, who  will  be  guests  of  the  Association  at  tlie 
“steak  fry.”  Newcomers  Program  to  be  continued. 

Every  effort  will  be  made  to  obtain  qualified  scientific 
exhibits  of  Arizona  origin;  that  scientific  exhibits  be 
limited  to  those  of  clinical,  laboratory  or  epidemiological 
research  of  Arizona  origin,  they  to  be  manned  at  all 
times.  Dr.  Sattenspiel  to  review  each  exhibit  for  ac- 
ceptance. 

Recommended  continuation  of  the  Mead  Johnson 
Aesculapius  Award  Program,  each  member  of  the  Scien- 
tific Assembly  Committee  requested  to  irresent  his 
recommendation  for  the  winner  to  Dr.  Zelnff  not  later 
than  3;00  p.m.,  Thursday,  April  2.5,  1968. 

Technical  Exhibits  are  to  be  excluded  unless  available 
exhibit  space  is  purchased  at  the  Commercial  Exhibit 
rate. 

Commercial  E.xhibit  fee  to  be  established  at  $300 
each;  for  those  ethical  pharmaceutical  companies  de- 
clining exhibit  space,  they  to  be  privileged  to  contribute 
toward  the  scientific  meeting.  Exhibit  Attendance 
Awards  are  to  be  continued,  the  possibility  of  obtaining 
prizes  from  pharmaceutical  houses  to  be  explored,  and 
in  the  event  this  is  not  deemed  feasible  or  prudent, 
purchase  of  such  prizes  to  be  made  from  budget.  Ex- 
hibitor representatives  and  their  wives  are  to  be  privi- 
leged to  attend  the  President’s  Banquet  on  purchase  of 
tickets. 

Community  Service  Award  by  the  A.  H.  Robins  Com- 
pany is  to  be  continued;  the  first  notice  of  this  event 
is  to  be  released  to  component  cormty  medical  societies 
September  first  with  followup  letter  December  first 
and  “deadline”  receipt  of  applications  to  be  established 
as  February  first. 

AAGP  Category  I credit  to  be  sought  through  Dr. 
Richard  O.  Flynn. 

Fee  of  $150  as  an  assesment  for  use  of  guest  faculty 
by  specialty  groups  to  be  continued,  such  meetings  to 
be  limited  to  Tuesday,  Thursday,  Friday  and  Saturday 
luncheons,  Tuesday  and  Friday  evenings. 

A maximum  of  three  exhibit  hall  spaces  to  be  pro- 
vided the  Woman’s  Auxiliary  Hobby,  Art  and  Hospital- 
ity features. 

On  Thursday  and  Friday,  April  25  and  26,  there  is 
to  be  provided  two  breakfast  panels;  two  afternoon 
panels;  and  thirty-two  individual  papers  conducted  in 
eight  sessions  of  four  concurrent  presentations  each, 
delineating  the  four  major  fields  of  Medicine:  Internal 
Medicine,  Surgery,  Obstetrics  and  Gynecology,  and 
Pediatrics.  Effort  will  be  made  to  obtain  a guest  faculty 
from  the  University  of  Southern  California  Medical 
School. 


The  1968  Annual  Meeting  program  will  be  published 
about  April  1,  1968,  the  program  to  be  published  in 
Arizona  Medicine,  March  issue  rather  than  the  April 
issue;  publicity  to  be  conducted  by  staff  on  approval  of 
the  Chairman;  a representative,  of  the  Fiscal  Agent  for 
Public  Law  89-97,  Part  B,  be  invited  to  address  the 
First  Session  of  the  House  of  Delegates,  Tuesday,  April 
23,  1968;  members  of  the  Flouse  of  Delegates  be  re- 
quired to  register  for  the  Annual  Meeting;  and  a uni- 
formed guard  be  emnloyed  and  stationed  at  the  entrance 
of  the  exhibit  hall  and  the  meeting  rooms  to  deny 
admission  to  any  person  not  wearing  a registration  badge 
provided  by  ArMA. 

It  was  regularly  moved  and  carried  that  this  Board 
approve  a policy  change  wherein  Specialty  Societies 
would  be  permitted  to  make  use  of  Guest  Speakers, 
without  charge,  provided  that  (a)  these  speakers  be 
utilized  at  luncheon  meetings  during  the  course  of  the 
Annual  Meeting;  and  (b)  the  attendance  at  the  luncheon 
meetings  be  limited  to  those  registered  for  the  Annual 
Meeting. 

It  was  regularly  moved  and  carried  that  only  the 
function  of  ArMPAC  be  allowed  on  Friday  evening,  April 
26,  1968. 

Considerable  discussion  ensued  as  to  the  appropriate 
dates  to  hold  the  President’s  Banquet,  the  Steak-Fry, 
and  the  ArMPAC  event.  Suggestions  were  offered  that 
it  might  be  a better  arrangement  to  hold  the  ArMPAC 
feature  on  Wednesday  night,  the  Steak-Fry  on  Thursday 
night,  and  the  President’s  Banquet  on  Friday  night. 

It  was  regularly  moved  and  carried  that  the  arrange- 
ment for  these  three  events  be  referred  back  to  the 
Scientific  Assembly  Committee  for  further  consideration 
with  the  thought  that  it  is  the  feeling  of  this  Board  that 
the  President’s  Banquet  ought  not  be  held  before  the 
opening  of  the  Scientific  Session. 

It  was  regularly  moved  and  carried  that  this  Board 
discourage  the  employment  of  a uniformed  guard  at 
our  meetings. 

MEETING  ADJOURNED  FOR  LUNGHEON  AT  1:15 
P.M. 

***** 

MEETING  REGONVENED  AT  2:35  P.M.,  ALL  MExM- 
BERS  PRESENT  DURING  THE  MORNING  SESSION 
RESPONDED  “AYE”  TO  THE  ROLL  GALL  WITH 
THE  EXGEPTION  OF  DEWARD  G.  MOODY,  M.D.; 
RIGHARD  O.  FLYNN,  M.D.,  GHAIRMAN,  PRESID- 
ING. 

SCIENTIFIC  ASSEMBLY  COMMITTEE 

Gonsiderable  discussion  ensued  regarding  the  estab- 
lishment of  a Registration  Fee  of  $10  vs.  a package 
deal  for  $25,  including  the  President’s  Banquet,  as 
has  been  done  in  the  past;  also,  unfavorable  comments 
were  expressed  regarding  press  coverage.  It  was  the 
suggestion  that  the  Scientific  Assembly  Gommittee,  along 
with  the  Public  Relations  Gommittee,  consider  providing 
for  a Press  Room  arrangement  wherein  Speakers  could 
assemble  at  specified  times  for  the  puqrose  of  Press 
interview;  and  tlie  wisdom  of  hiring  a Public  Relations 
E.xpert  to  prepare  and  handle  press  releases  was  sug- 
gested. 
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It  was  regularly  moved  and  carried  that  the  Scien- 
tific Assembly  Committee  be  requested  to  prepare  and 
present  to  this  Board  a program  which  will  satisfy  its 
desires  with  regard  to  Press  Relations  with  the  coopera- 
tion of  the  Public  Relations  Committee. 

COMMUNICATIONS 

AHA  Resolutions 

The  Arizona  Hospital  Association  presented  two  res- 
olutions adopted  by  it  on  May  27,  1967:  (1)  that  this 
Association  (AHA)  go  on  record  as  strongly  endorsing 
the  American  Hospital  Association’s  position  statement 
on  Hospital  Schools  of  Nursing  passed  by  the  Board 
of  Trustees,  May  8-10,  1967,  and  that  the  Arizona  Hos- 
pital Association  strongly  endorse  the  passage  of  the 
necessary  bylaw  changes  of  the  American  Hospital 
Association  to  establish  a type  VIII  Category  Member- 
ship for  Hospital  Schools  of  Nursing  in  the  United  States, 
through  which  these  programs  can  be  promoted  in 
every  way  possible,  therein  assisting  in  meeting  the 
health  needs  of  the  citizens  of  the  country;  and  (2) 
that  the  Arizona  Hospital  Association  go  on  record  as 
supporting  the  continued  education  of  properly  quali- 
fied people  in  approved  licensed  practical  nurse  training 
courses  throughout  the  state,  that  existing  approved 
schools  training  licensed  practical  nurses  be  encouraged 
to  continue  at  their  current  capacity  and  to  expand 
whenever  possible,  that  new  schools  for  training  licensed 
practical  nurses  be  initiated  whenever  appropriate  until 
the  need  for  such  trained  persons  can  be  met,  and  that 
every  effort  be  made  to  encourage  qualified  licensed 
practical  nurses  to  continue  to  upgrade  themselves 
through  additional  appropriate  training  programs,  and 
that  educational  institutions  be  encouraged  to  give 
every  consideration  to  transferability  of  appropriate 
credit  for  prior  training  and  experience. 

As  this  all  has  a bearing  on  Resolution  No.  14,  adopted 
by  the  ArMA  House  of  Delegates,  which  relates  to  Nurs- 
ing Education,  criticized  by  the  ASNA,  it  was  determined 
to  publish  the  critique  of  Rosamond  C.  Gabrielson,  R.N., 
as  previously  determined,  the  resolution  of  ArMA  and 
the  resolution  of  AHA,  as  suggested  by  Dr.  Melick. 

OTHER  BUSINESS 

Louisiana  Medical  Form  Program 

Dr.  Price  reported  that,  during  the  annual  meeting 
of  AMA  held  in  Atlantic  City,  the  Louisiana  State 
Medical  Society  exhibited  its  “Medical  Form  Program” 
declaring  it  an  effective  mechanism  of  dealing  with 
third  parties  and  minimizing  the  intrusion  on  the  patient- 
physician  relationship.  Copies  were  distributed.  This 
program,  based  on  the  principle  of  individual  responsi- 
bility, represents  a new  attitude  on  the  part  of  tlie 
physicians  toward  any  and  all  third  parties  with  whom 
they  may  come  in  contact  with  their  practices.  In  ad- 
dition, it  offers  great  savings  in  time  in  the  preparation 
of  insurance  forms  and  has  proven  an  effective  method 
of  encouraging  direct  billing  of  Medicare  and  other 
government  patients.  Approximately  ninety  percent  of 
the  claims  processed  under  Title  XVIII  of  Medicare 
have  been  on  a direct-billing  basis. 

It  was  regularly  moved  and  carried  that  the  Louisiana 
State  Medical  Form  Program  be  referred  to  the  Medi- 
cal Economics  Committee  for  study  and  report. 


ArMA  Staff  Job  Descriptions 

It  was  regularly  moved  and  carried  that  the  following 
job  descriptions  of  ArMA  Staff  Executives,  as  amended, 
be  approved: 

THE  EXECUTIVE  SECRETARY:  He  shall  be  the 
General  Manager  of  the  ArMA  office  and  shall  have 
the  supervision  of  all  other  employees  of  ArMA.  He 
shall  take  cognizance  of  the  entire  scope  of  ArMA 
activities;  in  this  respect,  he  shall  be  responsible  for 
the  activities  of  the  Assistant  Executive  Secretary  and 
the  Executive  Secretary  of  BOMEX  (relating  to  ArMA 
activities). 

THE  ASSISTANT  EXECUTIVE  SECRETARY:  He 
shall  assist  the  Executive  Secretary  in  the  performance 
of  his  duties.  Additionally,  the  Assistant  Executive 
Secretary  shall  have  the  following  specific  duties 
in  the  performance  of  which  he  shall  be  responsible: 
(I)  Public  Relations;  (2)  Publication  of  Arizona  Med- 
icine; (3)  he  shall  be  the  Staff  Member  for  the  Gov- 
ernmental Services  Committee  activities;  (4)  he  shall 
assist  the  Executive  Secretary  of  BOMEX  during  the 
quarterly  meetings  of  BOMEX;  and  (5)  assist  the 
Scientific  Assembly  Committee  in  the  preparation  and 
operation  of  the  Scientific  Assembly. 

THE  EXECUTIVE  SECRETARY  OF  BOMEX:  In 
consideration  of  the  services  provided  to  the  Execu- 
tive Secretary  of  BOMEX  by  ArMA,  he  shall  have 
the  following  duties:  (I)  he  shall  attend  all  meetings 
of  the  Board  of  Directors,  Executive  Committee,  Pub- 
lic Relations  Committee  and  Scientific  Assembly  Com- 
mittee; and  (2)  he  shall  be  the  Staff  Member  with  res- 
ponsibility for  the  Scientific  Assembly  Committee. 

It  was  regularly  moved  and  carried  that  Counsel  be 
instructed  to  review  the  Opinion  (No.  67-12-L  — R-56 
— February  28,  1967)  of  Darrel  F.  Smith,  Attorney  Gen- 
eral of  Arizona,  and  give  this  Board  of  Directors  an 
opinion  on  this  topic. 

MEETING  ADJOURNED  AT  3:35  P.M. 

John  P.  Heileman,  M.D. 

Secretary 


GOVERNMENTAL  SERVICES 
COMMITTEE 

The  meeting  of  the  Governmental  Services  Committee 
of  The  Arizona  Medical  Association,  Inc.,  held  Sunday, 
July  16,  1967,  in  Suite  201,  4601  North  Scottsdale  Road, 
Scottsdale,  Arizona,  convened  at  10:12  A.M.,  William 
B.  Steen,  M.D.,  Chairman,  presiding. 

ROLL  CALL 

PRESENT:  Drs.  Caldwell,  Hayes  W.;  Dew,  Philip  E.; 
Dysterheft,  Arnold  H.,  President;  Heileman,  John  P., 
Seeretary;  May,  Deraid  G.;  Spendlove,  George  A.;  Steen, 
William  B.,  Chairman;  Yount,  Jr.,  Clarence  E..  Staff: 
Messrs,  Carpenter,  Robert,  Executive  Secretary;  Robin- 
son, Bruce  E.,  Assistant  Executive  Secretary.  Guest: 
Mr.  Blazek,  James  J.,  Administrator,  Medicare  Claims, 
Aetna  Life  & Casualty. 

EXCUSED:  Drs.  Cloud,  Daniel  T.;  Dries,  Charles  P.; 
Dudley,  J.,  Arthur  V.,  President-Elect;  McDonald,  Rich- 
ard T.;  Ochsner,  Albert  J.;  Reed,  Wallace  A. 
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MINUTES 

The  minutes  of  the  meeting  of  April  16,  1967,  were 
approved  as  distributed. 

INTRODUCTION  OF  NEW  MEMBER 

Dr.  Steen  introduced  and  welcomed  Dr.  Philip  E. 
Dew,  Tucson  pediatrician,  to  the  activities  of  the  com- 
mittee. 

CARRIER  — PART  B — 

AETNA  LIFE  & CASUALTY 

Mr.  Blazek  reported  as  follows: 

1.  Since  the  first  of  the  year,  Aetna  has  been  paying 
out  appro.ximately  one  million  dollars  a month,  with 
the  average  check  being  near  $70.00. 

2.  Four  hundred  to  five  hundred  telephone  calls  per 
week  are  made  to  physicians’  offices. 


3.  Claims  are  being  filed  as  follows: 

Unasigned  claims  50.5% 

Assigned  claims  29.0% 

(non-hospital  based  physicians) 

Assigned  claims  20.5% 

(hospital  based  physicians) 


(Note:  A “claim”  may  include  more  than  two  bills.) 
4.  Bills  are  being  filed  as  follows: 


Unassigned 61% 

Assigned 29% 


Bill  Review 

Mr.  Blazek  read  the  following  new  procedures  recent- 
ly issued  by  HEW  regarding  scrutiny  of  bills. 

“Expenses  for  items  or  services  which  are  not  reas- 
onable and  necessary  for  the  diagnosis  or  treatment 
of  illness  or  injury  or  to  improve  the  functioning 
of  a malformed  body  member  are  excluded  from 
coverage  under  both  Part  A and  Part  B of  the  pro- 
gram. Carriers  have  the  authority  and  responsibility 
to  determine,  in  a given  case,  whether  a claim  is  for 
a covered  service  and  to  deny  claims  for  noncovered 
or  excluded  items  or  services.  In  addition,  carriers  are 
to  assist  in  the  application  of  safeguards  against  un- 
necessary utilization  of  services  furnished  eligible 
individuals.  In  carrying  out  its  responsibilities,  the 
carrier  must  take  the  necessary  steps  to  reconcile  any 
inconsistencies  encoimtered  in  its  bill  review.  Issues 
involving  apparent  inconsistencies  between  diagnosis 
and  treatment  and  any  other  questions  relating  to 
the  reasonableness  of  items  or  services  rendered  by 
physicians  should  be  reviewed  by  the  carrier’s  medical 
staff.  Bill  review  techniques  developed  as  a result 
of  the  carrier’s  experience  may  be  used  or  adapted 
for  operations  applicable  to  this  program. 

“Carriers  also  have  the  responsibility  of  determining 
the  reasonable  charge  for  covered  services  and  the 
authority  to  determine  the  amount  payable  for  the 
nonprovider  Part  B services.  Its  certification  that 
payment  is  proper  should  be  based  upon  the  data  on 
the  billing  form  and  any  attachments,  as  well  as 
additional  documentation  or  supportive  information 
which  is  required  to  resolve  questions  arising  from  its 
bill  review  function.” 


PHYSICAL  EXAMINATIONS  OF  BENEFICIARIES 
BY  CARRIERS 

“Carriers  have  the  authority  to  obtain  an  independ- 
ent medical  examination  of  a beneficiary  where  med- 
ical personnel  of  the  carrier  conclude  that  such  an 
examination  will  assist  the  carrier  in  properly  and 
effectively  complying  with  its  responsibilities  under 
the  program.  Expenses  incurred  by  carriers  in  con- 
nection with  obtaining  such  independent  medical 
examinations  are  reimbursable  administrative  costs  to 
tlie  carrier.  It  is  expected,  however,  that  carrier- 
initiated  examinations  will  be  utilized  only  after 
other  methods  of  resolving  the  issue  have  been  ex- 
plored and  found  to  be  insufficient,  and  then  only 
with  the  express  permission  of  the  beneficiary,  (In- 
formation which  may  be  derived  from  hospital  rec- 
ords and  contracts  with  the  beneficiary’s  attending 
physician,  and  evaluations  of  such  data  by  the  car- 
rier’s own  medical  personnel  as  well  as  the  appropriate 
committees  of  local  medical  societies  are  among  the 
more  usual  methods  available  to  carriers  which  should 
be  explored  for  purposes  of  resolving  questionable 
claims  before  a carrier-initiated  examination  of  the 
beneficiary  is  considered.)  The  only  use  to  be  made  of 
the  medical  information  derived  from  an  independent 
examination  is  to  assist  the  carrier  in  its  claims  review 
process.” 

It  was  recommended  that  the  above  policy  be  brought 
to  the  atention  of  the  membership  via  “Medical  Memos.” 

Review  Committee 

Mr.  Blazek  indicated  that  confusion  exists  as  to  the 
function  of  the  Central  District  Review  Committee. 

Following  discussion  of  the  problem..  Dr.  Steen  was 
directed  to  contact  Dr.  John  A.  Ash,  President,  Maricopa 
County  Medical  Society,  to  have  him  suggest  a list  of 
committee  members  for  Dr.  Steen  to  appoint.  Following 
said  appointment,  Mr.  Blazek  would  visit  with  the 
chairman  of  the  review  committee  to  ensure  complete 
understanding  of  their  function. 

Mr.  Blazek  reviewed  the  function  of  the  Review 
Committee  as  follows: 

1.  There  will  be  established  six  review  committees 
representing  the  fourteen  cormties  in  Arizona,  and 
following  the  geographical  areas  of  the  already 
established  district  committees. 

2.  It  was  determined  that  each  district  director  would 
serve  as  Chairman  of  the  review  committee  in  his 
district  with  full  discretion  to  appoint  the  number 
of  members  he  deemed  necessary  to  serve  witli 
him. 

3.  It  was  decided  there  would  be  no  State  review 
committee  established  at  this  time. 

4.  The  official  names  of  the  Committees  would  be 
Governmental  Services  Review  Committee  of  Cen- 
tral, Northeastern,  Northwestern,  Southeastern, 
Southern  or  Southwestern,  Arizona. 

5.  The  Committee  felt  it  would  be  best  not  to  submit 
a definite  time  as  to  when  the  review  committees 
must  meet,  but  ratlier  use  the  approach  “as  nec- 
essary.” They  assured  me  that  if  the  various  re- 
view committees  do  not  meet  within  a reasonable 
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time  after  receiving  a referred  case,  that  they 
would  bring  iDressure  to  bear. 

6.  Submittal  procedure  will  be  as  follows; 

a.  Present  a sample  of  a form  which  we  adopted. 

b.  It  was  decided  the  attending  physician  would 
be  sent  a copy  of  all  material. 

c.  Determined  that  the  patient  would  not  be 
notified  of  the  case  being  referred. 

d.  It  was  decided  that  the  identity  of  the  patient 
and  the  attending  physician  would  be  made 
known  to  the  review  committee  at  the  time 
of  submittal. 

Committee  Procedure: 

a.  Decided  that  the  attending  physician  would 
be  invited  to  attend  the  committee  meetings. 

b.  The  Committee  chairman  will  have  discretion 
as  to  whether  each  case  is  to  be  heard  by  the 
committee  or  assigned  to  one  individual  to  do 
preliminary  review  of  all  information  and 
material  submitted. 

c.  The  opinion  and  the  findings  of  the  review 
committee  will  be  reported  to  the  attending 
X)hysician  as  well  as  to  Mr.  Blazek. 

Miscellaneous: 

a.  It  was  decided  that  the  committees  would 
not  use  a central  secretary,  but  that  Aetna 
would  submit  their  cases  directly  to  the  com- 
mittee chairman  of  the  area  concerned. 

b.  It  was  determined  that  the  review  committee 
would  not  impose  any  penalty  or  discipline, 
but  would  rather  report  any  aggravation  to 
the  appropriate  grievance  committee. 

It  was  suggested  that  the  membership  be  asked,  via 
“Medical  Memos,”  to  submit  any  complaints  about  the 
carrier  to  the  Association  so  that  they  can  be  cleared 
up  by  efforts  on  the  part  of  the  carrier.  Mr.  Blazek 
indicated  that  his  office  would  be  happy  and  eager  to 
hear  of  these  criticisms  so  that  they  can  be  taken 
care  of. 


P.L.  89-97  — PART  A 

Dr.  Caldwell  reviewed  a number  of  areas  of  concern 
as  follows: 

1.  Payment  for  hospital  volunteers  as  one  of  the 
many  causes  for  increased  Medicare  costs; 

2.  The  appeal  by  hospitals  for  higher  reimbursement 
and  provision  of  funds  for  expansion  and  building; 
and 

3.  The  rise  of  average  daily  hospital  costs  from 
$48.83  per  day  in  September  1965  to  $57.93  in 
September  1967,  and  projected  to  $70.00  by  1970. 

Dr.  Caldwell  reviewed  the  Health  Facihties  Planning 
Council’s  report  of  “Length  of  Stay  of  Patients  over  65” 
and  pointed  out  the  striking  variations  between  individ- 
ual hospitals  in  Maricopa  County.  He  pointed  out  that 
the  average  length  of  stay  ranges  from  5 days  to  23.7 
days  depending  on  the  hospital.  It  was  recommended 
that  some  form  of  distribution  of  this  information  be 
made  to  the  membership  so  that  they  can  be  aware  of 
this  alarming,  apparent  trend. 


SUBCOMMITTEE  ON  ECONOMIC 
ASPECTS  OF  MEDICINE 

Dr.  Caldwell  reviewed  briefly  the  “Second  Medicare 
Fee  Survey  Results  — June  1,  1967”  for  the  committee. 
(This  nineteen-page  report  is  available  for  reference 
at  the  Central  Office.)  The  committee  commended  Dr. 
Caldwell  for  an  excellent  survey  and  report. 

It  was  moved  and  unanimously  carried  that  the 
President  is  to  have  permission  to  discuss  some  of  the 
comments  relative  to  hospital  costs  with  the  Arizona 
Hospital  Association. 

SUBCOMMITTEE  ON  OEO  PROGRAMS 

The  appointment  of  Philip  E.  Dew,  M.D.,  as  Chair- 
man of  this  Subcommittee  was  confirmed. 

Dr.  Dew  reviewed  the  American  Medical  Association’s 
policy  on  OEO  programs  and  certain  state  programs. 
Head  Start  Program 

It  was  pointed  out  that,  of  all  OEO  programs,  the 
Head  Start  Program  appears  to  have  the  most  potential 
for  attaining  stated  goals  as  long  as  a high  level  of  med- 
ical supervision  can  be  maintained. 

SUBCOMMITTEE  ON  MENTAL  HEALTH 

Dr.  May  reported  on  the  general  status  of  mental 
health  irrograms  in  the  state,  particularly  as  they  relate 
to  obtaining  federal  funds  for  Arizona  use. 

Senate  Bill  1132 

Dr.  May  reported  on  SB  1132  which  has  become  a 
law.  (The  purpose  of  the  bill  was  to  extend,  expand  and 
improve  public  health  laws  relating  to  mental  health.) 

It  was  pointed  out  that  ArMA  will  probably  be  asked 
for  their  opinion  on  whether  there  should  be  enabling 
legislation  for  state  mental  health  funds,  which,  in  turn, 
will  bring  up  the  question  of  which  state  agency  should 
be  designated  to  handle  the  funds  and  the  program. 

It  was  recommended  that  the  Arizona  Psychiatric 
Society,  the  State  Department  of  Health  Advisory  Com- 
mittee and  ArMA,  represented  by  Dr.  May,  get  together 
to  develop  legislation  on  this  subject.  Dr.  May  was 
officially  designated  as  ArMA’s  representative. 

It  was  suggested  that: 

1.  The  program  should  be  handled  by  the  State 
Health  Department,  not  the  State  Hospital. 

2.  The  programs  be  “local”  in  origin  with  only  guid- 
ance and  perhaps  “seed”  money  to  help  start  them. 
Once  started,  they  should  use  local  resources  as 
much  as  possible. 

SUBCOMMITTEE  ON  TITLE  XIX 

The  appointment  of  Stanford  F.  Famswortli,  M.D., 
to  the  subcommittee  was  confirmed. 

Dr.  Caldwell  reported  on  recommendations  of  the 
Society  of  Internists  as  follows: 

1.  Page  6 — 5(a)—:  That  no  priority  be  established. 
That  all  should  be  treated  equally  so  that  this 
section  be  used  as  a guide  in  situations  of  reduced 
government  funds,  all  would  be  treated  the  same. 

2.  That  all  recipients  would  have  an  identification 
card. 

It  was  agreed  to  include  a pediatrician  on  the  Title 
XIX  Subcommittee.  Dr.  Steen  is  to  consider  possible 
appointees. 
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COMMUNICATIONS 

George  W.  King,  M.D. 

Dr.  Heileman  read  Dr.  Shapiro’s  letter  dated  4/20/67 
regarding  George  W.  King,  M.D. 

It  was  determined  that  Dr.  King  is  to  be  notified  that 
this  committee  objects  to  procedures  of  providing  spec- 
ialty information  and  to  the  coding  of  physicians. 

Board  of  Directors 

Dr.  Heileman  read  tlie  letter  from  the  Board  of  Direct- 
ors dated  6/12/67  regarding  1)  “Indigent  Medicare 
Patients  — Assignments”  and  2)  “Medicare  Fee  Financed 
Foundations,”  which  were  recommendations  to  the 
Board  from  this  committee  which  the  Board  did  not 
act  to  implement. 

It  was  moved  and  unanimously  carried  that  the  above 
two  recommendations  be  referred  back  to  the  Board 
of  Directors  for  reconsideration,  and  if  the  raitionale 
for  not  acting  upon  them  this  time  is  primarily  limited 
to  fiscal  considerations,  that  this  be  so  stated  and  the 
opportunity  for  financing  be  done  by  private  somrces 
in  the  community  of  physicians  with  or  without  reim- 
bursement from  funds  obtained  in  the  future.  The  com- 
mitte  urges  the  Board  of  Directors  to  approve  these 
two  proposals. 

OTHER  BUSINESS 

Subcommittee  on  Comprehensive  Health  Planning 
It  was  moved  and  unanimously  carried  that  Stanford 
F.  Farnsworth,  M.D.,  be  appointed  to  the  Governmental 
Services  Committee  as  Chairman  of  the  Subcommittee 
on  Comprehensive  Health  Planning. 

Title  V 

Dr.  Spendlove  reviewed  the  implementation  of  Title 
V as  follows: 

The  Arizona  State  Department  of  Health,  Maternal 
& Child  Health  Section,  with  the  support  and  coopera- 
tion of  the  Arizona  Advisory  Committee  on  Prema- 
turity; St.  Joseph’s  Hospital,  Phoenix,  and  Good 
Samaritan  Hospital,  Phoenix,  is  preparing  to  accept 
babies  into  a special  demonstration  project  for  the 
transport  and  care  of  the  premature  infant. 

This  Project,  funded  initially  through  Maternal  & 
Child  Health  Formula  Grants  administered  by  the 
U.S.  Children’s  Bureau,  has  as  its  goal  the  reduction 
of  morbidity  and  mortalinty  due  to  prematurity.  The 
Project  is  prepared  to  furnish  for  qualified  applicants, 
transportation  by  surface  or  air  ambulanee  in  specially 
designed  transport  incubators  accompanie  dby  reg- 
istered nurses  with  advanced  special  training  in  the 
care  of  the  small  premature  infant,  to  either  St. 
Joseph’s  Hospital,  Phoenix,  or  Good  Samaritan  Hos- 
pital, Phoenix,  for  definitive  care. 

To  be  eligible  for  this  Project,  babies  must  be  bom 
outside  the  metropolitan  Phoenix  area  since  the 
Project  is  aimed  primarily  at  babies  born  in  the 
sparsely  settled  areas  of  Arizona  in  which  hospital 
equipment,  facilities  and  trained  teams  for  the  eare 
of  the  premature  are  not  readily  available.  To  be 
eligible,  babies  must  weigh  at  birth  less  than  2,000 
grams,  except  in  unusual  circumstances  in  which  an 
acute  medical  problem  occurring  at  or  shortly  after 
birth  is  deemed  by  the  Project  Director  to  require 
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the  kind  of  intensive  care  normally  given  to  the 
small  premature  infant. 

Project  funds  will  be  available  to  defray  that  portion 
of  transportation  and  hospitalization  costs  which  are 
not  covered  by  insurance  or  can  not  be  borne  by  the 
family.  All  applications  for  admission  of  babies  to 
the  Project  are  to  be  made  to  the  Project  Director 
who  will  determine  in  each  case  whether  facilities 
are  currently  available  and  whether  the  baby  lueets 
the  criteria  for  the  Project. 

It  should  be  emphasized  that  this  Project  at  present 
is  supf)orted  by  limited  funds  and  is  not  intended  to 
provide  hospitalization  or  to  defray  any  expenses 
for  the  average  premature  baby,  but  is  designed 
rather  to  meet  the  unusual  needs  of  the  rare  individual 
premature  who  has  complicating  conditions;  some- 
times very  low  birth  weight,  sometimes  other  med- 
ical conditions  which  jeopardize  his  intact  survival, 
and  which  have  a reasonable  chance  of  being  altered 
favorably  by  hospitalization  in  an  intensive  care  cen- 
ter. 

Participating  hospitals  were  selected  on  two  criteria: 

1.  Their  interest  and  continuing  support  for  the 
development  of  such  a project. 

2.  Their  ability  to  provide  physical  facilities  and 
medical  and  nursing  staffing  which  can  fairly 
be  termed  intensive  care  facilities. 

.Reimbursement  to  the  hospital  from  the  Project  will 
be  on  the  basis  of  reasonable  costs,  and  will  be  hand- 
led through  the  Blue  Cross-Blue  Shield  Organization 
as  a fiscal  intermediary.  Reimbursement  to  physicians, 
providing  care  in  these  hospitals,  will  be  on  the 
basis  of  reasonable,  usual  and  customary  fees.  Selec- 
tion of  physicians  for  individual  cases  will  be  by  the 
hospitals  on  a rotating  basis.  The  Project  Director 
will  be  Belton  Meyer,  M.D.,  recently  established 
Pediatrician  and  Neonatologist  in  Phoenix,  who  is  a 
graduate  of  the  University  of  California  where  he 
obtained  his  basic  medical  degree,  his  internship, 
and  his  pediatric  residency,  and  who  has  recently 
completed  an  additional  two  year  fellowship  at  Stan- 
ford University  in  Neonatology.  Dr.  Meyer  is  acting 
as  a consultant  to  the  State  Health  Department  in 
the  Intensive  Care  Project  and  as  Project  Director. 

MEETING  ADJOURNED  3:34  P.M. 

John  P.  Heileman,  M.D. 

Secretary 


PUBLISHING  COMMITTEE 

The  meeting  of  the  Publishing  Committee  of  The 
Arizona  Medical  Association,  Inc.,  held  Wednesday, 
July  19,  1967,  in  the  Central  Office  of  the  Association, 
Suite  201,  4601  North  Scottsdale  Road,  Scottsdale, 
Arizona,  convened  at  7:28  P.M.,  Roland  F.  Schqen, 
M.D.,  Editor-in-Chief,  Chairman,  presiding. 

PRESENT:  Drs.  Foster,  R.  Lee;  Green,  John  R.; 
Schoen,  Roland  F.,  Editor-in-Chief,  Chairman.  Staff: 
Messrs.  Carpenter,  Robert,  E.xecutive  Secretary;  Robin- 
son, Bruce  E.,  Assistant  Executive  Secretary. 
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EXCUSED;  Drs.  Dudley,  Jr.,  Arthur  V.,  President- 
Elect;  Dysterheft,  Arnold  H.,  President;  Heileman,  John 
P.,  Secretary;  Jabczenski,  Felix  F.;  Johnson,  Kenneth  E.; 
Lorenzen,  Robert  F.;  McGrath,  William  B.;  Taylor, 
Preston  J. 

MINUTES 

It  was  moved  and  unanimously  carried  that  the  Min- 
utes of  the  meeting  of  April  23,  1967,  be  approved  as 
distributed. 

MEDICAL  SOCIETY  OF  THE 
UNITED  STATES  AND  MEXICO 

The  status  of  the  Medical  Society  of  the  United  States 
and  Mexico,  as  it  relates  to  ARIZONA  MEDICINE, 
was  reviewed.  It  was  pointed  out  that  the  policy  of 
providing  free  copies  of  the  journal  to  the  members 
has  been  discontinued.  Three  subscriptions  have  been 
received  to  date. 

Dr.  Elizabeth  Gavitt  has  agreed  to  take  over  as 
Associate  Editor  for  the  group,  replacing  Dr.  James 
Nauman  who  submitted  his  resignation. 

It  was  moved  and  unanimously  carried  that  the  finan- 
cial report  be  accepted. 

BLUE  SHIELD  PAGE 

The  general  subject  of  including  Blue  Shield  informa- 
tion in  the  journal  on  a regular  basis  was  discussed  ex- 
tensively. 

It  was  moved  and  unanimously  carried  that  the  Pres- 
ident of  Blue  Shield  be  invited  to  submit  Blue  Shield 
reports  over  his  signature.  Said  reports  to  be  printed 
in  the  “ArMA  Reports"  section  of  the  journal. 

SOUTHWESTERN  MEDICINE 

The  subject  of  consolidating  SOUTHWESTERN 
MEDICINE  and  ARIZONA  MEDICINE  was  discussed. 
Dr.  Foster  reviewed  in  detail  the  history  of  SOUTH- 
WESTERN MEDICINE.  No  action  taken. 

COMMUNICATIONS 

Mr.  Robinson  read  a letter  from  Dr.  Merlin  K.  DuVal, 
dated  6/27/67,  expressing  appreciation  for  including 
medical  students  and  faculty  members  on  the  compli- 
mentary subscription  list. 

OTHER  BUSINESS 

Front  Cover  Advertising 

It  was  moved  and  unanimously  carried  that  at  the 
end  of  the  current  contract  year  we  would  no  longer 
accept  advertising  on  the  cover  of  ARIZONA  MEDI- 
CINE. 

MEETING  ADJOURNED  8:45  P.M. 

John  P.  Heileman,  M.D. 

Secretary 

By  Bruce  E.  Robinson 

Assistant  Executive  Secretary 


CENTRAL  OFFICE 
ADVISORY  COMMITTEE 

Meeting  of  the  Central  Office  Advisory  Committee  of 
The  Arizona  Medical  Association,  Inc.,  held  Thursday, 
July  20,  1967,  in  the  Cactus  Room  of  the  Francisco 
Grande  Hotel,  Casa  Grande,  Arizona,  convened  at  2:10 
p.m.,  John  P.  Heileman,  M.D.,  Secretary  and  Chairman, 
presiding. 

ROLL  CALL 

PRESENT:  Drs.  Dudley,  Jr.,  Arthmr  V.,  President- 
Elect;  Dysterheft,  Arnold  H.,  President;  Flynn,  Richard 
O.,  Vice  President;  Heileman,  John  P.,  Secretary  and 
Chairman;  Landeen,  Fred  H.,  Treasurer.  Staff:  Messrs. 
Carpenter,  Robert,  Executive  Secretary,  ArMA;  Robin- 
son, Bruce  E.,  Assistant  Executive  Secretary,  ArMA; 
Boykin,  Paul  R.,  Executive  Secretary,  BOMEX. 


EXECUTIVE  COMMITTEE 

While  this  meeting  was  actually  called  as  one  of  the 
Executive  Committee,  having  the  same  membership  as 
the  Central  Office  Advisory  Committee,  it  was  deter- 
mined to  be  conducted  as  one  of  the  latter  because  of 
some  question  of  authority  of  the  former.  The  Executive 
Committee  was  first  established  during  the  term  of  office 
of  the  then  President,  Dr.  Lindsay  E.  Beaton,  in  1960, 
by  authority  of  the.  Board  of  Directors  of  this  Associa- 
tion in  meeting  held  June  5,  1960.  Chapter  VII  — 
Standing  and  Special  Committees,  Section  1,  provides 
in  part:  “.  . . there  shall  be  standing  committees  as  here- 
inafter specified,  and  such  special  committees  as  may 
be  expedient  in  carrying  out  the  work  of  the  Associa- 
tion . . . .” 

It  was  regularly  moved  and  carried  that  there  be  re- 
ferred to  the  Articles  of  Incorporation  and  By-Laws 
Committee  for  consideration  and  recommendation  to  the 
Board  a provision  in  the  By-Laws  specifically  providing 
for  the  creation  of  an  Executive  Committee  of  the 
Board  of  Directors  (Chapter  VI),  delineating  its  author- 
ity. 


ACCOUNTING 

At  the  request  of  the  Treasurer,  Dr.  Landeen,  bud- 
getary appropriation  accounts  were  reviewed  in  depth 
for  the  enlightenment  of  the  Committe  members.  Special 
attention  was  devoted  to  annual  meeting  expenses  in 
each  category. 


ArMA  Annual  Meeting  Expenses 

It  was  determined  to  refer  to  the  Board  of  Directors 
for  consideration  the  wisdom  of  inquiring  of  the  Blue 
Shield  Corporate  Body  the  possibility  of  increasing 
its  financial  contribution  toward  the  cost  of  operation 
of  its  annual  meeting  held  concurrently  with  that  of 
ArMA. 
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It  was  determined  to  refer  to  the  Scientific  Assembly 
Committee  for  discussion  the  policy  of  reimbursement 
of  guest  speaker  expenses,  possibly  to  include  frist-class, 
round-trip  airplane  fare  and  some  honorarium,  or  a 
fixed  amount,  and  submit  its  recommendation  to  the 
Board  of  Directors. 

It  was  further  requested  that  the  description  (title) 
of  accouirts  associate  with  the  annual  meeting  expenses 
be  reviewed  and  revised  to  make  them  more  meaningful 
and/or  descriptive,  and  possibly  more  detailed. 

AMA  Meeting  Expenses 

It  was  regularly  moved  and  carried  that  the  Central 
Office  Advisory  Committee  recommend  to  the  Board 
of  Directors  the  establishment  of  policy,  with  regard 
to  payment  of  expenses  of  Delegates,  Alternate  Dele- 
gates and  Officers  authorized  to  represent  this  Associa- 
tion on  official  business  at  designated  meetings  and  in 
attendance,  to  comprise  first-class,  round-trip  airplane 
fare  and  a per  diem  of  $40,  subject  to  adjustment  if 
and  when  indicated. 

Referred  to  the  Board  of  Directors  the  matter  of 
maintaining  and  operating  a Hospitality  Room  during 
the  AMA  annual  and  clinical  meetings. 

Central  Office  Facilities 

The  Central  Office,  located  in  the  Safari  Building, 
4601  North  Scottsdale  Road,  Scottsdale,  Arizona,  is 
under  a five  (5)  year  lease  with  owners  of  the  Safari 
Hotel,  terminating  July  31,  1969.  An  option  to  renew 
for  an  additional  five  (5)  years  is  provided  requiring 
thirty  (30)  day  notice,  at  a rental  increase  of  ten  percent. 
Suite  No.  201  is  occupied  by  ArMA,  comprising  1,650 
square  feet  at  $4.00  per  square  foot,  or  $550.00  per 
month  plus  taxes  amounting  to  $22.00.  ArMA  is  re- 
quired to  guarantee  the  rental  of  BOMEX.  Currently, 
space  is  inadequate. 

Suite  No.  202  is  occupied  by  BOMEX  under  State 
of  Arizona  lease  of  one  (1)  year,  renewable  annually, 
comprising  750  square  feet  at  $4.00  per  square  foot, 
or  $260.00  per  month. 

Discussion  ensued  as  to  the  advisability  of  considering 
rental  vs.  building;  however,  time  did  not  permit  ade- 
quate evaluation  at  this  time.  It  was  indicated  that 
further  deliberation  thereon  is  imperative  and  should 
be  pursued  now  if  any  consideration  is  to  be  given 
building.  This  item  is  to  appear  on  the  agenda  of  the 
next  meeting. 

Committee  Meeting  Expenses 

A three-page  tabulation  of  luncheon  and/or  dinner 
meeting  expenses  was  prepared  and  submitted  for  re- 
view. It  was  determined  to  provide  each  member  with 
a copy,  the  subject  to  be  further  discussed,  if  indicated, 
at  the  next  meeting  of  the  Committee. 

MEETING  ADJOURNED  AT  4:00  P.M. 

John  P.  Heileman,  M.D. 

Secretary 


FOR  YOUR 
PERMANENT 


HANDSOME,  DURABLE  WHITE  & 
GOLD  VINYL  COVERED  BINDERS 
TO  PRESERVE  PAST  ISSUES  OF 


ARIZONA  MEDICINE. 
EACH  BINDER  HOLDS  UP  TO 
TWELVE  ISSUES. 

ONLY  $300 

EACH 


j^rizona Jffedieme 

4601  N.  Scottsdale  Rd.,  Scottsdale,  Ariz.,  85251 

Name  

Address 


PLEASE  SEND BINDEFJS 

I understand  that  these  will  be  billed 
to  me  at  the  rate  of  $3.00  each. 


October,  1967 
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Maybe  you  don’t  want 

your  patients  to  halve  HyQroton®chiorthaNdone. 


aybe  your  patients  complain: 

hy  don’t  they  make  a tablet  I don’t  have  to  halve?” 


36  see  brief  prescribing  summary  at  the  end  of  advertisement. 


Maybe  you  abandoned  Hygroton  chlorthalidone 
because  there  wasn’t  a convenient  half  strength. 


fes:  Hypertension  and  many  types  of 
Ijvolving  retention  of  salt  and  water. 

illcations:  Hypersensitivity  and  most 
Severe  renal  or  hepatic  disease. 

With  the  administration  of  enteric- 
jtassium  supplements,  which  should 
)nly  when  adequate  dietary  supple- 
1 is  not  practical,  the  possibility  of 
vel  lesions  (obstruction,  hemor- 
id  perforation)  should  be  kept  in 
fgery  for  these  lesions  has  fre- 
een  required  and  deaths  have  oc- 
iscontinue  enteric-coated  potas- 
plements  immediately  if  abdominal 
ention,  nausea,  vomiting,  or  gastro- 
bleeding  occur. 

caution  in  pregnant  patients,  since 
nay  cross  the  placental  barrier  and 
eactions  which  may  occur  in  the 
jmbocytopenia,  hyperbilirubinemia, 
irbohydrate  metabolism,  etc.)  are 
problems  in  the  newborn. 

Ins:  Antihypertensive  therapy  with 
should  always  be  initiated  cau- 
postsympathectomy  patients  and 
s receiving  ganglionic  blocking 
other  potent  antihypertensive  drugs. 
Reduce  dosage  of  concomitant 
tensive  agents  by  at  ieast  one-half, 
tes,  narcotics  or  alcohol  may  po- 
/potension.  Because  of  the  possi- 
rogression  of  renal  damage,  perl- 
rmination  of  the  BUN  is  indicated, 
ue  if  the  BUN  rises  or  liver  dysfunc- 
gravated.  Hepatic  coma  may  be 
ed. 

e imbalance,  sodium  and/or  potas- 
etion  may  occur.  If  potassium  deple- 
d occur  during  therapy,  Hygroton 
discontinued  and  potassium  sup- 
given,  provided  the  patient  does 
narked  oliguria. 

:ial  care  in  cirrhosis  or  severe 
heart  disease  and  in  patients  re- 
)rticosteroids,  ACTH,  ordigitaiis. 
ction  is  not  recommended. 

leactlons:  Nausea,  gastric  irritation, 
anorexia,  constipation  and  cramp- 
less,  weakness,  restlessness,  hy- 
lia,  hyperuricemia,  headache,  mus- 
s,  orthostatic  hypotension,  aplastic 
sukopenia,  thrombocytopenia, 
lytosis,  impotence,  dysuria,  transient 
kin  rashes,  urticaria,  purpura,  nec- 
I igiitis,  acute  gout,  and  pancreatitis 
I lastric  pain  or  unexplained  G.l. 

I develop  after  prolonged  adminis- 
her  reactions  reported  with  this 
I impounds  include:  jaundice,  xan- 
S aresthesia,  and  photosensitization. 

I losage:  One  tablet  with  breakfast 
I rery  other  day. 

I y:  White,  single-scored  tablets  of 
I d aqua  tablets  of  50  mg.,  in  bot- 
I and  1000.  (B)46-230-D 

f lalls,  please  see  the  complete 
p g Information. 

k irmaceuticals 

Ipmical  Corporation 
'lew  York 

i 

! 


Here’s  the  Hygroton 
they  don’t 
have  to  halve 


New  Hygroton  50  mg. 
from  Geigy 


to  go  with 

the  Hygroton  100  mg. 
you  know 


HY.5406  , 


The  relief  reeelved  from  the  first 
Trocinate  400  mg.  tablet  is  so  prompt 
that  the  diseomfort  of  diarrhea  ceases 
to  be  a bother.  May  be  repeated  every 
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HOSPITAL  MEDICAL  ] 
CENTER,  LTD. 


1 

100  fc.  FOURTH  ST.  SCOTTSDALE,  ARIZONA  j 
Adjoining  Scottsdale  Baptist  Hospital  j 

ALLERGIST  j 

Davis  I.  Amow,  M.D.  j 

R.  C.  Romero,  M.D.  ■■  ; 


ANESTHESIOLOGIST 
Sue  Boyett,  M.D. 

FAMILY  GOUNSELING 
Leo  Stein 

FAMILY  DOCTOR 

William  B.  McGahey,  M.D. 

John  A.  Martin  III,  M.D. 

GENERAL  PRACTICE 

Willard  F.  Worthen,  M.D. 

GENERAL  SURGERY 

Boyd  H.  Metcalf,  M.D. 

GENERAL  SURGERY  - CANCER 
Plerbert  N.  Munhall,  M.D. 

INTERNAL  MEDICINE  & CARDIOLOGY  ^ 

Donald  L.  Corzine,  M.D. 

John  F.  Currin,  M.D. 

INTERNAL  MEDICINE 

GASTROENTEROLOGY  ' ‘ 

Charles  Bergschneider,  M.D.  ^ 

OPPITHALMOLOGY 

Robert  L.  Yockey,  M.D. 

ORTHODONTIST  - 

James  C.  Toye,  D.D.S. 

PATHOLOGY 

C.  H.  Strickland,  M.D. 

Fred  C.  Schoene,  M.D.  ; 

PERIODONTIST 

J.  Richard  Loughry,  D.D.S.  i 

PHYSICAL  MEDICINE 
Dennis  Harris,  M.D. 

THORACIC  CARDIOVASCULAR  SURGERY  i 
Carl  Impellitier,  M.D. 

UROLOGIC  SURGERY 

Wilfred  M.  Potter,  M.D. 

RADIOLOGY  i 

M.  Herbert  Nathan,  M.D. 

DENTISTRY 

Lumone  E.  Willmeng,  D.D.S. 

OTHERS 

Srutwa  Pharmacy  { 

Scottsdale  Opticians  j 

For  Leasing  Information  Call  ^ 

946-9091  or  946-5344  j 
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Arizona  Medicine  j 


A breakthrough 
in  the  control  of  pain 


Jhlnlii 


brand  of 


pc 


(as  lactate) 


a potent  injectable  non^narcotic — 
may  be  used  in  place  of  morphine 
and  other  narcotic  analgesics 


Talwin  30  mg.  relieves  pain 
usually  as  quickly  and 
effectively  as  morphine  10  mg. 

whatever  the  intensity  of  the  pain 

whatever  the  cause  of  the  pain 

whatever  the  site^  of  the  pain 

whatever  the  chronicity  of  the  pain 

whatever  the  age  of  the  patient 

without  the  liability  of  narcotics 

without  the  development  of  tolerance  on 
prolonged  use 

with  less  risk  of  severe  respiratory 
depression  than  with  morphine 

with  less  constipation 

with  less  urinary  retention 


*lts  duration  of  action  may  sometimes  be  less  than 
that  of  morphine. 

Should  not  be  used  for  patients  with  increased  in- 
tracranial pressure,  head  injury  or  pathologic  brain 
conditions. 

''Until  sufficient  experience  is  gained,  Talwin  should 
not  be  administered  to  children  under  12  years  of 


A breakthrougl 
in  the  control 
of  pain 

IMwin 

brand  of  i ^ 

pentazocine 

(as  lactate) 

a potent  injectable  non-narcotic — 
may  be  used  in  place  of  morphine 
and  other  narcotic  analgesics 


Clinical  experience  of  more  than  150  investigate 
with  over  12,000  patients  given  varying  dosages i 
Talwin  shows  that  this  potent  injectable  analges] 
is  not  a narcotic. 

Talwin  has  less  risk  of  severe  respiratory  depre 
sion,  urinary  retention,  and  constipation  than  me 
phine  — a great  boon  for  postsurgical  patients. 

Talwin  produces  less  nausea,  vomiting  and  di 
phoresis  than  meperidine. 

Constipation  and  urinary  retention  are  seldom 
problem  with  Talwin. 

Very  rarely  do  hallucinations  or  disorientation  c 
cur  (0.1  % each). 

No  significant  hepatic,  renal,  hematopoietic  or  nel 
rologic  disturbances  have  been  reported.  | 

Talwin  is  well  tolerated  even  by  the  aged  or  very 
patients. 

Used  during  active  labor,  its  tolerance  by  tl 
mother  and  newborn  is  comparable  to  mepe 
dine’s.  As  with  all  new  drugs,  Talwin  should  be  us' 
with  caution  in  pregnant  women  and  in  women  d 
livering  premature  infants. 

Tolerance  to  the  analgesic  effect  of  Talwin  has  r 
developed  with  prolonged  use. 1 

Talwin  gives  significant  relief  of  pain  in  from  15| 
20  minutes  following  I.M.  or  S.C.  injection. I 

Talwin  relieves  pain  usually  for  3 hours  or  lone' 
with  a single  injection;  however,  the  duration  m' 
sometimes  be  less  than  with  morphine.  ! 


86  per  cent  of  medical  and 
surgical  patients  obtained 
excellent  to  good  relief  with 
Talwin  30  mg.  administered  . 


'alwin 

and  of  pentazocine  (as  lactate) 

ised  for  pain  of  all  types 

alwin  has  a wide  range  of 
sefulness  in  surgery 


Number 

of 

patients 

Efficacy 

pes  of  surgical  use 

% 

Exc. 

o/o 

Good 

Exc. 

-h  Good 

% 

Fair 

% 

Poor 

'reoperative 

118 

31 

52 

83"/o 

15 

2 

'ostoperative 

914 

58 

28 

sevo 

8 

6 

re-  and  postoperative 

12 

75 

17 

92% 

0 

8 

linor  surgery 

33 

30 

39 

69% 

0 

31 'r 

raumatic 

14 

64 

29 

93% 

7 

0 

ental 

33 

67 

24 

91% 

3 

6 

Total  patients 

. . .1124 

ficacy  of  30  mg.  Talwin  I.M.  and  S.C.  as  related 
types  of  surgical  use  in  a cooperative  study 


a In  files  of  Department  of  Medical  Research,  Winthrop  Laboratories. 

jh  incidence  of  poor  results  in  minor  surgery  is  due  primarily  to  one 
idy  involving  change  of  burn  dressings  in  children;  9 of  19  patients  ob- 
ned  poor  results  with  dose  used. 


alwin  relieves  all  types 
f pain  in  acute  and 
ironic  medical  disorders 


Number 

Percentage  of  relief 

)e  of  medical  pain 

of 

patients 

Excellent 

Good 

Exc. 

+ Good 

Fair 

Poor 

alignancy,  pain  in 

161 

44 

37 

81% 

8 

11 

rthopedic;  see  also 
“Arthritis" 

111 

53 

38 

91% 

5 

4 

ardiovascular  pain; 
see  also  “Miscel- 
laneous medical" 

96 

59 

27 

86% 

6 

7 

enitourinary  pain 

83 

42 

33 

75% 

16 

10 

thritis 

76 

33 

51 

84% 

12 

4 

ynecologic  pain 

35 

57 

34 

91% 

6 

3 

sphalalgia 

21 

45 

41 

86% 

9 

5 

lastrointestinal  pain 

19 

89 

5 

94% 

0 

5 

best,  including 

• Pleurisy 

• Pulmonary  embo- 
lism and  infarct 

• Lung  abscess 

12 

83 

17 

100% 

0 

0 

iscellaneous  medi- 
cal. including 

• Peripheral  vas- 
cular disease 

• Thrombophlebitis 

• Cervical  root  pain 

• Facial  neuralgia 

• Syringomyelia 

• Burns 

108 

50 

39 

89% 

9 

2 

i Total  patients 722 

ficacy  of  30  mg.  Talwin  I.M.  and  S.C.  as  related 
I types  of  medical  pain  in  a cooperative  study 

la  in  files  of  Department  of  Medical  Research.  Winthrop  Laboratories. 

|e  next  page  for  additional  product  information 


Talwin  relieves  pain  as 
quickly  as  morphine 


Talwin  30  mg.  proved  equivalent  to  morphine  10  mg. 
in  overall  analgesic  efficacy.  During  the  early  post- 
medication period  (up  to  40  minutes  after  drug  in- 
jection), Talwin  was  superior  in  effect  to  morphine. 

After  observation  periods  ranging  from  40  to  180 
minutes  there  was  no  difference  between  the  drugs 
in  their  effect  on  intensity.  There  were  141  and  119 
complete  patient  records  for  Talwin  and  morphine, 
respectively,  in  this  double-blind  study.  Other  clini- 
cal investigators,  studying  duration,  state  that  relief 
with  Talwin  may  be  obtained  for  up  to  three  hours 
or  longer,  a period  sometimes  less  than  morphine’s. 


Talwin  is  as  effective 
for  severe  pain  (Fig.2)t 
as  for  moderate  pain  (Fig.3)< 


Figure  2.  Percentage  of  patients  Figure  3. 

--  100  -- 


Minutes  after  administering  Talwin  Minutes  after  administering  Talwin 


Per  cent  excellent  to  good 
relief  of  severe  pain  obtained 
with  30  mg.  Talwin  in  218 
postoperative  patients 


Per  cent  excellent  to  good 
relief  of  moderate  pain  ob- 
tained with  30  mg.  Talwin  in 
203  postoperative  patients 


Talwin  does  not  require 
a narcotics  prescription 
or  narcotics  records 

The  World  Health  Organization  Expert  Committee 
on  Dependence-Producing  Drugs  concluded  that 
.there  was  no  need  at  this  time  for  narcotics  con- 
trol of  pentazocine  [Talwin]  internationally  or  na- 
tionally.”' 


*Storer,  E.  H.:  Data  in  the  files  of  the  Sterling-Winthrop  Research  Institute. 

fCooperative  study,  data  in  the  files  of  the  Department  of  Medical  Research, 
Winthrop  Laboratories. 

\World  Hoalth  Organization  Technical  Hcpoit  Series,  No.  343,  I9615,  p.  G. 


A breakthrough 
in  the  control 
of  pain 


Tiilwiii 

brand  of  , ^ 

peiitazoeiiie 


(as  lactate) 


a potent  injectable  non-narcotic — 
may  be  used  in  place  of  morphine 
and  other  narcotic  analgesics 


Contraindications:  Increased  Intracranial  Pressure,  Head  Injury,  or 
Pathologic  Brain  Conditions  in  which  clouding  ot  sensorium  is  un- 
desirable. Talwin  (brand  of  pentazocine)  should  not  be  administered 
in  these  cases,  since  drug-induced  sedation,  dizziness,  nausea,  or 
respiratory  depression  could  be  misleading. 

Precautions:  Pregnancy.  No  teratogenic  or  embryotoxic  effects  attrib- 
utable to  the  use  of  Talwin  have  been  seen  in  extensive  reproductive 
studies  in  animals:  however,  like  all  new  drugs,  Talwin  should  be 
given  with  caution  to  pregnant  women.  A large  number  of  patients  in 
labor  have  received  the  drug  with  no  adverse  reactions  other  than 
those  that  occur  with  commonly  used  strong  analgesics.  However,  as 
with  other  strong  analgesics,  Talwin  should  be  used  with  caution  in 
women  delivering  premature  infants. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional  eu- 
phoria have  been  noted,  ambulatory  patients  should  be  warned  not  to 
operate  machinery,  drive  cars,  or  unnecessarily  expose  themselves 
to  hazards. 

Certain  Respiratory  Conditions.  The  possibility  that  Talwin  (brand  of 
pentazocine)  may  cause  respiratory  depression  should  be  considered 
in  treatment  of  patients  with  bronchial  asthma.  Talwin  should  be  ad- 
ministered only  with  caution  and  in  low  dosage  to  patients  with  respi- 
ratory depression  (e.g.,  from  other  medication,  uremia,  or  severe 
infection),  obstructive  respiratory  conditions,  or  cyanosis. 

Patients  Dependent  on  Narcotics.  Because  Talwin  is  a narcotic-antag- 
onist, patients  dependent  on  narcotics  and  receiving  Talwin  may  oc- 
casionally experience  certain  withdrawal  symptoms.  Talwin  should 
be  given  with  special  caution  to  such  patients.  It  has  been  observed 
that  some  patients  previously  given  narcotic-analgesics  for  one  month 
or  longer  had  mild  withdrawal  symptoms  when  the  drug  was  replaced 
with  the  analgesic,  Talwin.  After  a short  period  of  adjustment  the  sub- 
jects were  usually  able  and  willing  to  continue  taking  Talwin,  and  re- 
lief of  paJn  was  satisfactory, 

Nonaddicted  Patients  Receiving  Narcotics.  Symptoms  believed  to  be 
indicative  Of  antagonism  to  the  opiate  may  be  observed  rarely  with 
administration  of  Talwin  to  patients  receiving  opiates  for  a short  time. 
Intolerance  or  untoward  reactions  are  seldom  observed  after  admin- 
istration of  Talwin  to  patients  who  have  received  single  doses  or  who 
have  had  limited  exposure  to  narcotics. 

Impaired  Renal  or  Hepatic  Function.  Although  laboratory  tests  have 
not  indicated  that  Talwin  (brand  of  pentazocine)  causes  or  increases 
renal  or  hepatic  impairment,  the  drug  should  be  administered  with 
caution  to  patients  with  such  impairment.  Extensive  liver  disease  ap- 
pears to  predispose  to  greater  side  effects  (e.g.,  marked  apprehen- 
sion, anxiety,  dizziness,  sleepiness)  from  the  usual  clinical  dose,  and 
may  be  the  result  of  decreased  metabolism  of  the  drug  by  the  liver. 

Myocardial  Intarction.  As  with  all  drugs,  Talwin  (brand  of  pentazocine) 
should  be  used  with  caution  in  patients  with  myocardial  infarction 
who  have  nausea  or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects  of 
Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  with  caution 
in  patients  about  to  undergo  surgery  of  the  biliary  tract. 


Adverse  Effects:  Talwin  is  relatively  free  from  the  undesirable  sic 
effects  associated  with  morphine,  such  as  constipation,  urinary  reter 
tion,  or  severe  respiratory  depression.  Furthermore,  Talwin  produce 
less  nausea,  vomiting,  and  diaphoresis  than  meperidine. 

In  over  12,000  patients  who  received  Talwin  intramuscularly,  subcut? 
neously,  or  intravenously,  nausea,  the  most  frequent  adverse  effec 
occurred  in  approximately  5.0  per  cent.  In  decreasing  order  of  oe 
currence  were  vertigo,  dizziness  or  lightheadedness;  vomiting;  an 
euphoria.  Respiratory  depression  was  reported  as  an  adverse  reactio 
in  1 .0  per  cent.  l 

The  incidence  of  each  of  the  other  adverse  effects  was  well  belo 
1.0  per  cent:  constipation,  circulatory  depression,  diaphoresis,  urinar 
retention,  alteration  in  mood  (nervousness,  apprehension,  depression 
floating  feeling),  hypertension,  sting  on  injection,  headache,  di. 
mouth,  flushed  skin  including  plethora,  altered  uterine  contractior, 
during  labor,  dermatitis  including  pruritus,  dreams,  paresthesia,  an 
dyspnea  occurred  rarely  after  administration  of  Talwin  (brand  of  pei 
tazocine).  Furthermore,  each  of  the  following  adverse  reactions  oi- 
curred  in  less  than  0.1  per  cent:  tachycardia,  visual  disturbanc 
(blurred  vision,  diplopia  and  nystagmus),  hallucinations,  disorienfel 
tion,  weakness  or  faintness,  muscle  tremor,  chills,  allergic  reactior 
including  edema  of  the  face,  taste  alteration,  insomnia,  diarrhei 
cramps,  and  miosis;  laryngospasm  in  one  patient. 

Talwin  has  not  produced  severe  respiratory  embarrassment  in  aduf 
(never  apnea),  even  with  large  amounts.  A small  number  of  newbor 
infants  whose  mothers  received  Talwin  during  labor  had  transiei 
apnea.  The  incidence  of  temporary  diminution  in  the  rate  or  strengi 
of  uterine  contractions  is  low  after  administration  of  Talwin,  simik: 
to  that  following  meperidine  hydrochloride.  (In  reporting  no  interfe 
ence  with  normal  labor  in  patients  receiving  Talwin,  one  investigate! 
further  stated  that  the  drug  may  increase  uterine  activity.)  General!' 
no  significant  fetal  heart  rate  change  occurs. 

Laboratory  tests  of  blood  and  of  liver  and  kidney  functions  have  ri 
vealed  no  significant  abnormalities.  A minimum  and  probably  insignif 
cant  increase  in  the  per  cent  of  eosinophils  in  peripheral  bloc 
counts  and  bone  marrow  occurred  occasionally. 

Talwin  is  well  tolerated  by  patients  with  diabetes  mellitus,  and  r 
changes  in  insulin  requirements  have  been  observed. 

Dosage  and  Administration:  Adults,  Excluding  Patients  in  Labor.  Ave 
age  recommended  single  parenteral  dose  is  30  mg.,  by  intramuscula 
subcutaneous,  or  intravenous  route:  may  be  repeated  every  three', 
four  hours.  Pain  has  been  relieved  in  most  patients  with  not  moi 
than  three  doses  daily.  Infrequently,  selected  patients  have  receive 
single  doses  as  high  as  60  mg. 

Patients  in  Labor.  A single,  intramuscular  30  mg.  dose  has  been  mo, 
commonly  administered.  An  intravenous  20  mg.  dose  has  given  ad' 
quate  pain  relief  to  some  patients  in  labor  when  contractions  beconr 
regular,  and  this  dose  may  be  given  two  or  three  times  at  two-  ■ 
three-hour  intervals,  as  needed. 

Children  Under  12  Years  of  Age.  Since  clinical  experience  in  childrn 
under  twelve  years  of  age  is  limited,  the  use  of  Talwin  (brand  of  pe 
tazocine)  in  this  age  group  is  not  recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  received  Talw 
for  prolonged  periods  (e.g.,  over  300  days)  experienced  no  wit 
drawal  symptoms  even  when  administration  was  stopped  abrupti 
furthermore,  there  was  no  tolerance  to  the  analgesic  effect. 

CAUTION.  Talwin  should  not  be  mixed  in  the  same  syringe  with  sc! 
ubie  barbiturates  because  precipitation  will  occur. 

Treatment  of  Overdosage  or  Respiratory  Depression.  Talwin  has  n, 
produced  apnea  or  severe  respiratory  embarrassment  in  adults,  evf' 
in  large  doses.  Occasionally,  however,  moderate  respiratory  depre' 
Sion  may  occur.  Means  of  maintaining  proper  oxygenation  should  b 
available  in  case  of  overdosage  or  respiratory  depression,  and  meth),' 
phenidate  (Ritalin®)  should  be  administered  parenterally.  The  usu^ 
narcotic-antagonists,  such  as  nalorphine,  are  not  effective  respirato' 
stimulants  for  depression  due  to  Talwin. 

How  Supplied:  Ampuls  of  1 ml.,  containing  Talwin®  (pentazocine): 
lactate  equivalent  to  30  mg.  base  and  2.8  mg.  sodium  chloride. 
Water  for  Injection.  Boxes  of  10,  25,  and  100. 

Multiple  dose  vials  of  10  ml.,  each  1 ml.  containing  Talwin®  (pentaz 
cine)  as  lactate  equivalent  to  30  mg.  base,  2 mg.  acetone  sodiu 
bisulfite,  1.5  mg.  sodium  chloride,  and  1 mg.  methylparaben  as  pt- 
servative,  in  Water  for  Injection.  Boxes  of  1. 

The  pH  of  Talwin  solutions  is  adjusted  between  4 and  5 with  laci 
acid  and  sodium  hydroxide. 
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Don’t  let  monilia 

cut  broad-spectrum  therapy  short... 


start  with 

Tetrex-F 

;etracycline  phosphate 
complex-nystatin 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract... 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  helps  you  circumvent  this  problem. 

The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complex  delivers  tet- 
racycline to  the  blood  rapidly.  Side  effects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
racycline therapy:  (1)  the  elderly  or  debili- 
tated, (2)  young  children,  (3)  the  diabetic, 

(4)  those  on  long-term  tetracycline  therapy, 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  with  a history  of  monilial  vaginitis. 

When  you  start  with  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los- 
ing control  elsewhere.  A good  start  for  a 
healthy  finish. 

PRESCRIBING  INFORMATION.  For  complete  information 
consult  Official  Package  Circular.  Indications:  Infections  of  res- 
piratory, gastrointestinal  and  genitourinary  tracts  and  skin  and 
soft  tissues  due  to  tetracycline-sensitive  organisms,  in  patients 
with  increased  susceptibility  to  monilial  infections.  Contraindi- 
cations: The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components.  iVarnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sunlight  should 
be  avoided  during  therapy.  .Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and  hep- 
atotoxicity  may  occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  conducted  initially  and  monthly  for  3 
months.  Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diar- 
rhea, flatulence,  proctitis,  vaginitis,  dermatitis,  and  allergic  re- 
actions may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Con- 
tinue for  10  days  in  Beta-hemolytic  streptococcal  infections. 
Administer  one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tetra- 
cycline phosphate  complex  equivalent  to  250  mg.  tetracycline 
HCl  activity  and  250,000  units  of  nystatin.  For  Oral  Suspension, 
125  mg.  tetracycline  and  125.000  u.  nystatin, '5  ml,,  60  ml.  bottles. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 
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Arizona  Medicine 


Narcotic  Addiction  of  the  Newborn 


One  of  the  few  situations  in  narcotic  addic- 
tion where  a high  index  of  suspicion  and 
prompt  recognition  may  well  be  lifesaving. 


Milton  C.  F.  Semoff,  M.D.,  F.A.A.P. 


Clinical  Instructor  Pediatrics,  Tucson  Medical  Center,  Tucson, 
Arizona. 


Presented  at  the  Pediatric  Staff  Conference  — February  14, 
1967. 


ARCOTIC  addiction  is  yet  one  of  the  most 
serious  problems  of  our  times.  As  practicing 
physicians  and  nurses  we  rarely  come  into  direct 
contact  with  the  many  facets  that  narcotic  addic- 
tion present.  Those  of  us  that  sojourn  in  the 
proximity  of  our  southwestern  borders  should  be 
aware  of  the  one  curable  form  of  addiction  — 
narcotic  addiction  of  the  newborn.  We  should 
also  remember  that  mortality  rates,  in  the  past, 
have  been  reported  as  high  as  93%  in  untreated 
infants  and  34%  in  treated  infants.  More  recent 
reports  are  more  optimistic  but  neonatal  addic- 
tion still  carries  a 9%  mortality  for  treated  symp- 
tomatic infants.^ 

The  increase  in  addiction  and  the  difficulties 
in  the  discovery  and  handling  of  the  pregnant 
addict®  make  it  important  that  physicians  and 
nurses  familiarize  themselves  with  the  significant 
clues.  Frequently  these  women  arrive  at  the  hos- 
pital in  active  labor.  The  majority  do  not  give 
a history  of  narcotic  usage.  Suspicion  should  be 
aroused:  if  usual  analgesics  do  not  give  relief  of 
pain;  multiple  needle  tracts  over  anticubital  re- 
gion, hands,  arms,  feet,  popliteal  fossa,  and  the 
external  jugular  veins  (tatoos  may  hide  marks); 
eomplicating  diseases  from  contaminated  needles 
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(malaria,  hepatitis,  & multiple  abscesses);  moth- 
ers desiring  to  sign  themselves  out  of  the  hospital 
shortly  after  delivery,  often  leaving  their  in- 
fants/"’ Within  twenty-four  hours  post-partum 
the  addicted  mother  may  show  withdrawal  symp- 
toms: abdominal  pains,  sweats,  yawning,  blink- 
ing of  eyes,  joint  pains,  etc.  . . Police  records 
may  assist  in  the  discovery  of  some  cases.  A high 
index  of  suspicion  will  aid  in  the  early  recogni- 
tion and  treatment  of  withdrawal  symptoms  in 
the  neonate. 

The  opium  poppy  and  its  use  by  man  has  roots 
that  go  deep  into  our  early  history.  References 
have  been  found  in  early  hieroglyphics.  Opium 
smoking  in  China  and  opium  eating  in  India  date 
from  time  immemorial  but  these  methods  of  use 
are  the  least  addicting. 

Addiction  became  a problem  with  the  discov- 
ery of  the  alkaloid  morphine  in  Germany  ( 1806 ) . 
During  the  past  twenty  years  Heroin  (Diacetyl- 
morphine  ) has  been  the  most  common  offender. 
Many  times  it  is  used  in  combination  with  other 
drugs  such  as  marijuana,  opiates,  barbiturates, 
tranquilizers,  and  the  methamphetamins.^’  ® In 
past  years  many  morphine  addicts  resulted  iatro- 
genically.  However,  heroin  is  outlawed  entirely 
in  this  country.  In  90%  of  heroin  addicts  the  use 
of  marijuana  precedes  the  use  of  heroin.^  One 
case  of  neonatal  addiction  codeine,  ( mother  had 
breast  cancer ) , and  one  infant  addicted  to  Dem- 
erol (Meperidine),  (mother  had  regional  enter- 
itis and  ulcerative  colitis ) , have  been  reported.®’  ® 

Cobrink  noted  that  the  first  reference  that  they 
could  find  to  neonatal  narcotic  addiction  was  in 
1875.®  Now  in  1966  we  find  the  Commissioner  of 
Hospitals  of  New  York  City  stating  that  more 
than  300  infants  born  in  the  city’s  hospitals  were 
diagnosed  as  suffering  from  neonatal  addiction 
the  previous  year.^  Interpolation  of  the  total 
number  of  known  addicts  to  these  figures  leads 
one  to  surmise  that  many  infants  are  overlooked 
in  New  York  City  and  all  communities. 

Clinically,  neonatal  addiction  is  not  a problem 
of  narcotic  intoxication.  Instead  of  narcosis  with- 
drawal symptoms  show  predominantly  excite- 
ment of  the  Central  Nervous  System.  Little  or 


no  prenatal  care  results  in  low  birth  weight  in- 
fants ( mean  2600  grams ) , high  risk  babies  which 
add  to  the  problems  of  therapy. 

Prevention  of  narcotic  addiction  of  the  new- 
born is  most  difficult.®’  ® The  pregnant  addict  is 
rarely  seen  more  than  once  before  delivery. 
Opinion  differs  as  to  the  optimal  time  that  nar- 
cotic withdrawal  should  be  attempted.  After 
three  to  seven  months  it  is  not  advisable.®  Many 
have  reported  violent  kicking  before  mother  re- 
quired an  opiate.^’  Case  No.  2 the  mother 
stated,  “When  I felt  sick,  the  baby  gave  me  a 
hard  time.  . . . When  I got  a fix,  the  baby  got 
quiet.  . . . This  began  about  six  or  seven  months.” 

Withdrawal  symptoms  may  develop  imme- 
diately, most  commonly  during  the  first  twenty- 
four  hours,  or  any  time  during  the  first  four 
days.  In  general,  the  mechanism  of  withdrawal 
differs  from  the  adult  since  there  is  no  psychic 
dependence.  Physiologically  it  has  been  theorized 
the  opiates  upset  autonomic  homeostatic  equilib- 
ria which  results  in  a hyperreaction  which  re- 
quires additional  opiates  to  preserve  the  quasi- 
equilibrium.*’  *®  The  severity  of  the  symptoms  has 
been  correlated  with  the  amount  of  narcotic 
taken  by  the  mother.*’  *"  A maternal  dose  of  12 
mgs.  of  heroin  daily  is  usually  followed  by  mod- 
erate to  severe  withdrawal  symptoms  in  the 
neonate;  the  exact  amount  taken  is  almost  im- 
possible to  assess. 

Clinical  manifestations  of  withdrawal  in  the 
newborn  are  primarily  in  the  Central  Nervous 
System  and  the  Gastrointestinal  System.*’  ® They 
may  be  outlined  as  follows:  Tremors,  irritability, 
high  pitched  shrill  ciy,  hyperactivity,  flushing 
(or  plethora),  abrasion  of  the  skin,  excess  mu- 
cous, emesis,  diarrhea,  and  fever  . . . ; later  and 
less  frequent  are,  twitching,  cyanosis,  yawning, 
sneezing,  depressed  respiration,  apnoea,  nasal 
stuffiness,  lacrimation,  and  hyperhidrosis;  elec- 
trolyte imbalance,  convulsions,  R.D.S.  (especial- 
ly hyaline  membrane),  shock,  exodus.  . . . Mild 
symptoms  may  continue  for  three  to  six  days 
without  therapy.  Severe  symptoms  may  require 
six  to  eight  weeks  of  treatment.  Once  started  the 
severity  of  the  symptoms  may  increase  very 
rapidly. 
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In  the  Differential  Diagnosis*  all  causes  of 
neonatal  seizures  must  be  considered:  tetany, 
meningitis,  hypoglycemia,  and  intracranial  hem- 
orrhage in  particular.  . . . Infants  expiring  with 
narcotic  withdrawal  symptoms  show  no  specific 
autopsy  findings.  Pneumonia,  hyaline  membrane, 
cerebral  hemorrhage  and  congenital  anomalies 
are  the  most  frequent  pathologic  processes  re- 
ported. Thin  paper  chromatography  can  identify 
narcotics.®'  **'  *®  Blood  and  urine  should  be 

collected  shortly  after  the  infant’s  birth  since 
narcotic  metabolites  disappear  rapidly  with  the 
test  usually  negative  in  twenty-four  hours.  In- 
fants born  to  an  addict  whose  last  fix  was  one 
week  or  more  are  usually  asymptomatic. 

Specific  Therapy  . . . Historically  many  forms 
of  therapy  have  been  attempted  ranging  from 
mother’s  milk  to  saturation  with  whiskey,  opium 
smoke,  sedatives,  tranquilizers,  and  metha- 
done.*' 

Paregoric  (Camphorated  opium  tincture  USP 
...  1 ml.  of  4%  = 4 mgm  opium  = 0.4  mgm 
morphine)  has  been  used  for  over  70  years.  The 
dosage  is  five  drops  every  3-4  hours  increasing 
if  necessary  to  six  to  eight  drops.  This  is  grad- 
ually reduced  after  1-3  weeks  for  the  next  23  to 
45  days.  Too  rapid  reduction  may  precipitate  a 
recurrence  of  symptoms  and  necessitate  a return 
to  higher  dosage.  The  principal  side  effects  are 
obstipation  and  lethargy.*'  ^ 

Chlorpromazine  . . . Cobrink  reported  favor- 
able use  of  the  drug  in  1959.  There  were  no  toxic 
manifestations  yet  effective  and  rapid  control. 
The  most  effective  therapy  was  with  a combina- 
tion of  paregoric  and  chlorpromazine.^  The  dos- 
age is  0.7  — 1.1  mgm/K  every  6 hours,  higher  if 
necessary.  The  oral  and  IM  dosages  are  the  same. 
The  latter  is  necessary  if  the  infant  has  reached 
the  stage  of  emesis.  After  two  to  three  weeks 
the  dosage  is  reduced  by  0.2  mgm/K  every  2-3 
days  over  a period  of  4-6  weeks.  Too  rapid  or 
sudden  reduction  can  bring  a recurrence  of  symp- 
toms. Neonatal  addiction  correlates  with  the  low 
birth  weight  and  the  high  risk  infant.  Many  of 
these  neonates  expire  with  respiratory  problems, 
especially  hyaline  membrane.  Diamond  in  1962 
reported  the  successful  use  of  chlorpromazine 
in  the  treatment  of  the  Neonatal  Idiopathic 
Respiratory  Distress  Syndrome.®  He  administered 


1 ml.  (2  mgm)  every  hour  by  nasogastric  tube 
to  infants  with  a retraction  index  of  8 until  the 
retraction  score  was  0.  Of  15  infants  so  treated 
13  survived  against  a control  group  of  10  infants 
with  only  two  survivals.  Experimentally  chlor- 
promazine protects  against  oxygen  toxicity.  It 
tends  to  lower  temperature  yet  the  reduction  of 
respiratory  rate  and  the  disappearance  of  retrac- 
tions allow  the  infants  color  and  comfort  to  im- 
prove. One  infant  recently  treated  by  this  regime 
at  Tucson  Medical  Center  was  given  264  mgm  of 
chlorpromazine  over  5V2  days  with  no  toxic  ef- 
fects, marked  improvement,  and  recovery.  Cook 
concluded  that  physical  exhaustion  may  be  the 
determining  factor  in  the  death  of  infants  with 
idiopathic  RSD.*^  In  the  treatment  of  the  narcotic 
withdrawal  symptoms  of  Case  No.  1 the  com- 
bination of  paregoric  and  chlorpromazine  was 
impressive  in  the  speed  of  response  and  the  ease 
of  reduction  of  both  drugs. 

The  sociologic  problem  is  firmly  entwined  with 
the  medical  problem.*'  ®'  ®'  *®  It  is  rare  for  the 
addicted  mother  to  make  permanent  recovery. 
It  is  rare  that  change  or  control  of  the  environ- 
ment that  brought  about  addiction  of  the  mother 
is  feasible.  Thus  it  becomes  necessary  for  hos- 
pitals to  have  available  a trained  social  worker 
for  case  finding  and  follow-up,  and  to  establish 
a policy  to  detain  the  addicted  infant  (hospital- 
physician-juvenile  court).  With  Case  No.  1 use 
was  made  of  the  “Underprotected  Child  Form” 
to  report  to  the  Probation  Department  of  the 
Juvenile  Court.  Court  Action  placed  the  infant 
in  the  custody  of  the  Department  of  Welfare. 

Summary  . . . The  treatment  and  management 
of  neonatal  narcotic  addiction  may  be  classified 
as: 

1.  Anticipatory  . . . High  index  of  suspicion. 

2.  Control  of  Symptoms  . . . Paregoric  and 
Chlorpromazine. 

3.  Diet  and  Fluids  . . . High  Calorie. 

4.  Complications  . . . Antibiotics,  etc. 

5.  Sociologic  . . . 

Case  No.  1 — Baby  girl  Y 2780  grams  was  born 
to  a mother  gravida  9 para  8.  She  had  no  pre- 
natal care  and  gave  a history  of  bleeding  for 
three  weeks  during  the  sixth  month.  She  had 
been  on  heroin  for  the  past  two  years.  Her  pre- 
vious child  was  five  years  old.  She  had  been  on 
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“one  packet”  a day  but  had  reduced  it  to  one- 
half  “packet”  every  three  days  for  the  last  four 
months.  Her  last  fix  was  about  48  hours  before 
delivery.  She  had  also  been  taking  a sedative 
“Dolphine.”  This  had  been  given  to  a pregnant 
friend  by  a doctor.  Cramps  started  during  the 
following  nite.  She  went  to  the  Pima  County 
Hospital  and  was  transferred  to  Tucson  Medical 
Center  for  delivery  about  7:00  a.m.  On  examina- 
tion the  infant  appeared  plethoric,  hyperactive, 
with  a high  pitched  cry.  The  remainder  of  the 
physical  examination  was  within  normal  limits. 
At  twenty  hours  the  infant  was  quiet  when  not 
disturbed  but  the  plethoric  appearance  persist- 
ed. If  disturbed  by  handling  or  a loud  noise,  she 
would  respond  with  a high  pitched  cry  and  sev- 
eral intention-like  tremors,  most  marked  in  the 
upper  extremities.  There  was  some  irritation  of 
the  skin  of  the  nose,  cheeks,  chin  and  knees.  By 
30  hours  there  was  increased  agitation  with 
marked  erythema  of  the  knees  and  face.  The  tip 
of  the  nose  and  chin  were  excoriated.  Paregoric 

5 drops  every  four  hours  was  started.  The  hemo- 
globin was  20.5  grams  and  the  hematocrit  was 
65.  The  remainder  of  the  blood  count,  electro- 
lytes and  calcium  were  within  the  norm.  She 
fed  hungrily  on  an  evaporated  milk  and  karo 
formula.  On  the  second  post  partum  day  she  was 
still  jittery.  However,  her  cry  was  not  as  sus- 
tained as  earlier.  Dical  D Capsule  was  given 
orally  b.i.d.  Syrup  Chlorpromazine  1 ml.  every 

6 hours  was  added  to  the  regime.  On  the  third 
post  partum  day  she  was  quiet,  feeding  well,  and 
did  not  respond  to  sudden  noise.  She  continued  to 
feed  and  gain  well.  The  plethora  had  disap- 
peared and  her  skin  healed  by  the  fifth  day.  The 
paregoric  was  reduced  by  one  drop/dose  daily 
from  the  sixth  to  the  tenth  day  when  it  was  dis- 
continued. The  chlorpromazine  was  reduced  as 
follows:  14  drops  (q.i.d.)  on  the  twelth  day,  10 
drops  on  the  thirteenth  day,  five  drops  on  the 
fourteenth  day,  and  discontinued  on  the  fifteenth 
day.  By  court  order  she  was  discharged  to  the 
Pima  County  Welfare  Department  on  the  twenty- 
second  day.  She  weighed  3350  grams.  Her  hemo- 
globin was  16.1  grams  and  the  hematocrit  was 
53.  X-ray  of  the  chest  showed  heart  and  lungs 
within  the  norm. 

Case  No.  2 — Baby  girl  R.  was  a 2800  gram 
product  of  a 29-year-old  mother,  gravida  8 para 
7,  A positive.  She  had  no  prenatal  care.  Arriving 
at  the  hospital  in  labor  she  volunteered  the  fol- 


lowing information.  She  had  been  on  heroin  since 
a short  time  after  her  last  delivery  two  years  ago. 
During  the  last  two  months  she  had  reduced  her 
“drug”  to  once  a day.  Her  last  fix  was  the  day 
before  delivery.  Shortly  after  birth  the  physical 
examination  of  the  infant  was  within  normal 
limits.  She  kept  her  lower  extremeties  flexed. 
Any  attempt  to  extend  the  thighs  would  result 
in  a stiffness  of  the  cervical  spine  and  a tight  cry 
of  about  10  seconds  duration.  Sudden  noise  or 
manipulation  caused  a mild  tremor  of  the  upper 
extremeties.  She  fed  hungrily.  The  jitteriness,  the 
flexion  of  the  thighs,  and  the  tight  cry  abated 
slowly  by  the  fourth  day.  She  was  observed  in 
the  hospital  through  the  fifth  day.  Although  this 
infant  showed  only  mild  symptoms  the  mother 
stated  that  from  the  sixth  or  seventh  month 
“when  she  felt  sick  the  baby  bothered  her.”  A 
fix  quieted  both  mother  and  child.  Unlike  the 
mother  in  Case  No.  1 this  woman  did  not  have 
a police  record.  She  was  very  sincere  in  her  in- 
quiries about  the  child.  The  hospital  social  work- 
er and  the  welfare  case  worker  felt  she  could 
be  entrusted  with  the  child  under  supervision. 
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The  Evolution  of  the  Human  Sector 


Richard  L.  Durbin 


In  this  age  of  multilateral  influence  on  the  operation  of  our  health  facili- 
ties, there  is  evidence  that  concern  for  power,  politics  and  payments  is  dis- 
placing what  should  be  a concern  for  the  patient.  It  is  time  to  restructure 
our  operations  with  the  human  sector  as  the  pinnacle  of  our  concern. 


TTENDING  a state  hospital  organization 
meeting  not  long  ago,  I found  the  organiza- 
tion and  its  objectives  in  a troubled  state  of  flux. 
The  leaders  of  this  hospital  organization  did  not 
deny  the  need  for  broadening  its  goals  to  in- 
clude other  health  agencies,  but  they  insisted 
on  the  retention  of  control  by  the  hospitals.  They 
seemed  to  be  more  concerned  with  political 
means  as  ends  in  themselves  than  in  meeting 
meaningful  human  needs.  They  did  not  seem  to 
be  as  interested  in  the  goals  and  philosophies 
of  the  organization  as  they  were  in  the  political 
power  structure. 

The  session  to  me  again  served  to  point  up 
that  the  health  industry,  a multi-faceted  indus- 
try, is  somewhat  at  a loss  to  decide  in  what  area 
it  belongs  — public  or  private  — , or  should  we 
begin  thinking  of  assigning  it  to  a new  sector 
which,  for  want  of  a better  term,  I call  the 
human  sector. 

Administrator,  Temple  University  Hospital,  and  Associate  Pro- 
fessor Business  Administration,  Temple  Graduate  School  of  Busi- 
ness, Philadelphia,  Pa. 

Presented  at  the  1966  Annual  Meeting  of  the  Arizona  College 
of  Surgeons. 


Early  writers  on  democracy  pointed  out  that 
the  private  sector  is  to  add  to  the  growth  of  a 
nation  directly  while  the  public  sector  is  to  ac- 
complish the  interests  of  the  people  in  protect- 
ing themselves  and  their  country.  Recent  legis- 
lation, and  undoubtedly  legislation  in  the  future, 
treats  health  care  as  the  right  of  each  individual. 
It  has  made  both  the  private  and  the  public 
sectors  responsible  fo  see  that  health  care  is  pro- 
vided to  all  people. 

Providing  health  care  for  all  people  requires 
the  combined  efforts  of  both  sectors.  The  pur- 
pose is  not  merely  profit  or  loss,  or  serving  the 
public  good,  but  embraces  an  objective  over- 
riding both  sectors  and  gives  rise  to  a new 
sector,  the  human  sector. 

With  the  increased  need  for  providing  this 
health  care  and  the  evolution  of  this  human 
sector  — relieving  human  suffering  — both  the 
recipients  and  the  providers,  it  seems  clear,  must 
be  awarded  recognition. 
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On  the  side  of  the  recipient,  our  objectives  to 
relieve  human  suffering  are  clear:  Quality  of  the 
service  must  be  improved.  On  the  side  of  the 
provider:  His  interest  in  self-improvement  must 
be  met  if  his  output  or  productivity,  based  on 
quality,  is  to  be  encouraged.  The  more  highly 
specialized  the  individual,  the  greater  the  need 
for  an  environment  that  encourages  creativity. 
This  environment  is  specifically  freedom.  A high 
degree  of  specialization  and  intellect  require 
freedom  to  create  and  innovate.  This  calls  for 
a flat  organizational  structure  where  democratic 
methods  are  employed  in  goal  setting  and  deci- 
sion making. 

This  is  not  true  in  organizations  which  employ 
the  less  specialized  and  less  educated.  These  or- 
ganizations still  call  for  a triangular,  hierarchical 
type  of  organization  with  a strong  authorita- 
tive individual  at  the  top,  one  with  charisma  and 
a little  bit  of  showmanship  in  him.  The  types  of 
organizational  structure  will  be  determined  by 
the  individuals  in  the  various  activities  of  the  or- 
ganization. One  pattern  of  organizational  design 
and  one  administrative  concept  will  not  work 
for  an  organization,  nor  can  a pattern  be  adopt- 
ed that  can  be  readily  imposed  on  other  similar 
organizations. 

Different  periods  in  the  evolution  of  the  or- 
ganization will  require  different  organizational 
structures.  For  example,  the  new  or  rapidly 
changing  organization  will  require  a strong 
leader  who  possesses  certain  mysterious  quali- 
fications to  lead  or  motivate  the  organization 
and  its  subordinates  through  changing  times. 
The  organization  that  has  proved  itself  over  the 
years  will  need  the  coordinator,  acting  as  a cata- 
lyst to  motivate  subordinates.  The  exact  type  of 
leadership  needed  will  depend  on  the  steepness 
of  the  organizational  structure,  the  type  of  rela- 
tionship between  the  subordinates  and  a super- 
ordinate and  the  amount  of  freedom  needed  to 
do  the  work. 

Private  industry  in  the  past  with  its  profit- 
making motives  had  to  rely  on  the  steep  hierar- 
chical chain  of  command.  The  drive  for  profits 
and  the  fierce  competition  demanded  a strict 
hierarchy  with  a strong  leader  at  the  top.  The 
leader  relied  upon  his  knowledge  of  all  the  com- 
pany activities,  his  personal  charismatic  quali- 
ties, and  a certain  amount  of  dramaturgy  to 
remain  at  the  top.  In  the  highly  competitive 


business  world,  the  goal  was  to  produce  the 
same  product  at  a lower  cost.  Some  industries, 
including  the  textile  industry,  found  that  they 
could  only  reach  a lower  cost  by  not  including 
depreciation,  research  and  development  in  the 
cost.  Therefore,  the  fierce  competition  theory 
did  not  allow  for  replacement  of  plant  or  for 
research  and  development  in  the  product  areas. 
The  corporate  bodies  then  looked  for  ways  of 
getting  an  edge  on  the  market,  either  by  con- 
trol of  raw  materials  or  by  patent  advantages. 
This  desire  was  directly  against  the  public  good 
and  the  federal  government  through  the  Sher- 
man Anti-trust  laws  acted  to  disallow  this  type 
of  behaviour  by  Big  Business. 

So,  the  fierce  competition  was  not  too  produc- 
tive to  the  corporation  and  the  monopoly  was 
illegal.  American  ingenuity  being  what  it  has 
always  been  gave  rise  to  the  oligopolies. 

The  McGraw-Hill  Dictionary  of  Modern  Eco- 
nomics gives  the  following  definition  of  oliogo- 
poly: 

“A  type  of  market  structure  in  which  a small 
number  of  firms  supply  the  major  portion  of  an 
industry’s  output.  The  best  known  examples  in 
the  U.  S.  economy  are  the  automobile  industry 
in  which  three  firms  account  for  92%  of  the  out- 
put of  passenger  cars;  the  gypsum  industry  in 
which  four  firms  supply  90%  of  the  industry’s 
output;  and  the  aluminum  industry  in  which 
three  firms  provide  nearly  all  the  supply  of  alum- 
inum ingots.” 

The  definition  and  description  goes  on  to  ex- 
plain competition  — “prices  in  oligopolistic  in- 
dustries generally  fluctuate  less  widely  than 
those  in  more  competitive  industries;  each  seller 
hesitates  to  lower  prices  because  he  knows  that 
his  few  competitors  will  immediately  match  the 
cuts,  leaving  him  with  essentially  the  same  share 
of  the  total  market  and  lower  profits.  Neverthe- 
less, other  forms  of  competition,  such  as  styl- 
ing, quality,  new  features,  marketing  and  adver- 
tising, may  be  very  keen.”  In  this  last  sentence 
comes  the  focus  on  the  role  of  the  specialist 
who  creates  change  and  makes  product  innova- 
tion. He  must  be  allowed  the  organizational 
freedom,  and  these  modem  organizations  today 
must  seek  out  these  specialists,  attract  them  to 
the  organization,  and  keep  them  actively  inter- 
ested in  their  specialization.  The  specialist  in 
today’s  world,  particularly  in  the  health  indus- 
try, has  at  times  been  forced  to  leave  his  spe- 
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cialty  and  go  into  management  and  the  hier- 
archical chain  of  command  in  order  to  be  rec- 
ognized status-wise  and  salary-wise,  and  to  have 
his  ideas  accepted.  The  form  of  management  to- 
day then  has  not  changed  from  the  old  hierar- 
chical system  where  the  charisma  and  the  right 
to  decision-making  persists.  There  appears  to  be 
a large  and  ever-increasing  distance  between  the 
manager’s  right  to  decide,  which  is  defined  by 
Fayol  and  others  as  authority,  and  the  power 
to  decide,  which  is  a specialized  ability.  The 
distance  between  authority,  or  right  to  decide, 
and  power,  or  ability  to  decide,  is  growing.  It 
probably  is  due  to  increasing  technological  ad- 
vances which  result  in  specialization.  This  in- 
creased knowledge  expansion  is  occurring  at  a 
much  faster  rate  than  changes  in  the  cultural 
definition  of  hierarchical  roles.  What  appears  to 
have  happened  is  that  specialists  in  organization 
have  had  to  compete  with  the  subordinates  in 
the  management  pyramid  and  this  new  group 
of  specialists,  highly  skilled,  with  ability,  have 
been  thrown  into  organization  on  the  old  struc- 
ture and  forced  to  compete  in  the  scalar  chain. 
Al  good  example  of  this  is  the  bedside  nurse 
who  could  become  a true  nurse  specialist  but, 
for  pay  purposes,  status,  and  prestige,  must  join 
the  competition  in  the  superordinate-subordin- 
ate  structure  in  order  to  survive.  Again,  ability  is 
not  recognized  and  the  old-fashioned  “master- 
servant”  relationship  does  not  give  way  to  the 
specialist.  This  situation  produces  strain  and 
tensions  and  may  be  affecting  the  productivity  of 
the  enterprise.  Probably  today  the  most  ob- 
vious result  of  specialization  in  modem  bureauc- 
racy is  the  imbalance  between  ability  and  au- 
thority. 

In  the  health  industry  the  specialist  is  evolving 
at  a rapid  rate.  The  administrator  not  equipped 
to  handle  the  speeialists  organizationally,  will 
soon  find  a shortage  of  specialists.  However,  be- 
fore organizational  change  is  attempted,  some 
method  must  be  developed  to  measure  the  re- 
sults of  ehange,  whether  it  is  goods  or  services. 
In  the  health  industry  the  quality  of  the  service 
must  be  measured.  To  measure  the  quality,  spe- 
cialists need  to  identify  quantitatively  their  ex- 
pectations, and  they  must  develop  measurable 
indices  to  do  this.  By  measuring  their  observa- 
tions and  comparing  them  with  their  expecta- 
tions, they  can  discover  their  degree  of  success 
or  failure.  Any  changes  in  organizational  struc- 


ture will  not  be  haphazard,  then,  but  will  fol- 
low a rational  change  in  direction. 

It  follows  that  an  organization  which  employs 
a large  proportion  of  specialists  will  have  a flat 
structure.  The  more  training  a specialist  has,  the 
greater  will  be  his  need  for  freedom.  The  leader 
in  this  instance  will  be  a coordinator.  Depart- 
ments with  less  highly  specialized  employees 
will  still  need  the  pyramidal  structure  with  the 
charismatic  leader. 

Pay  scales  for  the  specialist  will  need  to  be  in 
the  form  of  ranges,  and  reward  will  come  almost 
automatically.  In  the  less  technical  areas  of  ac- 
tivity, pay  raises  can  be  based  on  performance 
review  and  rating.  The  hospital  administrator’s 
role  v/ill  be  to  serve  as  a coordinator  of  commit- 
tee activity,  recognizing  his  own  and  the  medical 
staff’s  ability  in  specialty  areas.  The  freedom  and 
expression  of  a voluntary  medical  staff  can  best 
be  served  by  the  development  of  strong  line  op- 
erational committees  where  the  specialists  are 
recognized  as  peer  member  committee  evaluat- 
ors. Nursing,  as  specialties  evolve,  will  also  find 
committee  organizations  preferable  to  the  mon- 
astic structure  typified  by  a strong  director  of 
nursing,  supervisors,  and  head  nurses  positions. 
Laboratory  and  x-ray  will  also  be  best  served  by 
other  than  the  pyramid  type  departmentalization. 
These  will  evolve  into  more  democratic  struc- 
tures as  technologieal  advances  create  more  spe- 
cialization. Housekeeping  and  dietary  are  best 
served  by  the  pyramidal  and  charismatic  forms 
of  organization,  but  as  their  knowledge  and 
technology  evolve,  this  too  will  change.  Volun- 
teer groups,  such  as  auxiliaries,  will  probably  do 
best  with  an  organization  which  will  allow  the 
leader  to  appear  as  the  need  is  created,  such  as 
chairmen  for  special  events.  This  discourages  or- 
ganized positions  that  sometimes  take  much  ef- 
fort to  find  work  for. 

This  has  been  an  attempt  to  point  out  changes 
in  the  health  field  brought  about  by  legislation, 
inereased  technology,  specialization,  and  chang- 
ing times.  It  is  a plea  to  re-examine  the  sector 
to  which  the  health  industry  belongs  and  to  ex- 
amine organized  structuring  that  should  take 
place  with  change.  Today’s  administrator  must 
examine  historically  and  realistically  the  entire 
organization,  recognizing  the  leader  and  the  in- 
dividuals, knowing  that  there  are  many  forms  of 
organization,  and  each  must  have  its  own  struc- 
ture to  meet  its  needs.  No  one  pattern  or  mold 
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can  serve  every  organization.  Different  types  of 
organizational  structures  will  evolve  in  time 
within  one  organization.  The  degree  of  growth 
of  the  organization  is  important.  Whether  it  is 
new,  stable,  or  in  danger  will  influence  structure. 
Whether  it  is  democratic,  laissez  faire,  or  auto- 
cratic, it  must  serve  its  members.  Whether  it  is 
line  committees,  Fayol’s  Bridge,  the  coordinator, 
the  hierarchy,  Manitou,  charisma,  or  dramaturgy, 
these  are  only  means  to  organizational  ends.  The 
ends  must  be  interpreted  by  the  administrator 
and  be  translated  into  workable  means  through 
organizational  structure. 

The  goals  of  the  individuals  in  organization 
must  be  enhanced.  “Paraphrasing  Adam  Smith, 
we  can  say  that  every  non-profit  organization 
concerned  with  the  economic  environment  of  its 
participating  members  has  as  one  of  its  pri- 
mary objectives  the  enhancement  of  their  per- 
sonal gain.”^ 

Why  do  we  need  a human  sector  instead  of 
non-profit?  “Many  engage  in  activities  of  a chari- 
table or  eleemosynary  nature  which  clearly  fall 
outside  the  province  of  the  profit-seeking  sector. 
There  is  a tradition  in  Western  Civilization  that 
is  rooted  in  the  Judeo-Christian  belief  that  the 
more  fortunate  should  help  to  care  for  their  less 
fortunate  brothers.  Many  non-profit  institutions 
are  rooted  in  this  ethos,  and  colonial  and  later 
state  legislatures  were  therefore  willing  to  char- 
ter charitable  organizations. 

“The  long  standing,  general  disposition  to  re- 
strict the  growth  of  government  reinforced  the 
inclination  of  citizen  groups  to  join  together  on 
a voluntary  basis  to  further  important  communal 
ends.  There  is  a mutuality  between  a position 
which  holds  that  government  should  not  grow 
unless  there  is  an  absolute  necessity  and  the 
position  which  sees  many  virtues  in  the  voluntary 
association  of  citizens  to  accomplish  important 
charitable  and  social  objectives.”^ 

The  non-profit  sector,  hospitals  particularly, 
but  its  related  health  institutions  too,  should  be 
dedicated  to  the  ethos  of  helping  their  less  for- 
tunate brothers.  Unfortunately,  this  has  not  been 
overwhelmingly  suceessful.  Large  sections  of  the 
population  are  getting  short-changed  in  their 
health  care,  or  are  being  completely  overlooked.'* 
Competing  systems  in  the  same  industry  fre- 
quently lead  to  waste.  Government,  private  and 
non-profit  in  one  major  industry  lead  to  duplica- 


tion of  efforts  and  facilities.  Duplication  of  pack- 
aging brings  up  many  questions  on  quality. 
People  ask,  “What’s  in  that  package?”  and  won- 
der if  it’s  the  same  under  different  labels. 

Is  the  care  the  same  in  a county  hospital  as  in 
a private  hospital?  Is  it  the  same  in  a university 
hospital  as  it  is  in  a proprietary  hospital?  If  so, 
why  the  difference  in  price?  The  public  is  con- 
fused. 

The  government  hospitals,  the  non-profit  hos- 
pitals, and  the  proprietary  hospitals,  as  well  as 
the  concomitant  universities  should  be  combined 
in  the  human  sector.  If  health  is  a right,  it  should 
not  be  bandied  around.  It  should  be  regulated  on 
ability  and  not  on  politics.  The  administrator 
must  become  devoted,  not  to  the  organization, 
but  to  the  ideal  he  would  like  it  to  become. 

SUMMARY 

1.  Health  care  is  the  responsibility  of  both 
public  and  private  resources. 

2.  The  aim  is  the  betterment  of  the  indi- 
vidual—both  provider  and  consumer. 

3.  With  the  ever  increasing  specialties,  each 
specialist  wants  freedom  to  develop  his 
ideas.  Also,  he  wants  responsibility  and 
authority. 

4.  A flat  structure,  not  pyramidal,  is  the  only 
way  to  make  this  work— the  leader  has  to 
be  a coordinator. 

5.  The  less  the  degree  of  specialization,  the 
more  charismatic  the  leader  needs  to  be. 

6.  This  discussion  is  basically  an  appeal  for 
re-examination  of  goals  and  development  of 
the  “human  sector”,  along  with  the  belief 
that  organization  has  to  be  diversified  ac- 
cording to  the  specific  needs. 

The  human  seetor  is  the  culmination  of  all  the 
arts  and  sciences  of  health  knowledge  to  the  re- 
lief of  human  suffering. 

This  is  an  appeal  to  remove  the  political  and 
conflicting  activities  of  all  sectors,  private,  non- 
profit, and  government  in  regard  to  health  and 
directing  the  effort  of  each  of  these  sectors  to  a 
combined  effort  in  the  human  sector.  This  evo- 
lution would  be  the  basis  for  a partnership  in 
health. 

The  space  program  has  successfully  accom- 
plished this  in  coordinating  the  efforts  of  the 
three  sectors  in  an  attempt  to  reach  the  moon. 

1.  “Pluralistic  Economy,”  Eli  Ginsberg. 

2i.  ibid. 

3.  See  “America’s  Unhealthy  Children,”  Harper’s  Magazine,  May 

1966. 
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Gall  Bladder  Surgery  in  the  Small  Hospital 


C.  Herbert  Fredell,  M.D. 


During  the  ten-year  period  1956-1966,  410  operations  were  performed  on  the 
biliary  tract  at  the  Flagstaff  Hospital  and  Western  Navajo  Hospital.  The 
death  rate  following  cholecystectomy  was  0.38%  and  was  1.7%  after  chole- 
cystectomy and  choledochotomy.  Wound  infection  was  the  most  common 
non-fatal  complication.  The  author  concludes  that  "acceptable"  results  may 
be  obtained  following  surgery  on  the  biliary  tract  in  a small  hospital  as  well 


as  a large  one. 


SINCE  1882,  when  Carl  Langenbruch  reported 
the  first  successful  removal  of  a diseased 
gall  bladder, there  have  been  many  surgical 
experiences  recorded  in  the  literature  dealing 
with  gall  bladder  surgery.  Most  of  the  reports 
in  recent  years  have  arisen  from  the  large  hos- 
pitals and  have  been  mainly  composite  experi- 
ences of  several  surgeons. 

In  recent  years  there  has  been  a growing  trend 
for  the  young  trained  surgeon  to  establish  his 
practice  in  the  smaller  community  and  to  practice 
surgery  in  the  small  hospital.  When  the  surgeon 
practices  in  a small  hospital  he  will  usually  find 

Dept,  of  Surgery,  Flagstaff  Hospital,  Flagstaff,  Arizona. 


many  of  his  circumstances  to  vary  somewhat 
from  what  he  was  accustomed  to  while  working 
in  a large  hospital.  It  should  also  be  stated  that 
there  is  a great  similarity  in  most  hospitals, 
whether  they  are  large  or  small. 

If  one  were  to  scan  the  surgical  literature  one 
finds  very  few  reports  of  surgeons  in  small  hos- 
pitals who  have  established  standards  and  pre- 
cedents within  that  particular  situation.  Hope- 
fully, the  surgical  standards  within  every  hos- 
pital, large  or  small,  would  be  of  a high  degree 
and  very  similar  one  to  another. 

Variation  in  practice  situations  at  times  pro- 
duces variation  in  the  results  of  therapy.  In  tlie 
midst  of  the  variations  it  is  hoped  that  the 
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surgeon  will  be  able  to  accomplish  the  same 
degree  of  good  practice  that  his  colleague  in 
other  institutions  can  more  easily  attain. 

It  may  seem  to  be  a glimpse  of  the  obvious  to 
discuss  some  of  the  variations  the  surgeon  will 
find  in  the  small  hospital  that  will  influence  his 
practice  in  that  hospital,  yet  one  must  consider 
the  following  factors  in  most  of  the  small  hos- 
pitals and  in  some  of  the  larger  ones  as  well. 

Within  the  average  small  hospital  one  finds 
the  geographic  locations  of  certain  work  areas 
less  than  ideal.  The  operating  room  suite  is  not 
always  well  enough  lighted  or  ventilated.  It  is 
located  where  isolation  of  the  environment  from 
the  other  hospital  milieu  is  not  possible.  Traffic 
control  in  the  operating  room  area  as  well  as 
patient  care  areas  is  often  a problem.  Infection 
prophylaxis,  housekeeping  procedures,  modern 
equipment,  isolation  procedures  and  practices, 
and  education  of  hospital  personnel  concerning 
cross  contamination,  must  all  come  under  the 
scrutiny  of  the  surgeon.  The  cost  of  infection 
control  in  a hospital  may  strain  the  already  bur- 
dened budget  that  the  average  small  hospital 
bears. 

Within  the  average  small  hospital  the  surgeon 
will  find  limitations  as  to  number  and  variety 
of  equipment  and  instruments,  particularly  if 
they  are  expensive  to  purchase.  The  surgeon 
will  many  times  “make  do”  with  what  is  avail- 
able. Good  craftsmanship,  however,  requires 
proper  equipment  for  the  particular  job  to  be 
done.  The  adaptability  that  the  surgeon  must 
have  will  be  one  of  his  cardinal  virtues  within 
the  small  hospital. 

The  availability  of  ancillary  services  varies 
somewhat  with  each  small  hospital.  Laboratory 
facilities,  radiological  services,  pathological  serv- 
ices, and  anesthesia  services  will  not  always  be 
easily  available  or  consistently  satisfying  to  the 
surgeon  who  must  rely  upon  them  frequently. 

Members  of  the  surgeons’  operating  team  often 
will  be  partially  trained  physicans  who  might 
require  time,  spent  by  the  surgeon,  in  helping 
them  become  better  surgical  assistants.  Within 
the  operating  room  of  the  average  small  hospital 
the  surgeon  must  be  ever  alert  to  the  activities 
of  the  anesthetist,  the  surgical  technician,  and 
the  surgical  assistant  during  the  operative  proce- 
dure. His  responsibility  for  all  that  transpires 
with  the  operating  room  in  the  small  hospital 
is  often  more  acutely  felt  than  when  he  is  sur- 
rounded by  the  personnel  one  finds  in  the 


operating  room  of  the  larger  hospital. 

Few  small  hospitals  have  a recovery  room  or 
intensive  care  unit.  The  patient  usually  is  moved 
from  the  operatfng  room  directly  to  his  room  on 
the  floor  of  the  hospital.  The  floor  of  the  hospital 
often  contains  a variety  of  medical  as  well  as 
surgical  problems.  The  nursing  care  therefore 
is  often  a mixed  affair  with  a variety  of  compe- 
tence that  the  surgeon  must  be  alert  to  recog- 
nize. The  surgeon  must  be  very  explicit  in  his 
orders.  He  must  be  a frequent  visitor  to  his  pa- 
tient and  to  that  patient’s  nurse.  He  must  be 
willing  to  function  at  several  levels  of  care  for 
his  patient.  This  requires  more  time  in  the  day- 
today  postoperative  care  of  the  patient.  Often 
the  small  hospital  does  not  have  a house  staff  of 
physicians  to  care  for  some  of  the  “chores.”  The 
practicing  surgeon  must  maintain  good  records 
and  be  willing  to  work  actively  with  the  admin- 
istration to  make  his  small  hospital  a better  place 
in  which  to  care  for  all  types  of  patients. 

In  an  attempt  to  discover  differences  and  sim- 
ilarities in  the  surgical  practice  and  its  results 
in  the  small  hospital,  as  contrasted  to  the  larger 
hospital,  a review  of  a ten-year  experience  with 
gall  bladder  surgery  in  a small  hospital  situation 
was  done. 

This  study  is  derived  from  the  personal  ex- 
perience of  the  author  in  the  Flagstaff  Hospital, 
Flagstaff,  Arizona,  and  from  the  Western  Navajo 
Hospital,  Tuba  City,  Arizona.  It  covers  a period 
of  8-1-56  to  8-66  in  the  Flagstaff  Hospital,  and 
from  4-1-57  to  4-1-59  in  the  Western  Navajo 
Hospital.  Each  of  these  hospitals  were  50  beds  in 
size  during  the  period  of  this  study.  The  Flag- 
staff Hospital  is  located  in  a relatively  isolated 
community  of  17,000  people  and  had  a popula- 
tion increase  to  25,000  during  the  period  of  the 
study.  The  Western  Navajo  Hospital  is  located 
on  the  western  margin  of  the  Navajo  Indian 
Reservation  in  a village  of  a few  hundred  people. 

It  was  not  possible  to  do  long  term  follow-up 
studies  of  these  patients.  Short  term  follow-up 
was  attempted  and  was  generally  satisfactory. 
After  a year  or  two,  it  was  difficult  to  establish 
consistent  follow-up.  The  increasingly  transient 
nature  of  our  population  makes  the  follow-up 
phase  of  all  diseases  more  difficult  as  the  years 
pass. 

Of  the  total  405  patients  studied  in  this  series 
there  were  33  patients  who  were  cared  for  at 
the  Western  Navajo  Hospital.  Within  this  small 
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group  of  patients  the  author  found  some  of  the 
most  challenging  of  the  biliary  tract  problems. 
The  Navajo  Indian  has  a more  advanced  disease 
before  he  seeks  help.  The  pathological  anatomy 
seen  at  the  time  of  surgery  is  often  more  ad- 
vanced and  technically  more  difficult  to  treat 
than  other  types  of  biliary  tract  problems.  Com- 
mon duct  disease  occurs  more  frequently  and 
liver  damage  is  more  often  present  at  the  time 
of  the  gall  bladder  surgery. 

In  this  series  of  410  procedures  the  most  com- 
mon procedure  performed  was  cholecystectomy. 
Incidental  appendectomy  was  done  when  it  was 
possible.  Cholecystectomy  with  choledochotomy 
was  the  ne.xt  most  common  procedure  performed. 
(Table  1) 


TABLE  I 

Gall  Bladder  Surgery  in  the  Small  Hospital 
8-1-56  to  8-1-66 
Procedures  Performed 


Choleeystostomy  18 

Cholecystectomy  257 

Cholecystectomy  & Choledochotomy  112 

Choledochotomy  16 

Cholecysto-enterostomy  6 

Choledocho-enterostomy  1 

Total  — Patients  405  Procedures  410 


The  postoperative  diagnosis  in  the  majority 
of  the  cases  coincided  with  the  preoperative 
diagnosis.  Variations  are  apparent  when  one 
studies  Table  2.  Cholecystitis  and  cholelithiasis 
were  the  most  common  findings  in  this  series  of 
cases.  When  stones  were  not  found  at  the  time 
of  surgery  a search  for  associated  diseases  was 
made.  There  were  few  instances  in  which  other 
organs  were  involved  with  problems  to  explain 
the  patient’s  symptoms.  When  no  other  cause 
for  the  patients’  complaints  could  be  found,  a 
cholyecystectomy  or  choleeystostomy  was  done. 
Very  often  the  patient  was  dramatically  improved 
postoperatively.  The  problem  of  the  acalculous 
gall  bladder  and  its  relation  to  the  patient  with 
classical  cholecystitis  complaints  remains  an  im- 
solved  problem  for  the  author.  It  is  well  known 
that  the  better  postoperative  results  occur  in  the 
group  of  patients  who  have  typical  gall  bladder 
complaints  and  who  have  calculi  in  the  gall 
bladder  rather  than  those  without  calculi  in  the 
gall  bladder.  A significant  number  of  this  latter 
group  of  patients,  however,  do  have  microscopic 
evidence  of  chronic  cholecystitis. 

Following  surgery,  the  serious  non-fatal  com- 
plications have  been  tabulated.  (Table  3)  Minor 
immediate  postoperative  pulmonary  atelectasis 
was  not  included  in  this  tabulation.  If  it  did 


not  respond  to  therapy  within  48  hours  it  was 
complications  in  the  257  patients  who  had  chole- 
cation.  It  is  of  note  that  there  were  12  wound 
complications  in  the  257  patients  who  had  chole- 
cystectomy alone,  while  there  was  only  one 
wound  complication  among  the  group  of  112 
patients  having  cholecystectomy  and  cholecys- 
tostomies.  In  spite  of  drainage  of  the  peritoneal 
cavity  in  every  case,  there  were  four  cases  of 
deep  intraperitoneal  abscess,  two  of  which  re- 
quired secondary  drainage  procedures. 


Table  II 

Gall  Bladder  Surgery  in  the  Small  Hospital 


8-1-.56  to  8-1-66 
Postoperative  Diagnosis 

Choleeystostomy  18 

Chronic  Cholecystitis  with  stones  7 

Chronic  Cholecystitis  — no  stones  4 

Acute  Cholecystitis  with  stones  2 

Iatrogenic  Trauma  to  gall  bladder  1 

Acute  Pancreatitis  2 

Cirrhosis  of  Liver  2 

Cholecystectomy  257 

Chronic  Cholecystitis  with  stones  163 

Chronic  Cholecystitis  — no  stones  31 

Acute  Cholecystitis  with  stones  58 

Acute  Cholecystitis  — no  stones  4 

Cystic  Duct  anomaly  1 

Cholecystectomy  & Choledochotomy  112 

Chronic  Cholecystitis  with  Cholelithiasis  103 

(Common  Duct  Stones  Found  — 49) 

Acute  Cholecystitis  with  Stones  6 

(Common  Duct  Stones  Found  — 5) 

Chronic  Pancreatitis  1 

Stenosis  of  Sphincter  of  Oddi  2 

Gall  Bladder  Surgery  in  the  Small  Hospital 
8-1-56  to  8-1-66 
Postoperative  Diagnosis 

Choledochotomy  16 

Choledocholithiasis  5 

Chronic  Pancreatitis  3 

Stenosis  of  Sphincter  of  Oddi  2 

Retained  Cystic  Duct  Stump  2 

Stricture  of  Common  Duct  2 

Operative  Injury  to  Common  Duct  1 

Duodenal  Diverticulectomy  1 

Cholecystoenterostomy  6 

Atresia  of  Common  Duct  1 

Divided  Common  Duct  due  to  Blunt 

Abdominal  Trauma  1 

Inoperable  Carcinoma  of  Pancreas  3 

Postoperative  Pancreatitis  Following 

Gastric  Resection  1 

Choledocho-enterostomy  1 

Choledochal  Cystoenterostomy  1 


Pulmonary  complications  have  occurred  with 
an  acceptable  low  frequency.  Judicious  anes- 
thetic management,  early  ambulation  with  deep 
breathing  and  coughing,  and  the  frequent  use 
of  the  intermittent  positive  pressure  assisted 
breathing  with  medications  have  all  contributed 
to  this.  Early  vigorous  treatment  of  atelectasis 
keeps  this  complication  within  the  realm  of  a 
minor  one. 

Thrombophlebitis  occurred  in  only  one  case. 
There  were  two  cases  of  puhnonaix^  infarction. 
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TABLE  m 

Gall  Bladder  Surgery  in  the  Small  Hospital 
8-1-56  to  8-1-66 

Serious  Non  Fatal  Postoperative  Complications 


410  Procedures 

Following  Cholecystostomy  18 

Wound  Disruption  1 

Thrombophlebitis  1 

Premature  Removal  of  Tube  1 

Following  Cholecystectomy  257 

Wound  Infection  9 

Wound  Hemorrhage  1 

Ventral  Hernia  2 

Intraperitoneal  Abscess  3 

Pulmonary  Infarct  2 

Bronchopneumonia  1 

Cardiac  Arrythmia  1 

Common  Duct  Stenosis  due  to  Suture  1 
Biliary  Fistula  — 3 weeks  1 

Following  Cholecystectomy  & Choledochotomy  112 

Wound  Infection  1 

Intraperitoneal  Abscess  1 

Cholangitis  1 

Retained  or  Overlooked  Calculi  3 

Right  Hepatic  Artery  Injury  Repaired  1 
Serum  Hepatitis  3 mos.  postop.  1 

Following  Choledochotomy  16 

Hemorrhagic  Pancreatitis  1 

Following  Choledocho-enterostomy  1 

Cholangitis 


Operative  aceidents  oceurred  in  two  instances. 
In  one  the  right  hepatic  artery  was  entered 
when  the  cystic  artery  was  avulsed  from  its 
origin.  Repair  was  done  immediately  without 
sequelae.  In  the  second  instance,  a cystic  artery 
suture  was  placed  too  close  to  the  point  where 
the  cystic  artery  crossed  the  common  duct  pro- 
ducing postoperative  common  duct  stenosis  with 
jaundice,  on  the  9th  day  postoperatively.  Re- 
exploration with  removal  of  the  suture  and  in- 
sertion of  a T tube  was  done  with  no  further 
difficulty. 

There  were  three  cases  of  retained  common 
duct  calculi.  One  case  was  an  intrahepatic  cal- 
culus that  could  not  be  retrieved  at  the  time  of 
the  choledochotomy.  The  other  two  were  un- 
suspected until  the  postoperative  cholangiogram 
on  the  9th  postoperative  day.  All  of  these  cases 
had  successful  removal  on  the  10th  postoperative 
day. 

There  were  a total  of  128  common  duct  ex- 
plorations during  the  period  of  this  study.  105 
were  done  in  conjunction  with  cholecystectomy. 
Common  duct  exploration  alone  was  done  in  16 
cases.  In  this  group  of  cases,  five  of  the  explora- 
tions were  done  for  retained  common  duct 
stones.  Two  cases  had  common  duct  strictures 
and  one  case  was  done  for  iatrogenic  injury  to 
the  common  duct  during  surgery  in  the  vicinity, 
in  the  presence  of  distorted  anatomy. 

In  13  cases  of  the  18  cases  in  which  chole- 


cystostomy was  done,  it  was  done  for  chronic 
cholecystitis  with  calculi.  The  danger  of  chole- 
cystectomy was  considered  to  be  too  great  at 
the  time  of  surgery.  While  this  is  not  the  ideal 
operation  for  chronic  cholecystitis  with  chole- 
lithiasis, it  is  often  the  operation  of  choice  when 
the  local  anatomy  or  the  general  condition  of 
the  patient  is  such  that  it  would  be  hazardous 
to  proceed  any  further  surgically. 

Cholecystoenterostomy  has  been  done  in  six 
cases  of  common  duct  obstruction.  Four  of  these 
cases  were  pancreatic  in  origin.  Fortunately 
there  has  been  only  one  case  of  hemorrhagic  pan- 
creatitis following  129  common  duct  explorations 
where  the  common  duct  was  explored,  the  pan- 
creas mobilized  and  palpated,  and  the  ampulla 
dilated. 

Fatal  postoperative  complications  have  been 
summarized  in  Table  4.  Following  257  cases  of 
cholecystectomy  there  was  one  myocardial  in- 
farction and  it  proved  to  be  the  only  fatality 
following  that  procedure.  In  the  112  cases  of 
cystostomy  tube  the  night  following  surgery 
there  were  two  cases  of  advanced  liver  disease 
present  at  the  time  of  the  common  duct  surgery, 
which  did  not  respond  postoperatively  but  pro- 
gressed to  demise  a few  weeks  postoperatively. 
Two  similar  cases  occurred  after  a simple  chole- 
cystostomy. One  of  these  removed  his  chole- 
cystostomy tube  the  night  following  surgery 
and  required  operative  reinsertion  of  the  tube. 
One  fatal  complication  followed  a cholecysto- 
jejunostomy  which  was  done  eight  days  follow- 
ing a Bilroth  II  gastrectomy  in  which  obstructive 
jaundice  developed.  The  jaundice  was  due  to 
extensive  scarring  and  chronic  pancreatitis  due 
to  the  penetrating  duodenal  ulcer  which  overlay 
the  common  duct.  After  the  bypass  procedure, 
the  patient  developed  multiple  liver  abscesses 
and  died  three  weeks  postoperatively. 


TABLE  IV 

Gall  Bladder  Surgery  in  the  Small  Hospital 
8-1-65  to  8-1-66 
POSTOPERATIVE  DEATHS 
405  Patients  410  Procedures 

Following  Cholecystectomy  257 

Myocardial  Infarction  1 

Following  Cholecystectomy  & Choledochotomy  112 

Progressive  Liver  Failure  2 

Pulmonary  Embolus  1 

Following  Cholecystostomy  18 

Progressive  Liver  Failure  2 

Following  Cholecysto-enterostomy  6 

Liver  Abscesses  and  Sepsis  1 
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The  management  of  patients  who  have  proved 
or  suspected  biliary  tract  surgery  might  be  sum- 
marized as  follows: 

After  a careful  history  and  physical  examina- 
tion the  patient  should  have  adequate  chole- 
cystograms.  At  times  the  double  dose  or  succes- 
sive days  cholecystogram  technique  will  be  re- 
quired to  demonstrate  disease  in  the  gall  bladder. 
If  no  calculi  are  demonstrated  and  the  gall 
bladder  functions  well,  a search  is  then  made 
for  other  disease  that  might  produce  the  symp- 
tomatology. If  the  patient  continues  to  have  a 
straightforward  history  and  has  disability  from 
his  complaints  in  spite  of  diet  and  medication, 
and  all  of  the  diagnostic  measures  have  been 
taken,  it  then  behooves  the  surgeon  to  explore 
the  patient.  After  a thorough  exploration  of  the 
abdominal  contents  has  been  done  and  no  other 
cause  for  the  patient’s  complaints  has  been  found 
and  the  gall  bladder  appears  to  have  any  evi- 
dence of  previous  inflammation,  even  though 
calculi  are  not  palpable,  the  gall  bladder  should 
be  removed.  In  a significant  number  of  these 
excised  gall  bladders  there  will  be  microscopic 
evidence  of  inflammation,  and  the  patients  who 
have  had  their  gall  bladder  removed  under  these 
circumstances  will  be  markedly  improved.  After 
the  patient  has  convalesced  from  this  surgical 
procedure,  it  is  imperative  that  he  be  followed 
by  the  surgeon  for  a long  enough  time  to  docu- 
ment what  was  done  as  being  specifically  thera- 
peutic for  the  patient’s  problem.  There  are  in- 
stances when  the  surgeon  has  been  so  convinced 
that  his  treatment  was  correct  that  he  failed  to 
observe  the  obvious  problem  which  emerged 
postoperatively  and  which  was  actually  causing 
the  problem. 

If  the  patient  has  non-visualization  of  the  gall 
bladder  on  two  properly  executed  cholecysto- 
grams,  or  has  calculi  demonstrated  on  a chole- 
cystogram, a cholecystectomy  should  be  done  at 
the  earliest  convenient  time,  providing  the  gen- 
eral condition  of  the  patient  permits  this. 

It  is  the  author’s  feeling  that  the  common  duct 
should  not  be  routinely  explored  and  that  spe- 
cific indications,  including  the  more  liberal  use 
of  operative  cholangiography,  exist  that  permit 
an  accurate  decision  in  most  cases. 

If  the  common  duct  is  explored,  it  should  be 
routinely  drained  with  a T tube  or  catheter  and 
routine  prophylactic  antibiotics  should  be  used 
following  the  insertion  of  the  tube.  Antibiotics 
should  be  utilized  until  a full  day  following 


removal  of  the  tube  and  the  routine  tube  chol- 
angiogram. 

The  peritoneal  cavity  should  be  routinely 
drained  in  all  cases  of  surgery  of  the  gall  bladder 
and  common  duct.  The  use  of  Penrose  soft 
rubber  drains  in  Morrison’s  pouch  and  the  fora- 
men of  Winslow  will  save  the  surgeon  many 
anxious  moments  and  the  patient  unnecessary 
morbidity  postoperatively. 

Within  the  average  small  hospital  operating 
room  it  is  not  an  easy  effort  to  routinely  do 
cholangiograms  on  all  patients  having  biliary 
tract  surgery.  It  should  be  done  when  specifically 
indicated  and  proper  preparations  for  such  a 
procedure  should  be  taken  if  there  is  any  pos- 
sibility that  it  would  be  required  in  a given  case. 

The  decisions  and  management  that  a surgeon 
exercises  in  the  care  of  a certain  group  of  diseas- 
es will  vary  from  one  hospital  or  institution  to 
another.  Obviously  any  decision  or  order  that  is 
made  on  the  basis  of  being  “routine”  has  a cer- 
tain hazard  of  being  wrong  in  a specific  instance. 
This  must  not  be  forgotten. 

The  experience  with  surgery  of  the  gall  blad- 
der and  common  duct  that  is  contained  in  this 
report  is  a single  surgeon’s  experience  in  two 
small  hospitals.  The  bulk  of  the  work  was  done 
in  a single  hospital.  It  is  presented  with  the  hope 
that  it  might  be  of  help  to  other  surgeons  in 
similar  situations.  Certain  specific  problems  ex- 
ist in  the  treatment  of  many  types  of  diseases  in 
the  small  hospital  setting.  Similarities  to  the  large 
hospital  scene  are  great. 

Acceptable  results  and  comparable  postopera- 
tive complication  rates  can  be  achieved  in  the 
small  hospital  as  well  as  the  large  one. 

Discussion : 

While  reviewing  the  ten-year  experience  with 
gall  bladder  surgery  in  the  small  hospital  the 
author  also  perused  the  pertinent  literature  con- 
cerning surgery  of  the  gall  bladder  and  common 
duct.  Generous  amounts  of  published  information 
is  available  to  the  student  of  this  subject.  A few 
of  these  will  be  discussed. 

The  etiology  of  gall  stones  has  interested  in- 
vestigators for  many  years.  Thurborn"”  discussed 
the  formation  of  gall  stones  in  man  and  felt  that 
biliary  stasis  even  though  temporary  was  one  of 
the  major  mechanisms  in  the  initiation  of  gall 
stones  in  humans.  He  compiled  an  excellent  bib- 
liography on  this  subject. 
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while  the  formation  of  gall  stones  continues 
to  stimulate  research  there  have  been  instances 
in  which  gall  stones  spontaneously  disappeared. 
Macfarlane  and  Glenn*®  described  it  as  an  un- 
common occurrence  and  caution  that  it  is  often 
an  instance  of  the  stone  passing  down  the  ducts 
into  the  intestine. 

The  incidence  of  gall  bladder  disease  was 
studied  by  Metropolitan  Life  Insurance  Com- 
pany recently.*®  It  was  reported  that  the  admis- 
sions to  hospitals  in  the  United  States  for  gall 
bladder  disease  comprised  2.5  per  1,000  popula- 
tion. The  death  rate  of  gall  bladder  disease  from 
1952  to  1962  has  fallen  from  6.7%  to  3.7%.  It  was 
also  noted  that  very  few  deaths  due  to  gall 
bladder  disease  occur  under  35  years  of  age. 

Weckesser^^  reported  a combined  experience 
of  30  hospitals  in  Ohio  in  which  3,085  operations 
upon  the  gall  bladder  were  performed  with  a 
postoperative  mortality  rate  of  1.2%.  He  noted 
only  three  deaths  occurring  under  the  age  of  60 
years.  He  quoted  the  U.S.  Public  Health  Service 
as  stating  that  the  mortality  has  fallen  appreciab- 
ly in  the  past  five  years  but  that  the  morbidity 
rate  remains  high.  He  also  noted  that  two-thirds 
of  patients  with  gall  bladder  disease  were  treated 
surgically. 

The  treatment  of  cholelithiasis  has  prompted 
several  good  reports  in  recent  years.*’  *’  *^  Col- 

cock^  noted  that  gall  stones  are  second  only  to 
acute  appendicitis  as  an  indication  for  a lapar- 
otomy. He  felt  that  the  present  surgical  opinion 
was  that  the  presence  of  gall  stones  was  suffi- 
cient indication  for  the  removal  of  the  gall 
bladder.  In  the  series  of  1,756  patients  he  studied, 
he  found  that  gall  bladder  disease  was  twice  as 
frequent  in  women  as  men  and  that  94%  of  those 
patients  had  calculi  present  at  the  time  of  sur- 
gery. Cholecystectomy  was  the  most  common 
procedure  performed. 

Hinchley  et  al**  reported  their  experience  with 
acute  cholecystitis  and  noted  that  prophylactic 
cholecystectomy  during  an  asymptomatic  period 
would  obviate  many  biliary  tract  emergencies. 
Removal  of  the  “silent”  gall  stone  has  stirred 
controversy  in  some  medical  circles,  yet  the 
majority  of  opinion  now  favors  its  removal  as 
good  practice  at  this  time. 

The  acalculous  gall  bladder  has  remained  an 
unsolved  problem  in  the  mind  of  several  sur- 
geons. There  are  times  that  its  removal  is  spe- 
cifically indicated,  and  at  times  it  is  removed 


unwisely.  Dowdy*  found  a 4%  incidence  in  his 
cases  of  chronic  cholecystitis  and  1.9%  of  acute 
cholecystitis.  He  had  a 2.5%  incidence  of  normal 
gall  bladders  removed  that  had  the  preoperative 
diagnosis  of  cholecystitis.  Colcock^  found  an 
incidence  of  acalculous  gall  bladders  to  be  2.1% 
in  chronic  cholecystitis  but  a 6%  incidence  in 
acute  cholecystitis.  He  found  an  incidence  of 
0.4%  normal  gall  bladders  in  his  series  of  over 
1,700  cases.  Weiss^®  reported  several  unusual  ex- 
periences he  had  with  biliary  tract  disease  and 
noted  that  65%  of  patients  who  have  had  an 
acalculous  gall  bladder  removed  are  improved 
postoperatively. 

The  early  operation  for  acute  cholecystitis  has 
also  stirred  debate  and  many  reports  pro  and 
con  from  several  centers.  Hinchley  et  al**  and 
Strohl*®  have  discussed  this  problem  and  found 
that  early  operation  during  the  daylight  hours, 
after  the  patient  has  been  evaluated,  and  the 
course  of  the  illness  can  be  established,  to  be 
the  best  approach.  The  incidence  of  perforation 
of  the  gall  bladder  in  recent  years  has  ranged 
from  2.9%  to  11.9%.*®  The  mortality  of  a perfor- 
ated gall  bladder  has  ranged  from  20%  to  29%. 
Its  occurrence  more  often  in  the  older  age  groups 
contributes  largely  to  this. 

Mortality  rates  for  different  types  of  biliary 
tract  surgery  have  received  careful  study  by 
many  surgeons.*’  *’ *®’  *®’  *®  The  postoperative 
mortality  of  patients  with  chronic  cholecystitis 
with  calculi  that  have  had  a cholecystectomy 
ranges  from  0.3%  to  1%,  while  cholecystectomy 
for  acute  cholecystitis  with  calculi  has  a post- 
operative mortality  rate  four  times  greater.**’  *®’  *® 
If  the  patient  is  over  50  years  of  age  the  mortal- 
ity rate  has  been  found  to  be  increased.  In  1934 
Heuer  collected  36,623  cases  of  biliary  tract  sur- 
gery and  found  a 6.6%  postoperative  mortality 
rate.  Glenn^  reported  in  1963  that  the  postopera- 
tive mortality  in  2,358  biliary  tract  procedures 
to  be  1.7%.  He  noted  that  certain  types  of  pro- 
cedures carry  a specifically  higher  postoperative 
mortality.  This  is  due  in  part  to  the  type  of 
patient  and  the  problem  that  requires  that  spe- 
cific procedure.  He  found  cholecystostomy  to 
have  a 12.5%  postoperative  mortality  rate  while 
cholecystoenterostomy  carried  a mortality  rate 
of  12.3%.  Gholecystectomy  and  common  duct 
exploration  had  a 2.8%  postoperative  mortality 
rate  while  common  duct  exploration  alone  had 
a 2.3%  mortality  rate  postoperatively. 
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In  recent  years  several  surgeons  have  felt  that 
the  addition  of  a common  duct  exploration  to 
a cholecystectomy  did  not  increase  the  risk  to 
the  patient.  SaypoP*  noted  that  there  was  a grow- 
ing number  of  unnecessary  choledochostomies 
and  observed  that  there  is  no  justification  for 
opening  the  common  duct  at  the  time  of  chole- 
cystectomy “if  in  doubt.”  He  felt  that  predis- 
section cholangiograms  did  not  decrease  the 
number  of  unnecessary  choledochostomies.  Care- 
ful consideration  of  the  indications  and  proper 
operative  palpation  of  the  common  duct  were 
stressed.  He  noted  that  the  danger  of  pancrea- 
titis following  duct  surgery  and  operative  chol- 
angiography is  35%.  When  a common  duct  ex- 
ploration had  been  done,  several  authors^'^’ 
noted  a significant  increase  of  morbidity.  Dowdy 
and  Waldron^  reported  that  the  age  of  the  pa- 
tient, coexistent  pancreaticobiliary  disease,  and 
coexistent  surgical  procedures  greatly  influences 
the  frequency  of  postoperative  complications. 

The  indications  for  exploration  of  the  common 
duct  have  recently  been  well  described  by  Say- 
pol,^®  Kornfield  and  Allbritten^^  and  Colcock.^ 

The  incidence  of  common  duct  stones  has 
been  described  by  Colcock^  as  10%  in  a series  of 

I, 356  patients.  Hinchley  et  al“  noted  a 7.1%  to 

II. 4%  incidence  of  stones  and  found  that  Dun- 
phy  reported  42%  of  his  patients  with  chole- 
lithiasis had  their  common  ducts  explored  with 
a recovery  of  common  duct  stones  50%  of  the 
time.  In  Hinchley ’s  series  of  cases,  21.3%  of  528 
cases  had  a common  duct  exploration  with  a 
44.8%  stone  recovery  rate. 

Kornfield  and  Allbritten^^  noted  that  the  early 
and  late  morbidity  of  common  duct  surgery  had 
been  reduced  by  the  use  of  antibiotics.  They 
noted  that  if  there  was  no  indication  for  a com- 
mon duct  exploration  and  the  duct  was  then 
explored  that  only  a 3%  recovery  of  calculi  oc- 
curred. They  also  noted  that  the  average  hos- 
pital stay  was  prolonged  an  average  of  3.5  days 
when  the  common  duct  was  explored. 

Once  the  common  duct  has  been  explored 
and  calculi  removed,  the  problem  of  retained 
calculi  must  be  dealt  with  effectively.  Edmunds 
and  Hughes^  found  in  their  series  of  413  com- 
mon duct  explorations  that  20  required  re-ex- 
ploration. Of  the  20  cases  that  were  re-explored, 
15  had  an  operative  cholangiogram  interpreted 
as  normal  in  the  operating  room.  In  this  group, 
the  later  cholangiogram  through  the  T tube  was 
abnormal  in  12  cases.  Of  the  20  cases,  19  had 


re-exploration  within  a year.  Calculi  were  found 
in  14  of  these  cases.  It  was  of  note  that  the 
operating  surgeon  was  correct  in  his  operating 
room  diagnosis  of  the  cholangiogram  in  only  2 
of  the  15  operative  cholangiograms. 

Hampson  and  Petrie*®  reported  a 7%  incidence 
of  retained  calculi  in  patients  in  whom  common 
ducts  were  explored  and  calculi  were  found 
initially.  In  23%  of  these  patients  who  had  a 
second  procedure  for  removal  of  the  retained 
stones  there  were  additional  retained  stones  that 
required  still  further  surgery.  Larson,  Hodgson 
and  Priestley*"*  studied  the  early  and  late  results 
of  comiuon  duct  exploration  and  noted  that  the 
incidence  of  reported  retained  common  duct 
stones  varied  from  1.6%  to  33.0%  as  found  in  the 
literature.  Their  own  series  had  a 3.1%  incidence. 
Only  69%  of  the  patients  with  positive  common 
duct  explorations  were  alive  five  years  later  and 
79%  of  those  with  negative  explorations  were 
alive  five  years  later. 

Glenn^  noted  that  the  postoperative  mortality 
rate  for  patients  who  had  secondary  operative 
biliary  tract  procedures  was  6.7%  in  contrast  to 
a 1.9%  mortality  rate  for  the  patients  with  a pri- 
mary procedure  on  the  biliary  tract.  He  also 
noted  that  the  incidence  of  retained  common 
duct  calculi  seems  to  be  the  same,  in  studying 
many  reported  series  of  surgeons,  among  those 
who  routinely  explore  the  common  duct  in  con- 
trast to  those  who  do  not  do  a routine  explora- 
tion of  the  duct. 

Common  causes  of  persistent  symptoms  fol- 
lowing common  duct  exploration  or  cholecys- 
tectomy, other  than  retained  common  duct  cal- 
culi, are  retained  cystic  duct  remnants  and  scar- 
ring about  the  common  duct.  Glenn  and  Whit- 
selP  reported  that  most  of  these  instances  are 
avoidable.  They  felt  that  a retained  cystic  duct 
remnant  should  be  incriminated  as  the  cause  of 
the  patient’s  symptoms  only  after  all  other  causes 
have  been  excluded.  In  their  series  of  cases  in 
which  57  cases  were  thought  to  be  due  to  re- 
tained cystic  duct  remnant,  21  cases  had  re- 
tained common  duct  stones. 

Scarring  about  the  common  duct  and  stricture 
formation  has  provided  an  entire  chapter  in  the 
history  of  biliary  tract  surgery  for  many  years. 
Dowdy,  Waldron  and  Brown"*  have  discussed  the 
surgical  anatomy  of  the  region  in  a recent  article 
and  found  that  variation  in  “normal”  anatom}' 
was  the  rule.  Trauma  to  the  structures  at  the 
time  of  the  surgery  has  been  considered  to  be 
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the  primary  cause  of  scarring  and  stricture  for- 
mation by  many  authors/^’  Every  surgeon  who 
removes  a gall  bladder  should  be  aware  of  this 
area  of  surgical  reporting  of  experiences. 

If  injury  to  the  common  duct  does  occur  at 
the  time  of  surgery,  that  is  the  time  to  do  some- 
thing about  it.  Longmire'^  noted  that  in  15  out 
of  24  cases  he  reported  that  this  was  done  with 
acceptable  results.  The  first  sign  of  operative 
injury  that  was  not  suspected  at  the  time  of 
surgery  was  the  onset  of  jaundice  3-7  days  post- 
operatively.  Persistent  biliary  fistula  or  the  de- 
velopment of  a postoperative  subphrenic  abscess 
are  also  developments  that  should  alert  the  sur- 
geon to  common  duct  injury  and  stricture.  Long- 
mire  felt  that  a choledochojejunostomy  was  the 
preferable  method  of  repair  even  though  the 
end  to  end  anastomosis  of  the  duct  after  resec- 
tion of  the  stricture  has  been  described  by  many 
to  be  the  preferred  method  of  repair.  This  works 
only  if  the  stricture  is  a small  localized  one. 
Warren  and  MacDonald^  discussed  all  phases  of 
strictures  of  the  common  duct  and  found  97% 
of  their  cases  to  be  due  to  operative  trauma  and 
therefore  avoidable.  Non  traumatic  perforation 
of  the  bile  ducts  has  been  reported. Fortunately 
the  incidence  of  stricture  of  the  common  duct 
is  decreasing  as  the  number  of  biliary  tract  sur- 
gical procedures  being  performed  is  increasing. 

Good  postoperative  results  do  not  always  fol- 
lower proper  removal  of  the  gall  bladder  or  ex- 
ploration of  the  common  duct.  Even  if  the  gall 
bladder  contains  calculi  or  even  if  all  of  the 
calculi  have  been  removed  from  the  common 
duct,  coexisting  diseases  and  problems  account 
for  a significant  number  of  unsatisfactory  results 
of  biliary  tract  surgery.^’  ® Dowdy  and  Waldron 
discussed  this  problem  and  found  that  28.5%  of 
their  2,250  patients  with  biliary  tract  surgery 
had  pancreaticobiliary  disease  other  than  gall 
stones.  In  30%  of  the  patients  other  diseases  were 
present.  The  average  patient  had  a 40%  chance  of 
additional  surgical  procedures  being  done  other 
than  removal  of  the  gall  bladder.  Complications 
would  occur  in  30.5%  of  these  patients  who  had 
cholecystitis  and  gall  stones  before  any  surgical 
procedure  had  been  done.  The  average  patient 
with  gall  stones  had  a 15.8%  chance  of  a post- 
operative complication  and  there  was  a 2.4% 
chance  of  not  surviving  the  surgery  and  the  post- 
operative period.  In  these  patients  in  whom  co- 
existent factors  did  not  exist,  36%  of  the  total 


number  of  patients,  complications  occurred  in 
a significantly  lower  percentage  of  patients. 

The  postoperative  complications  of  a serious 
nature  that  did  not  require  reoperative  therapy 
have  been  summarized  by  Glenn  and  McSherry.^ 
Postoperative  infection  was  still  a major  com- 
plication of  biliary  tract  surgery.  Golcock^  con- 
curred with  Glenn  and  hsted  infection  as  the 
most  common  postoperative  complication.  In 
1,756  patients,  wound  infection  occurred  in  43 
cases  and  intraperitoneal  abscesses  in  15  cases. 
Thirty-one  patients  had  pulmonary  complications 
and  phlebitis  occurred  in  20  cases.  Persistent 
symptoms  occurred  in  a significant  number  of 
cases.  (5%  to  20%) 

At  present  the  patient  who  has  a fatal  com- 
plication will  die  of  different  causes  than  in 
earlier  years.  Glenn  and  McSherry^  found  that 
the  former  causes  were  hepatic  failure  with 
cirrhosis,  infection  and  pulmonary  complications. 
At  present,  cardiovascular  renal  complications 
cause  the  greatest  number  of  deaths.  Hepato- 
biliary disease  was  the  second  most  common 
cause  of  death.  Dowdy  and  Waldron^  found  that 
myocardial  infarction,  peritonitis,  acute  pancrea- 
titis and  liver  failure  accounted  for  68%  of  the 
postoperative  deaths  in  their  series  of  2,285 
operations. 

From  this  brief  review  of  the  literature  the 
author  concludes  the  following; 

1.  Surgery  of  the  gall  bladder  and  common 
duct  still  has  a certain  significant  number  of 
patients  in  whom  the  initial  operation  does 
not  solve  their  problem. 

2.  Diligent  investigation  of  the  patient  who 
has  atypical  symptoms  with  cholecystitis 
should  be  done  before  an  operative  proce- 
dure is  planned. 

3.  When  other  diseases  are  found  they  should 
be  treated.  At  times  it  is  possible  to  treat 
them  concomitantly  with  the  gall  bladder 
surgery.  Gastrointestinal  disease  takes  pre- 
cedence over  biliary  tract  problems. 

4.  Many  of  the  patients  who  might  have  an 
unsatisfactory  result  would  be  benefited  by 
having  their  surgery  performed  by  surgeons 
who  are  trained  and  competent  to  do  this 
type  of  surgery. 

5.  The  surgeon  who  contemplates  doing  bil- 
iary tract  surgery  must  thoroughly  investi- 
gate his  patient  preoperatively,  have  a com- 
plete knowledge  of  pathological  anatomy 
of  the  pancreaticobiliary  tree,  intimately 
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know  when  to  open  the  common  duct  and 
when  not  to  do  so,  know  how  to  do  a com- 
plete common  duct  exploration,  utilize  op- 
erative cholangiography  properly,  consult 
the  radiologist  about  the  cholangiograms  at 
the  time  of  surgery,  amputate  the  cystic 
duct  properly,  administer  antibiotics  when 
indicated,  and  carefully  follow  and  treat 
his  patient  postoperatively. 

SUMMARY 

A ten-year  experience  with  405  patients  upon 
whom  410  surgical  procedures  were  done  on  the 
biliary  tract  has  been  presented.  This  experience 
was  confined  to  the  small  hospital  environment. 
Variations  in  a small  hospital  environment,  in 
contrast  to  a large  hospital,  have  been  discussed. 
The  surgeon  must  constantly  work  to  help  im- 
prove the  hospital  environment  in  which  he 
works,  whether  it  is  small  or  large. 
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ANNUAL  MEETBNG  NOTICE 

ArMA  members  are  WELCOME  and 
are  urged  to  attend  all  meetings  of  the 
House  of  Delegates,  though  they  do  not 
have  the  privilege  of  the  floor  except  as 
the  House  may  suspend  the  rules. 

ANY  MEMBER  OF  ArMA  HAS  THE 
RIGHT  TO  SPEAK  AT  ANY  OF  THE 
REFERENCE  COMMITTEE  MEETINGS 
HELD  BETWEEN  THE  FIRST  AND  SEC- 
OND REGULAR  HOUSE  OF  DELEGATES 
SESSIONS. 

Plan  to  attend  the  1968  meeting  and 
make  your  thoughts  known. 


MAKE  1968  A GREAT 
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Newly  Defined 
Muscular  Dystrophies: 
A Review 


Alan  Yudell,  M.D. 


Phoenix,  Arizona. 

(Paper  was  completed  while  Dr.  Yudell  was  Assistant  Professor 
of  Neurology  at  Baylor  University  College  of  Medicine,  Houston, 
Texas.) 


Muscular  dystrophy  may  be  defined  as  a ge- 
netically determined,  primary  degenerative 
disease  of  skeletal  muscle.^  Confusion  has  long 
existed  with  respect  to  an  appropriate  classifi- 
cation of  the  muscular  dystrophies.  The  most 
generally  accepted  grouping  is  that  of  Walton 
and  Nattrass"  and  its  subsequent  modifications®’® 
in  which  persons  with  these  disorders  are  divided 
into  two  major  clinical  groups:  those  with  myo- 
tonia and  those  without  myotonia.  Patients  are 
seen  more  frequently  without  myotonia  than  with 
this  phenomenon. 

The  “pure”  muscular  dystrophies,  i.e.,  those 
without  myotonia,  include: 

1.  The  Duchenne  type:  pseudohypertrophic 
variety  beginning  in  early  childhood. 

2.  The  limb-girdle  variety:  shoulder  or  hip- 
girdle  weakness  with  onset  in  adult  life. 

3.  The  facioscapulohumeral  type:  involve- 

ment of  the  face,  shoulder  girdle,  and,  in 
many,  primary  or  later  involvement  of  the 
pelvic  girdle. 

4.  The  distal  myopathy  of  Gowers®:  a disease 
of  late  adult  life  with  involvement  begin- 
ning in  the  distal  extremities  and  spread- 
ing proximally. 

5.  The  ocular  type®:  bilateral  ophthalmoplegia 
with  weakness  of  the  upper  facial  muscles 
and  occasionally  dysphagia. 

6.  Congenital  myopathies:  slowly  or  nonpro- 
gressive muscular  weakness  evident  at,  or 
shortly  after,  birth. 

In  reeent  years,  several  new  varieties  of  pri- 
mary muscular  disease  (i.e.  myopathies)  have 
been  deseribed,  each  of  which  appears  to  cause 
distinctive  alterations  in  muscle  tissue.  The  de- 
lination  of  these  changes  has  been  made  possible 
by  the  development  of  new  and  improved  tech- 
niques in  histochemistry,  biochemistry,  and  elec- 
tron microscopy.  These  newly  described  entities 
all  fulfill  the  eriteria  characteristie  of  muscular 
dystrophy;  viz.,  they  are  primary,  degenerative 
diseases  of  skeletal  muscles,  some  of  which  are, 
or  appear  to  be,  genetically  determined.  In  most 
of  these  latter  myopathies  the  onset  of  clinical 
manifestations  oecurs  at,  or  shortly  after,  birth; 
therefore,  these  forms  can  be  placed  in  the  cate- 
gory of  congenital  myopathies.  The  congenital 
myopathies  will  be  the  main  topic  of  this  review. 

The  types  of  muscular  dystrophy  associated 
with  myotonia  include  myotonia  congenita,  myo- 
tonic dystrophy  and  paramyotonia  congenita. 
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The  term.i  Gmyoton'.a  congenita"  and  myatonia 
congenita^  are  now  seldom  used.  Oppenheim 
used  amyotonia  congenita  in  describing  “floppy” 
babies  who  later  improved,  but  his  failure  to 
provide  pathological  studies  prevents  us  from 
knowing  what  disease  or  diseases  he  observed. 
Various  authors  have  tended  to  use  these  terms 
in  different  ways.  To  avoid  confusion,  many  have 
simply  refrained  from  using  them  at  all.  How- 
ever, myotonia  congenita  is  a specific  familial 
disorder  associated  with  myotonia  and  is  the  ap- 
propriate term  for  this  disease,  while  myatonia 
congenita  and  amyotonia  congenita  are  terms 
without  specific  meanings. 

Reviews  of  all  these  varieties  of  muscular 
dystrophy  are  readily  available  in  the  literature, 
two  excellent  sources  of  reference  being  those 
of  Walton®  and  of  Zundel  and  Tyler'®. 

There  have  been  other  reports  of  one  or  sev- 
eral members  of  a family  with  a myopathy 
which  appears  to  be  clinically  different  from 
others  reported  in  the  literature.  Unfortunately 
in  these  cases,  the  pathologic  alterations  of 
muscle  fibers  are  not  specific,  and  no  specific 
enzyme  defects  have  been  demonstrated. 

Undoubtedly,  this  is  just  the  beginning  of  the 
division  of  the  myopathies  into  separate  enti- 
ties. As  new  techniques  are  developed,  the  va- 
rieties as  presently  classified  will  probably  be  di- 
vided into  even  more  discrete  entities.  Only  when 
it  is  possible  to  determine  the  basic  biochemical 
defects  in  patients  with  the  various  myopathies 
may  a final  classification  of  the  muscular  dys- 
trophies be  made. 

CONGENITAL  MYOPATHIES 

The  newly  defined  congenital  myopathies  may 
be  divided  into  those  resulting  from  abnormali- 
ties of  the  muscle  sarcoplasm,  mitochondria  or 
those  in  which  there  is  an  abnormal  storage  of 
glycogen  within  the  muscle  fibers.  (This  is 
somewhat  of  an  oversimplification  but  useful  for 
the  purposes  of  discussion. ) 

Abnormalities  of  Sarcoplasm 

Central  Core  Disease:  In  1956,  Shy  and 
Magee"  described  a familial  disorder  of  muscle 
which  affected  five  persons  in  three  generations. 
All  had  hypotonia  and  muscular  weakness  from 
birth;  motor  skills  were  acquired  slowly  and 
later  than  normal.  They  were  not  able  to  walk 
until  3 or  4 years  of  age.  Skeletal  muscles  were 
small,  but  tendon  reflexes  were  usually  normal. 
Weakness  was  present  in  proximal  and  distal 


muscles,  more  predominantly  in  the  former,  and 
did  not  appear  to  change  with  time.  Electromyo- 
graphy revealed  myopathic  motor  unit  potentials. 
Progressive  weakness  appeared  in  one  patient 
when  he  was  in  the  fourth  decade  of  life. 

Routine  histological  examination  of  muscle 
fibers,  employing  light  microscopy,  revealed 
characteristic  abnormalities.  An  amorphous  core 
having  a definite  fibrillar  structure  which  tra- 
versed the  entire  length  of  the  fiber  was  ob- 
served in  the  central  portion  of  muscle  fibers. 
Large  fibers  contained  as  many  as  five  separate 
cores.  These  cores  were  PAS-positive  even  after 
treatment  with  diastase.  Mitochondria,  aqueous 
sarcoplasm,  and  sarcoplasmic  reticulum  were 
absent  from  the  core.  Portions  of  the  fiber  out- 
side the  core  were  normal.  Occasional  fibers 
showed  acute  necrosis  and  phagocytosis,  and 
some  sarcolemmal  nuclei  were  found  within  the 
sarcoplasm.  Connective  tissue  and  fat  were  in- 
creased between  the  muscle  fibers. 

Nemaline  Myopathy:  In  1963,  Shy  and  co- 
workers'® and  Conen,  et  al,'®  reported  another 
nonprogressive  myopathy  which  appeared  to  be 
familial.  Nine  other  reports  of  this  disease  have 
now  appeared.'^  ®®  In  infancy,  these  children  were 
hypotonic  or  “floppy”  and  motor  development 
was  retarded.  Motor  skills  were  gradually  ac- 
quired, and  with  time  the  children  appeared  to 
gain  in  strength.  Muscle  bulk  was  decreased,  but 
muscle  testing  often  showed  the  strength  to  be 
surprisingly  good.  Proximal  muscles  tended  to  be 
weaker  than  distal  ones.  In  some  cases  the  face 
and  neck  muscles  were  also  weak,  and  in  others 
the  tendon  reflexes  were  absent.  Most  children 
with  this  disorder  appeared  to  “outgrow”  the 
disease,  although  in  some  patients®'’ significant 
regression  in  muscle  strength  occurs  later  in  life. 

The  most  characteristic  microscopic  feature 
of  the  disease  is  the  presence  of  rod-like  (nema- 
line) structures,  up  to  5.0  micra  in  size,  within 
approximately  half  the  muscle  fibers.  These  rods 
can  best  be  observed  under  the  light  microscope 
utilizing  frozen  sections  and  the  modified  Gomori 
trichrome  staining  technique®®  or  equally  well  in 
PTAH  stained  paraffin  sections.®^  The  rods  are 
composed  of  a dense  protein  material  which 
always  appears  to  arise  from  the  Z disc  of  the 
muscle  fiber  but  may  become  dislocated  from 
these  areas.  Fragmentation  of  the  Z disc  is  often 
apparent  in  patients  with  the  disease.  Howe\'er, 
it  is  possible  that  these  nemaline  structures  are 
a nonspecific  alteration  of  muscle  fibers  and  do 
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not  constitute  a specific  entity.  Similar  rods  have 
been  observed  in  three  middle-aged  adults^^’  “ 
in  whom  the  onset  of  a myopathy  occurred  in 
later  life,  and  have  also  been  seen  in  tenotomized 
cats.^®  In  addition  to  the  presence  of  the  nemaline 
rods  an  occasional  muscle  fiber  was  noted  to  be 
undergoing  acute  necrosis  and  phagocytosis. 

Myotubular  Myopathy:  The  clinicical  syn- 
drome seen  in  the  patients  bom  with  bilateral 
facial  paralysis  and  internal  strabismus,  occa- 
sionally associated  with  other  anomalies,  is 
known  as  the  Moebius  syndrome.  Some  authors 
have  reported  a loss  of  neurons  in  cranial  nerve 
nuclei  in  patients  with  this  disorder,  while  others 
have  observed  abnormalities  of  nuclear  inter- 
connections. Other  investigators  have  been  un- 
able to  find  such  abnormalities.  In  a recent  case 
report  of  the  Moebius  syndrome,  no  abnormali- 
ties of  the  central  or  peripheral  nervous  system 
were  found.^®  However,  the  patient  did  have 
nonspecific  facial  and  eye  muscle  abnormalities. 
Thus,  there  are  several  different  disorders  of 
nerve  or  muscle  which  might  cause  this  clinical 
syndrome. 

In  January,  1966,  Spiro,  et  al,”  noted  a curious 
change  in  the  muscle  fibers  of  one  patient  with 
clinical  findings  compatible  with  the  Moebius 
syndrome.  The  patient,  age  12,  had  bilateral 
facial  paralysis,  ptosis,  limited  eye  movements, 
weakness  and  wasting  of  his  distal  extremity 
muscles,  and  a small  right  pectoral  muscle.  Bi- 
opsy revealed  large,  rounded  muscle  fibers  in 
which  the  central  nuclei  were  surrounded  by  a 
clear  area  devoid  of  myofibrils.  The  appearance 
of  these  muscle  cells  was  similar  to  that  of  fetal 
muscle  prior  to  the  fifth  month  of  gestation. 
Because  fetal  muscles  are  formed  from  myotubes, 
the  disorder  was  called  myotubular  myopathy. 
With  the  demonstration  of  this  pathologic  alter- 
ation of  muscle  fibers,  a specifie  myopathy  is 
now  known  to  be  yet  another  cause  of  the 
Moebius  syndrome. 

Other  Myopathies  of  Sarcoplasm:  A prelim- 
inary report^®  of  a congenital  myopathy  associat- 
ed with  multifocal  degeneration  of  muscle  fibers 
with  focal  mitochondrial  loss  and  myofibrillar 
alterations  has  recently  been  presented.  This  case 
of  a unique  defect  may  be  the  first  report  of  yet 
another  congenital  abnormality  of  fiber  struc- 
ture. 

Mitochondrial  Abnormalities 

Luffs  Syndrome:  In  1959,^®  and  in  1962,®“  Luft 


and  his  Swedish  coworkers  reported  an  unusual 
syndrome  in  a thirty-five-year-old  woman.  Since 
childhood  she  had  noted  symptoms  suggestive  of 
hyperthyroidism:  perspiration,  polydipsia,  poly- 
phagia, and  decreased  weight.  When  seen  at  the 
age  of  19,  she  had  moderate  tachycardia  and  a 
basal  metabolic  rate  of  +172.  Antithyroid  ther- 
apy and  thyroidectomy  failed  to  alter  her  basal 
metabolic  rate,  although  she  did  become  myxe- 
dematous. Neurologic  examination  revealed  myo- 
pathic weakness  and  absent  tendon  reflexes. 

Biochemical  studies  of  isolated  skeletal  muscle 
mitochondria  showed  a nearly  maximal  rate  of 
respiration.  Electron-microscopic  examination  of 
muscle  fibers  revealed  an  increased  number  of 
mitochondria,  altered  in  size  and  configuration, 
and  with  densely  packed  cristae.  Similar  altera- 
tions of  mitochondria  have  been  seen  in  muscles 
of  a high  metabolic  rate,  such  as  the  flight 
museles  of  insects. 

Pleoconial  and  Megaconial  Myopathy:  There 
were  no  other  reports  of  mitochondrial  abnor- 
malities until  1964  when  Shy  and  Gonatas®^ 
observed  giant  mitochondria  in  a biopsy  of 
skeletal  muscle  from  a patient  without  hyper- 
metabolism but  with  muscle  weakness.  Shy,  et 
al,®®  in  1966,  reported  in  more  detail  two  patients 
with  abnormal  mitochondria  and  proximal  mus- 
cular weakness  evident  from  early  infancy.  Hy- 
permetabolism was  not  present. 

One  patient,  an  eight-year-old  boy,  had  always 
been  “floppy.”  His  development  was  delayed, 
and  he  was  unable  to  sit  up  until  ten  months  of 
age.  Although  muscle  performance  was  poor 
throughout  his  life,  he  did  seem  to  improve  for 
brief  periods.  He  had  three  prolonged  episodes 
of  increased  weakness  which  were  similar  to  the 
attacks  seen  in  patients  with  periodic  paralysis 
(possibly  caused  by  electrolyte  sequestration  by 
the  mitochondria®®).  The  child  craved  salt  and 
would  cover  his  food  with  it  or  frequently  eat 
a whole  teaspoonful.  A twelve-year-old  brother 
had  a similar  craving.  Electron-microsopic  ex- 
amination of  his  muscle  fibers  showed  some  to 
be  normal,  but  in  others  the  mitochondria  were 
greatly  increased  in  number  and  moderately 
increased  in  size.  In  large  areas  of  the  fibers, 
the  myofibrils  were  replaced  by  densely  packed 
mitoehondria,  and  round  inclusion  bodies  were 
often  present. 
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The  other  patient,  an  eight-year-old  girl,  de- 
veloped a slowly  progressive  weakness  first  not- 
ed at  the  age  of  three.  Walking  became  difficult 
and  she  had  to  crawl  to  ascend  stairs.  Proximal 
limb  weakness  was  evident;  in  time  patellar 
tendon  reflexes  disappeared.  In  an  older  sibling, 
examination  prior  to  death  revealed  areflexia  and 
proximal  limb  weakness.  Abnormal  fibers  with 
large  mitochondria  were  evident  on  electron- 
microscopic  examination.  The  mitochondria  often 
appeared  in  rows  and  covered  the  length  of  a 
sarcomere.  The  internal  structure  of  these  ab- 
normal mitochondria  was  deranged,  and  mito- 
chondrial inclusion  bodies  were  noted. 

Abnormah'ties  of  glycogen  storage.  Three  of 
the  six  recognized  forms  of  glycogen  storage 
disease  are  known  to  affect  striated  muscle:  1) 
McArdle’s  disease,®^  caused  by  a deficiency  of 
muscle  phosphorylase;  2)  Pompe’s  disease,^  in 
which  a deficiency  of  acid  maltase  is  demon- 
strable; and  3)  Forbes’  disease,®®  due  to  a de- 
ficiency of  amylo-1,  6-glucosidase.  Two  other 
enzymatic  defects  of  glycogen  metabolism,  phos- 
phofructokinase  deficiency  and  phosphohexoiso- 
merase  deficiency,  may  result  in  skeletal  muscle 
disease  and  have  recently  been  reported.®^’  ®® 

Other  diseases  characterized  by  the  storage  of 
what  appears  to  be  glycogen,  but  in  which  spe- 
cific enzyme  defects  have  not  been  demonstrated 
have  also  been  reported.®®' Two  general  re- 
views of  muscle  glycogenosis  have  recently 
appeared.^’’ 

McArdles  disease  ( Cori’s  type  V glycogenosis ) 
is  the  first  myopathy  proved  to  be  due  to  a single 
enzymatic  defect.  It  is  more  commonly  encoun- 
tered in  adults  than  children.  Muscular  exertion 
will  cause  cramping  and  occasionally  myoglob- 
inuria. Between  attacks,  the  patient  may  appear 
normal.  Cramps  may  be  induced  by  exercising 
the  muscle  following  the  occlusion  of  the  blood 
supply  to  an  extremity  by  means  of  a sphyg- 
momanometer. The  reason  for  these  cramps  is 
not  imderstood. 

Pompe’s  disease  (Cori’s  type  II  plycogenosis ) 
is  the  most  severe  form  of  glycogenosis  and 
usually  results  in  death  during  infancy.  In  this 
disease,  glycogen  accumulates  in  the  liver,  kid- 
neys,'heart,  skeletal  muscle,  and  the  central 
nervous  system.  Affected  children  are  very  hypo- 
tonic and  weak,  and  death  usually  occurs  as  a 
(result  of  a cardiac  and  respiratory  failure. 


'Pompe’s  disease  should  be  suspected  in  an  infant 
with  an  enlarged  liver  accompanied  by  cardiac 
'failure  and  hypotonia.^®"^® 

Forbes’  disease  (Cori’s  type  III  plycogenosis) 
'affects  liver  and  skeletal  muscle  but  is  relatively 
benign.  Patients  generally  are  hypotonic  and 
weak.  They  may  have  hypoglycemia  and  ketosis 
secondary  to  liver  dysfunction.  The  latter  diffi- 
culty is  clinically  more  significant  than  the 
muscular  involvement.^® 


SUMMARY 

Newer  techniques  of  histochemistry,  biochem- 
istry and  electron  microscopy  have  helped  us 
separate  several  primary  diseases  of  muscle  from 
the  classical  forms  of  muscular  dystrophy.  Most 
of  these  recently  described  disorders  are  appar- 
ent at  birth  and  can  be  classified  under  the 
clinical  category  of  congenital  myopathy.  These 
newly  described  entities  may  be  the  result  of 
defects  of  sarcoplasm  or  myofibrillar  structure 
(central  core  disease,  nemaline  and  myotubular 
myopathy),  defects  of  mitochondria  (Luft’s  syn- 
drome, pleoconial  and  megaconial  myopathy) 
or  defects  of  glycogen  utilization  (McArdle’s, 
Pompe’s  and  Forbes’  disease). 

Obviously,  we  are  just  beginning  to  define 
the  congenital  myopathies,  and  these  are  simply 
our  early  attempts  at  classification  and  differen- 
tiation. New  techniques  will  undoubtedly  fur- 
ther subdivide  these  syndromes. 
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EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbital,  Caution;  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HCl 16  mg. 


FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 

Precautions:  Usual  for  aminophylline-ephedrine- 
phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications;  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 


MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 


WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  sirwe  1856 
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"Mans  best  friend"in  wintertime  diarrheas 


In  winter  "flu"  and  viral 
gastroenteritis,  Donnagel  (4  oz. 
size!)  can  bring  aid  and  comfort  to 
sufferers  from  both  diarrhea  and 
its  discomforts  because  it  contains 
kaolin  and  pectin  plus  belladonna 
alkaloids  (as  in  Donnatal®). 

Donnagel  treats  the  whole  diarrhea 


problem.  Available  on  your 
prescription  or  recommendation. 

For  acute,  non-specific  diarrheas 
Donnagel® -PC  (Donnagel  with 
paregoric  equivalent). 

Donnagel  formula  plus  powdered 
opium,  USP,  24.0  mg.  (equivalent 
to  paregoric  6 ml.)  (warning:  may 
be  habit  forming).  Alcohol,  5%. 


All  the  antidiarrheal  benefits  of 
paregoric  without  the  unpleasant 
taste.  Real  banana  flavor  makes  it 
acceptable,  even  to  children. 

See  product  literature  before 
prescribing. 

A.  H.  Robins  Company 
Richmond,  Va.  23220 


AH-DOBINS 


-’5 


THESES  A 
FOHHDLATION 
FOR  HTEHT 
COnOHUG  NEED 

All  the  Robitussins  contain  glyceryl 
guaiacolate,  the  outstanding  expectorant  agent 
that  greatly  increases  the  output  of  lower 
respiratory  tract  fluid.  Increased  RTF  volume 
exerts  a demulcent  effect  on  the 
tracheo-bronchial  mucosa,  promotes  ciliary 
action,  and  makes  thick,  inspissated  mucus 
less  viscid  and  easier  to  raise. 


For  coughs  of  colds  and  "flu" 

ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 


ROBITUSSIN®  A-C 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Pheniramine  maleate 7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 

Alcohol,  3.5% 

Non-narcotic  for  6-8  hour  cough  control 


ROBITUSSIN®-DM 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Dextromethorphan  hydrobromide  . 15.0  mg. 

Alcohol,  1.4% 


New!  Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 
ROBITUSSIN®-PE 
Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride  . . . 10.0  mg. 

Alcohol,  1.4% 


ROBITUSSIN 

ROBITUSSIN  A-C 

ROBITUSSIN-DM 

ROBITUSSIN-PE 

EXPECTORANT 

0 

0 

0 

0 

DEMULCENT 

0 

0 

0 

0 

COUGH  SUPPRESSANT 

0 

0 

ANTIHISTAMINE 

0 

LONG-ACTING  (6-8  HOURS) 

0 

NASAL,  SINUS  DECONGESTANT 

0 

A.  H.  Robins  Company,  Richmond,  Va.  23220 
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DUAL  PROBLEM  IN  PEPTIC  ULCER 

Relief  of  hyperacidity  is  still  a primary  goal  in  the  treatment  of  peptic 
ulcer.  And  antacids  are  the  most  widely  used  means  of  achieving  this 
relief.  But  antacids  alone  cannot  influence  the  distention  and  bloating 
which  so  often  add  to  ulcer  distress. 


THIS  IS  WHY  MYLANTA®  PROVIDES: 

the  two  most  widely  used  antacids— magnesium  and  aluminum  hydrox- 
ides—to  help  secure  rapid  acid  neutralization  with  little  chance  of  laxa- 
tion  or  constipation; 

PLUS 


the  defoaming  action  of  simethicone— to  help  relieve  the  painful  gas 
symptoms  which  often  accompany  peptic  ulcer. 


nonfatiguing  flavor/smooth  pleasant  texture;  both 
assure  patient  cooperation  during  long-term  therapy. 


Stuart 


Division  of /ATLAS  CHEMICAL  INDUSTRIES.  INC.  / Pasadena,  Calif. 
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PRESIDENT’S  PAGE 


Dr.  Dysterheft 


What  is  the  most  pressing  signifieant  problem 
and  concern  facing  state  medical  associations 
across  the  nation  today?  At  a recent  meeting 
of  the  organization  of  state  medical  association 
presidents  in  Chicago  the  “progressive”  fragmen- 
tation of  medicine  seemed  to  be  next  to  or  head 
the  list.  Fragmentation  has  been  a fact  of  life 
in  organized  medicine  for  some  time,  the  pro- 
gressive erosion  of  segments  upon  parent  organi- 
zations in  an  undisciplined  manner  with  associ- 
ated immature  judgment  has  created  difficulties 
not  readily  solved,  suppressed  or  compromised 
with  by  the  state  executive  and  governing  bodies. 

In  seeking  reasons  and  causes  for  this  ever 
increasing  dilemma  the  round  table  discussions 
concluded  that  the  various  deficiencies  at  the 
state  executive  level  predisposed  much  of  the 
independent  action.  Lack  of  communication,  lack 
of  appropriate  representation  at  the  Delegate, 
Board  of  Directors  and  committee  level  struc- 
ture, along  with  a monolithic  approach  to  med- 
ico-economic problems,  were  responsible  for  a 
go-it-alone  philosophy.  Improved  communication 
increased  specialty  recognition  at  the  Delegate 
level,  increased  participation  of  segmented 


groups  at  the  annual  meeting  were  some  sug- 
gested remedies,  with  state  society  approval  of 
a specialty  to  be  withheld  if  said  specialty  re- 
peatedly obstructed  or  interfered  with  action 
of  the  parent  organization. 

In  unity,  cohesiveness  of  purpose  and  mutual 
respect,  all  members  of  ARMA  should  dedicate 
themselves.  Constructive  criticism  is  welcome. 
It  will  not  be  misrepresented  or  misinterpreted  as 
unfeeling  opposition  or  obstruction,  but  ratlier 
as  a method  of  achieving  an  improved  and  equit- 
able condition  best  serving  all  members. 

If  an  impasse  of  major  proportions  with  a 
government  agency  develops  it  should  be  re- 
membered that  its  importance  precludes  any 
arbitrary  action  by  the  officers.  Board  of  Direct- 
ors or  committees  inconsistent  with  previous 
House  of  Delegate  direction. 

Finally,  if  the  seeds  of  dissatisfaction  remain 
coupled  with  an  insincere  motivation  and  an  in- 
difference to  the  fact  that  we  are  all  physicians 
first,  organized  medicine,  its  societies,  its  mem- 
bers will  forfeit  its  identity  during  tliese  chang- 
ing times. 

Arnold  H.  Dysterheft,  M.D. 

President 
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From  a continuing  study  on  nasal  congestion , 


m u -- A ] 


Be  Pore 


HR.APTgR  rmAMii^te 
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timed  to  work 
while  your  patient  does 


A study  being  conducted  by  the  Department  of 
Otolaryngology,  Greater  Baltimore  Medical  Center  is 
stockpiling  evidence  that  points  to  the  fast  action  and 
prolonged  relief  effected  by  Triaminic  in  the  treat- 
ment of  nasal  congestion. 


and  measured  their  response  to  recommended  doses 
of  Triaminic  tablets. 

Timed  to  release  its  oral  nasal  decongestant  and  two 
antihistamines  within  8 hours,  Triaminic  was  found  to 
effect  partial  or  complete  relief  in  better  than  82%  of 
the  subjects  treated.  Clearing  nasal  obstruction.  Re- 
ducing turbinate  swelling.  Making  breathing  easier, 


Begun  in  March  1966,  the  study  to  date  has  encom- 
passed 85  patients  with  common  nasal  disorders— 

It’s  a comforting  thing  to  know  that  Triaminic  really  works. 


timed-release  tablets 
Each  timed-release  tablet  contains: 

Phenylpropanolamine  hydrochloride 50mg.  Pyrilamine  maleate 25mg.  Pheniramine  maleate 25mg. 

Side  effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpitations,  flushing,  dizziness,  nervousness  or  gastrointestinal  upsets. 
Precautions:  The  patient  should  be  advised  not  to  drive  a car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use  with  caution  in 
patients  with  hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 

DORSEY  LABORATORIES  • a division  of  The  Wander  Company  • LINCOLN,  NEBRASKA  essoi 
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Regional  Medical  Programs  — Part  I 


In  a very  excellent  review  article  published 
in  a recent  issue  of  the  NEW  ENGLAND  JOUR- 
NAL OF  MEDICINE  (August  11,  1966)  Mr. 
John  M.  Russell  made  the  following  statement. 
“Is  it  possible  to  make  a project  started  for  the 
wrong  reasons  and  designed  the  wrong  way  into 
something  worthwhile?”  Mr.  Russell  was  refer- 
ring to  the  federal  legislation  which  has  cul- 
minated in  what  is  known  as  the  Regional  Med- 
ical Program  for  Cancer,  Heart  Disease  and 
Stroke.  And  although  some  might  say  that  he 
has  exaggerated  the  situation  somewhat,  his 
words  do  constitute  a forceful  reminder  that 
the  program  was  born  into  controversy  and  was 
slirouded  in  misunderstanding. 

The  background  story  of  the  development  of 
the  Regional  Medical  Programs,  if  the  follow- 
ing story  is  true,  is  indeed  fascinating.  It  is 
said  to  have  begun  when  Mrs.  Kennedy  started 
to  redecorate  the  interior  of  the  White  House 
and  asked  for  donations  of  furniture  and  pic- 
tures. Apparently,  one  of  the  donors  gave  a num- 
ber of  very  fine  gifts  to  the  President  and  Mrs. 
Kennedy  who,  in  return,  asked  if  they  could  do 
something  for  the  donor.  The  donor  requested 
that  something  be  done  to  conquer  cancer.  Sub- 
sequently, President  Kennedy  disclosed  a plan 
to  establish  a presidential  commission  on  cancer 
and  heart  disease.  Stroke  was  added  later,  at 
about  the  time  the  President’s  father  became 
ill,  thus  giving  rise  to  the  concept  of  the  “killer 
diseases.”  After  the  assassination  this  concept 
was  forwarded  to  President  Johnson  who  stated 
that  he  would  form  such  a commission. 

The  membership  of  the  Presidential  Commis- 
sion on  Cancer,  Heart  Disease  and  Stroke  was 
announced  in  March  of  1964.  Dr.  Michael  E. 
DeRakey  was  appointed  Chairman.  The  Com- 
mission held  its  first  meeting  in  April  and,  back- 
ed by  the  superb  efforts  of  a full-time  staff, 
published  its  report  in  December  of  1964  in  time 
for  its  recommendations  to  be  incorporated  into 
appropriate  legislation  by  the'  89th  Congress. 

The  title  of  the  Commission  report  was  “A 
National  Program  to  Conquer  Heart  Disease, 
Cancer  and  Stroke.”  Although  it  contained  thir- 
ty-five recommendations,  only  three  were  singled 
out  as  constituting  the  core  of  the  Commission’s 


proposals.  These  included  the  recommendation 
that  a national  network  of  Regional  Heart  Di- 
sease, Cancer  and  Stroke  Centers  be  established 
for  clinical  investigation,  teaching  and  patient 
care;  that  a national  network  of  diagnostic  and 
treatment  stations  be  established  across  the  na- 
tion; and  that  a broad  and  flexible  program  of 
grant  support  be  undertaken  to  stimulate  the 
formation  of  medical  complexes  within  which 
appropriate  institutions  and  agencies  could  work 
toward  their  goals  in  concert.  These  three  recom- 
mendations were  then  translated  into  appropri- 
ate legislation  in  the  House  of  Representatives 
and  the  Senate  — House  Resolution  3140  and 
Senate  Bill  596,  respectively. 

During  the  course  of  Public  Hearings  that 
were  held  on  the  legislation,  it  became  apparent 
that  there  was  considerable  sympathy  for  the 
objectives  of  the  Commission  Report.  At  the 
same  time,  however,  grave  reservations  were  ex- 
pressed over  the  methods  that  had  been  sug- 
gested for  achieving  them.  The  real  concerns 
were  identified  as  two  in  number.  First,  the  con- 
cept of  “Centers”  was  objectionable  because  it 
encouraged  people  to  think  in  terms  of  “build- 
ings” — presumably  identified  with  a university 
medical  center  or  a graduate  institution  involved 
in  health  training.  Second,  it  almost  totally  ig- 
nored the  role  of  the  practicing  physician  who, 
after  all,  was  the  one  person  who  was  in  the 
most  advantageous  position  to  be  of  direct  as- 
sistance to  the  patient  with  cancer,  heart  disease 
or  stroke.  As  a result,  by  the  time  the  hearings 
were  over,  every  line  of  the  original  bill  had 
been  stricken  (twelve  pages  in  all)  and  a com- 
pletely new  bill  had  been  substituted.  It  was 
this  new  bill  that  subsequently  passed  both 
the  Houses  of  Congress  and  was  signed  as  Public 
Law  89-239  by  President  Johnson  in  October, 
1965. 

Today,  many  physicians  still  think  of  “Cen- 
ters” when  they  hear  about  Regional  Programs. 
Therefore,  next  month  we  will  diseuss  the  legis- 
lation that  actually  resulted. 
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INFLAMMATION: 

A cellular 


A SYNTEX  REPORT  based  on  recently 
developed  hypotheses  about  topical  cor- 
ticosteroids, including  the  cellular 
theories  of  inflammation  by  Thomas  F. 
Dougherty,  Ph.D.,  University  of  Utah. 

You  are  looking  at  a fibroblast  fight- 
ing for  life.  This  cell  — one  of  the 
most  common  found  in  connective 
tissue  — has  literally  been  poisoned 
by  cytotoxins  released  from  other 
cells  that  have  ruptured.  Soon,  if  the 
abnormal  activity  of  this  fibroblast 
does  not  cease,  it,  too,  will  rupture 
and  die  — one  more  casualty  in  the  in- 
flammatory wave  of  destruction  pre- 
cipitated by  injury. 

Until  a short  time  ago  no  one  had 
ever  witnessed  such  a scene  at  the 
cellular  level.  Now,  through  ad- 
vanced cinemicrographic  techniques, 
it  is  possible  to  view  and  photograph 
the  inflammatory  process  as  pro- 
duced experimentally  in  living  ani- 
mal tissue.  This  method  permits  new 
insight  into  the  mechanism  of  inflam- 
mation and  the  role  of  corticoster- 
oids in  therapeutic  management. 
Equally  important,  these  techniques 
shed  new  light  on  factors  that  may 
make  one  corticosteroid  more  effec- 
tive than  another  — factors  that  can 
be  correlated  with  other  chemical, 
biologic,  and  clinical  parameters. 


i 


Visual  evidence  of  how 
corticosteroids  influence 
the  inflammatory  reaction 

Working  with  phase-contrast  cine- 
micrography  on  living  animal  tissue. 
Doctors  Thomas  E Dougherty  and 
David  Berliner  of  the  University  of 
Utah  College  of  Medicine  have  actu- 
ally filmed  cellular  events  that  occur 
during  the  inflammatory  reaction. 
This  remarkable  study*  and  addi- 
tional work  by  these  investigators,  as 
well  as  by  others,  have  established  a 
new  theoretical  biologic  basis  for  the 
antiinflammatory  effect  of  the  corti- 
costeroids. (It  must  be  noted  that 
other  theories,  such  as  the  lysosome 
or  so-called  “suicide  bag”  theory, 
have  been  postulated,  although  it  is 
quite  likely  that  there  are  more 
similarities  than  differences  among 
the  various  theoretical  models.) 

The  inflammatory  wave 
of  destruction 

In  this  investigation  an  injurious  in- 
jection of  gelatin  is  used  to  set  off  an 
inflammatory  reaction  in  living 
mouse  tissue.  What  follows  is  a wave 
of  destructive  cellular  activity  that 
comprises  the  inflammatory  re- 
sponse to  injury.  Mast  cells  (which 
contain  heparin,  serotonin  and  hista- 
mine) take  up  water,  swell  and  rup- 
ture, releasing  their  contents,  which 
are  toxic  outside  the  mast  cell  wall. 
These  toxins,  in  turn,  cause  disinte- 
gration of  other  cells  (such  as  fibro- 
blasts) and  the  release  of  additional 
toxic  material.  Capillaries,  too,  take 
up  water  and  leak  unformed  blood 
elements,  causing  edema.  And  poly- 
morphonuclears,  lymphocytes  and 
perithelial  cells  invade  the  inflamed 
site.  As  a result  of  all  these  changes, 
the  cellular  envirorunent  reaches  a 
state  of  turmoil. 


Phase-contrast  microscopy  showing 
mast  cell  before  injury. 


Mast  cell  (after  injury)  has  broken  up 
and  released  cytotoxins. 

How  corticosteroids 
change  the  picture 

Corticosteroids  appear  to  virtually 
stop  the  abnormal  cellular  activity 
that  constitutes  the  inflammatory  re- 
action. This  permits  the  body’s  na- 
tural resources  to  clear  up  the 
inflamed  area  and  repair  the  dam- 
aged tissue.  This  interpretation  is 
supported  by  the  fact  that  when  the 
injurious  gelatin  solution  is  injected 
simultaneously  with  a corticosteroid 
— Synalar  (fluocinolone  acetonide)  — 
the  inflammatory  pattern  simply 
does  not  develop. 


Mast  cells  showing  effects  of  cortico- 
steroid action:  cells  are  normal  in  size, 
shape  and  activity. 


In  summarizing  his  study  Doctor 
Dougherty  states:  “...we  also  feel 
this  work  may  explain  why  one  corti- 
costeroid helps  a patient  more  rap- 
idly and  effectively  than  another.  If 
it  does,  it  is  because  one  corticoster- 
oid is  the  fastest,  most  effective  in- 
hibitor of  the  series  of  inflammatory 
events  at  the  tissue  level.” 


*A  New  View  of  Corticosteroid  Action  in  In- 
flammatory Dermatoses,  a film  based  on  this 
study,  is  now  available  from  your  Syntex 
representative. 


See  last  page  for  contraindications,  precautions,  side  effects  and  dosage. 


How  advances  in 
chemical  design 
lave  achieved 
greater 

steroid  potency 


The  chemical  modification  of  corti- 
costeroid molecules  from  the  advent 
of  hydrocortisone  to  the  develop- 
ment of  Synalar  (fluocinolone  ace- 
tonide)  is  a prime  example  of  how 
biochemists  can  “design”  to  increase 
therapeutic  activity  and  minimize 
undesirable  side  actions.  Below,  for 
example,  we  see  the  important 
changes  that  were  made  in  reference 
to  the  hydrocortisone  molecule  to 
produce  fluocinolone  acetonide,  one 
of  the  most  active  of  all  topical  corti- 
costeroids. As  a result,  a 0.01%  prep- 
aration of  Synalar  (fluocinolone 
acetonide)  has  been  reported  to  do 
the  work  of  a 1%  hydrocortisone 
product  containing  100  times  more 
cortiscosteroid.  And  it  can  often  do 
it  more  effectively. 


Hydrocortisone 


Fluocinolone  Acetonide 
(Synalar) 

□ a double  bond  between 
carbonyl  and  2 

□ fluorine  substitutions 
at  both  the  6-a, 

and  the  9-a  positions 

U the  addition  of  the 
acetonide  at  the  16-a, 

17 -<x  positions, 
thus  providing 
one  of  the  most  potent 
topical  corticosteroids 
available. 


How  bioassay  tests  are 
used  to  “predict” 
therapeutic  potential 

Biologic  assays  are  another  tool  used 
by  researchers  to  help  establish  the 
relative  activity  of  corticosteroids. 
To  date  no  single  method  of  assaying 
corticosteroid  activity  has  emerged 
as  the  ideal  “yardstick”  for  predict- 
ing therapeutic  potential.  Taken  to- 
gether, however,  these  methods  have 
proved  useful.  When  such  tests  are 
run  on  various  corticosteroids,  a defi- 
nite order  of  corticosteroid  activity 
becomes  evident.  Compounds  with 
the  highest  order  of  activity  may  be 
expected  to  merit  clinical  trial  to  es- 
tablish their  high  therapeutic  poten- 
tial. When  assayed  by  these  methods, 
fluocinolone  acetonide  (Synalar) 
emerges  as  one  of  the  most  active 
topical  corticosteroids,  milligram  for 
milligram,  available  for  clinical  ap- 
plication today. 
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The  Thymus  Involution  Assay^"‘ 
is  run  on  adrenalectomized  rats.  The 
sizes  of  the  glands  are  measured,  and 
the  degree  of  involution  caused  by 
the  steroid  is  determined  as  an  indi- 
cation of  its  potency.  In  the  above 
photo,  the  comparative  involution  of 
thymus  glands  achieved  with  hydro- 
cortisone and  Synalar  (fluocinolone 
acetonide)  is  shown.  Untreated  con- 
trols (A)  show  normal  size.  Group  B 

— injected  with  1,  2 and  4 mg.  of  hy- 
drocortisone—show  progressively 
smaller  thymuses  as  does  Group  C — 
injected  with  fluocinolone  acetonide 

— but  with  only  1/ 500th  the  dose  of 
hydrocortisone. 


ABC 


The  Antigranuloma  Assay^”^  also 
utilizes  adrenalectomized  rats.  Gran- 
ulomas are  induced  by  subcutaneous 
implantation  of  cotton  pellets  on 
either  side  of  the  thorax.  The  degree 
of  granuloma  inhibition  achieved  by 
a steroid  reflects  its  potency.  The 
above  photo  shows  the  inhibition  of 
granuloma  formation  achieved 
with  hydrocortisone  and  Synalar 
(fluocinolone  acetonide).  Untreated 
controls  (A)  show  large,  red  granu- 
lomas adhering  to  the  pellets.  Group 
B,  receiving  hydrocortisone  and 
Group  C,  receiving  fluocinolone  ace- 
tonide, show  little,  if  any,  granuloma 
formation.  Fluocinolone  acetonide 
produced  the  same  effect  as  hydro- 
cortisone with  only  1/ 500th  the  dose. 
This  assay,  as  well  as  the  th3rmus 
involution  assay,  measures  systemic 
rather  than  topical  corticosteroid  ac- 
tivity. Nevertheless,  results  by  these 
methods  correlate  well  with  other  as- 
says and  with  the  milligram  poten- 
cies of  topical  steroids  in  current 
clinical  use. 


Worldwide 
clinical 
experience 
coniirmsthe 
predictable 
therapeutic 
potential  of 
Synalar 


i ' Representative  Clinical  Results  with  Synalar* 

I ";  ... 

Efficacy  Documented  in  over  4,000  Patients 

Condition 

Number  of 
Publications 

Number  of 
Patients 

Significant 

Improvementt 

Contact 

Dermatitis 

27 

750 

713 

Eczematous 

Dermatitis 

21 

472 

409 

Seborrheic 

Dermatitis 

18 

442 

426 

j Atopic 
Dermatitis 

24 

460 

426 

Psoriasis 

36 

1,699 

1,510 

Neurodermatitis 

18 

351 

324 

Total 

144 

4,174 

3,808 

*Complete  bibliography  on  request.  fExpressed  by  the  authors  as  excellent,  very  good, 

good,  complete  remission  of  inflammation,  etc. 


It  is  particularly  gratifying  that  the 
promise  of  the  advanced  chemical 
design  and  high  order  of  bioassay  ac- 
tivity of  Synalar  (fluocinolone  ace- 
tonide)  has  been  confirmed  by 
widespread  therapeutic  application. 
Indeed,  the  impressive  clinical  re- 
sponse rate  of  Synalar  has  been  docu- 
mented in  no  fewer  than  232  papers 
from  22  countries. 


Prescribing  Information 
For  initiation  of  therapy:  Cream  0.025%, 
5 and  15  Gm.  tubes,  425  Gm.  jars;  for 
emollient  effect:  Ointment  0.025%,  15 
Gm.  tubes;  for  maintenance  therapy: 
Cream  0.01%,  15  and  45  Gm.  tubes,  120 
Gm.  jars;  for  intertriginous  or  hairy 
sites:  Solution  0.01%,  20  cc.  and  60  cc. 
plastic  squeeze  bottles;  for  infected  in- 
flammatory dermatoses:  Neo-Synalar® 
Cream  (0.025%  fluocinolone  acetonide, 
neomycin  sulfate,  equivalent  to  0.35% 
neomycin  base),  5 and  15  Gm.  tubes. 
Contraindications:  Tuberculous,  fimgal, 
and  most  viral  lesions  of  the  skin,  (in- 
cluding herpes  simplex,  vaccinia,  and 
varicella).  Not  for  ophthalmic  use.  Con- 
traindicated in  individuals  with  a his- 
tory of  hypersensitivity  to  any  of  the 
components.  Precautions:  Synalar  prep- 
arations are  virtually  nonsensitizing  and 
nonirritating.  However,  the  solution  may 
produce  burning  or  stinging  when  ap- 
plied to  denuded  or  fissured  areas.  In 
some  patients  with  dry  lesions,  the  solu- 
tion may  increase  dryness,  scaling  or 
itching.  While  topical  steroids  have  not 
been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on 
preg;nant  females  has  not  absolutely 
been  established.  Therefore,  they  should 
not  be  used  extensively  on  pregnant  pa- 
tients, in  large  amounts,  or  for  pro- 


longed periods  of  time.  Prolonged  use  of 
any  antibiotic  may  result  in  Overgrowth 
of  nonsusceptible  organisms;  if  this  oc- 
curs, appropriate  therapy  should  be  insti- 
tuted. When  severe  local  infection  or 
systemic  infection  exists,  the  use  of  sys- 
temic antibiotics  should  be  considered, 
based  on  susceptibility  testing.  Side 
Effects:  Side  effects  are  not  ordinarily 
encountered  with  topically  applied  corti- 
costeroids. As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to 
Synalar  imder  certain  conditions.  The 
neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions. 

References:  1.  Lemer,  L.  J.,  Bianchi,  A., 
Turkheimer,  A.  R.,  Singer,  F.  M.,  and 
Borman,  A.:  Anti-inflammatory  steroids:  po- 
tency, duration  and  modification  of  activities. 
Ann  NY  Acad  Sci  116:1071  (Aug.  27)  1964. 
2.  Idem:  Comparison  of  anti-granuloma,  thy- 
molytic  and  glucocorticoid  activities  of  anti- 
inflammatory steroids.  Proc  Soc  Exp  Biol 
Med  116:385  (June)  1964.  3.  Ringler,  A.:  Ac- 
tivities of  adrenocorticosteroids  in  experimen- 
tal animals  and  man,  in  Dorfman,  R.  I.: 
Methods  of  hormone  research.  New  York, 
Academic  Press,  1964.  vol.  III.  pp.  234-280. 
4.  Gubersky,  V R.:  To  be  publish^. 


Iluocinolone  acetonide — an  original  eterold  from 

SYNTEXS 


For  inflammatory 
dermatoses... 
by  any  measure 
a topical  corticosteroid 
of  choice 

Spalar 

(fluocinolone 

acetonide) 

Milligram  for  milligram 
one  of  the  most  active  topical 
corticosteroids  available 

Rapid  and  predictable 
in  antiinflammatory  and 
antipruritic  activity 

Results  often  comparable  to 
those  of  systemic  corticosteroids 
with  fewer  hazards 


LABORATORIES  INC.,  PALO  ALTO.  CALIF. 


Pneumococci 


Penicillin-Sensitive 
Staphylococci  jj 


¥efa-Hii| 

Streptocoi 


V-Cillin  K®  provides  dependable  oral  antibacterial  therapy 


because  it  combines  a high  degree  of  activity. . . 

V-Cillin  K has  been  shown  to  be  effective  in  the  treatment  of  streptococcus 
and  pneumococcus  infections  as  well  as  infections  caused  by  sensitive  strains 
of  staphylococci.  It  may  be  used  for  the  prophylaxis  of  streptococcus  infections 
in  patients  with  a history  of  rheumatic  fever  and  for  the  prevention  of 
bacterial  endocarditis  after  tonsillectomy  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 


with  high  blood  levels,  even  when  taken  with  food 

V-Cillin  K is  stable  in  acid  and  immediately  soluble.  High  serum  levels, 
therefore,  are  reached  rapidly.  Because  it  is  acid  stable,  V-Cillin  K is  well 
absorbed  even  when  taken  close  to  mealtime.  These  desirable  properties  help 
make  V-Cillin  K a dependable  penicillin  for  oral  use. 


V-Cillin  K' 

Potassium  Phenoxymethyl  Penidllin 

Now  available:  V-Cillin  K®,  Pediatric, 
for  Oral  Solution,  250  mg.  (400,000  units) 
per  5 cc.  of  solution. 
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(See  next  page  for  prescribing  mformation.) 


New 500  mg.  tablets...  a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K,  the  potassium  salt  of  V-Cillin® 
(phenoxymethyl  penicillin,  Lilly),  combines  acid  stability 
with  immediate  solubility  and  rapid  absorption.  Higher, 
more  rapid  serum  levels  are  obtained  than  with  equal 
oral  doses  of  penicillin  G. 

Indications:  Streptococcus,  pneumococcus,  and  gono- 
coccus infections;  infections  caused  by  sensitive  strains 
of  staphylococci;  prophylaxis  of  streptococcus  infections 
in  patients  with  a history  of  rheumatic  fever,-  and  preven- 
tion of  bacterial  endocarditis  after  tonsillectomy  and 
tooth  extraction  in  patients  with  a history  of  rheumatic 
fever  or  congenital  heart  disease. 

Contraindieateon:  Penicillin  hypersensitivity. 
Warnings:  In  rare  instances,  penicillin  may  cause  acute 
anaphylaxis  which  may  prove  fatal  unless  promptly  con- 
trolled. This  type  of  reaction  appears  more  frequently  in 
patients  with  a history  of  sensitivity  reactions  to  penicillin 
or  with  bronchial  asthma  or  other  allergies.  Resuscitative 
drugs  should  be  readily  available.  These  include  epi- 
nephrine and  pressor  drugs  (as  well  as  oxygen  for 
inhalation)  for  immediate  allergic  manifestations  and 
antihistamines  and  corticosteroids  for  delayed  effects. 


Precautions:  Use  cautiously,  if  at  all,  in  a patient  with  a 
strongly  positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly 
with  high  parenteral  dosage  schedules,  frequent  eval- 
uation of  the  renal  and  hematopoietic  systems  is  rec- 
ommended. 

In  suspected  staphylococcus  infections,  proper  lab- 
oratory studies  (including  sensitivity  tests)  should  be 
performed. 

The  use  of  penicillin  may  be  associated  with  the  over- 
growth of  penicillin-insensitive  organisms.  In  such  cases, 
discontinue  administration  and  take  appropriate  measures. 
Adverse  Reactions:  Although  serious  allergic  reactions 
are  much  less  common  with  oral  penicillin  than  with  intra- 
muscular forms,  manifestations  of  penicillin  allergy  may 
occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses 
a significant  index  of  sensitization.  The  following  hyper- 
sensitivity reactions  have  been  reported:  skin  rashes 
ranging  from  maculopapular  eruptions  to  exfoliative  der- 
matitis,- urticaria;  and  reactions  resembling  serum  sickness, 
including  chills,  fever,  edema,  arthralgia,  and  prostration. 
Severe  and  often  fatal  anaphylaxis  has  occurred  (see 
Warnings).  Hemolytic  anemia,  leukopenia,  thrombocy- 
topenia, and  nephropathy  are  rarely  observed  side- 
effects  and  are  usually  associated  with  high  parenteral 
dosage. 

Administration  and  Dosage:  Usual  dosage  range, 
125  mg.  (200,000  units)  three  times  a day  to  500  mg. 
(800,000  units)  every  four  hours.  For  infants,  50  mg.  per 
Kg.  per  day  divided  into  three  doses. 

See  package  literature  tor  detailed  dosage  instructions 
for  prophylaxis  of  streptococcus  infections,  surgery,  gon- 
orrhea, and  severe  infections. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg. 
(200,000  units),  250  mg.  (400,000  units),  and  500  mg. 
(800,000  units). 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg. 
(200,000  units)  and  250  mg.  (400,000  units)  per  5 cc.  of 
solution  (approximately  one  teaspoonfui).  [042567] 

Additional  information  available  to 
physicians  upon  request.  Eli  Lilly  and 
Company,  Indianapolis,  Indiana  46206. 
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Arizona  Medicine 


EDITORIALS 


Blood,  The  Jehovah  Witness  and  the  Physician 

R.  T.  McDonald,  M.D. 


Medicine  and  the  Judiciary  combine  in  these  outstanding  guest  editorials. 
The  authors  are  residents  of  Flagstaff;  our  own  Dr.  Richard  T.  McDonald 
and  The  Honorable  Laurance  T.  Wren,  Superior  Court  Judge  of  Coconino 
County. 


With  330,000  Jehovah  Witnesses  in  the  United 
States,  the  problem  of  a patient  refusing  to  ac- 
eept  blood  transfusions  will  confront  nearly 
every  physician  some  time  during  his  career. 

In  this  article  I shall  discuss  briefly  the  basis 
for  the  belief  and  the  moral  issues  confronting 
the  physician. 

The  Witness  rejects  blood  consumption  on 
any  basis  on  scriptural  grounds.  Apparently, 
this  rejection  is  based  on  the  assumption  that 
the  soul  is  in  the  blood  and  should  not  be  con- 
sumed for  nourishment.  Blood  transfusions  or 
any  blood  products  are  excluded,  even  though 
not  eaten,  on  the  basis  that  it  provides  nourish- 
ment to  the  body  to  sustain  life.  Their  behefs 
are  so  inclusive  that  it  even  forbids  the  use  of 
self-transfusions  since  “God  required  that  shed 
blood  be  poured  out  on  the  ground.” 

This  refusal  places  the  physician  in  a very 
uneasy  position  at  best  and  at  its  worst,  negates 


all  therapeutic  effort  by  the  death  of  the  patient. 
Therapeutically,  many  operative  procedures  can 
be  done  without  the  use  of  blood,  as  the  Wit- 
nesses are  all  too  keenly  aware.  But  as  any  ex- 
perienced surgeon  can  affirm,  hemorrhagic  com- 
plications can  and  do  happen  after  even  the 
simplest  procedure,  and  in  some  instances  will 
result  in  exsanguination  and  unnecessary  death 
while  preparations  are  being  made  to  control 
the  bleeding  source,  if  the  use  of  blood  is  denied. 

*""The  problem  of  blood  transfusion  in  Jehovah 
Witness  children  is  simply  solved  by  having 
these  children  placed  in  the  custody  of  the 
court.  Then  the  necessary  medical  treatment  in- 
cluding blood  transfusion,  if  necessary,  can  be 
carried  out.  When  deahng  witli  adult  Witnesses, 
it  seems  innocuous  to  grant  a “no  blood  trans- 
fusion” request  for  a simple  procedure.  But,  if 
during  the  course  of  the  treatment,  this  patient 
has  a major  hemorrhagic  complication  and  re- 
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quires  blood  to  save  his  life,  then  where  to? 
Finding  himself  in  this  situation,  no  physician 
can  or  should  stand  by  and  allow  a patient  to 
die  who  has  a reasonable  chance  of  returning  to 
a useful  life  with  the  use  of  blood  transfusions. 
Does  this  violate  the  principle  of  religious  free- 
dom? No,  any  person  has  the  right  to  believe 
anything  he  wishes  as  long  as  he  doesn’t  place 
his  life  or  the  lives  of  others  in  jeopardy.  But 
upon  jeopardizing  his  or  other  lives,  he  no 
longer  has  a morally  defensible  position.  Does 
a father  have  the  right  to  deprive  his  family  of 
financial  support,  love  or  guidance?  Does  a 
Mother  have  the  right  to  deprive  her  family 
of  the  love  and  affection  only  a Mother  can 
give?  In  a sense,  what  the  Jehovah  Witness  is 
attempting  is  a medical  suicide.  Certainly  it 
is  passive,  but  suicide  none  the  less.  The  drown- 
ing person  who  refused  to  grab  the  life  line 
commits  suicide  just  as  effectively  as  the  person 
jumping  out  of  a building.  Any  bystander  has 
a moral  obligation  to  attempt  to  rescue  an 
individual  attempting  suicide.  The  physician’s 
position  is  really  no  different.  On  moral  grounds 
alone,  he  must  do  everything  within  reason  to 
save  this  patient’s  life.  Including  the  giving  of 
blood  if  necessary  to  prevent  this  medical  sui- 
cide. Failure  to  do  so  should  be  severely  cen- 
sured by  his  medical  colleagues. 

Prior  to  operating,  it  is  reasonable  for  a phys- 
ician to  promise  not  to  use  blood  with  the  fol- 
lowing qualifieation..  He  must  reserve  the  right 
to  institute  the  use  of  blood  if  in  his  judgement, 
the  patient  is  in  grave  danger  without  its  use. 

Interestingly  enough,  in  the  instances  in  which 
I have  been  forced  to  transfuse  blood  to  Jehovah 
Witnesses  against  their  will,  the  reactions  after- 
wards were  most  unexpected.  It  was  as  if  the 
patient  had  not  violated  any  religious  principle 
since  he  had  not  consented  to  this  procedure  in 
the  first  place  and  all  the  blame  must  be  borne 
by  the  physician.  Perhaps  he  is  correct  in  this 
feeling.  In  a case  of  transfusion  without  consent, 
one  of  the  reasons  the  judge  issued  the  trans- 
fusion order  was  “receiving  blood  by  court  order 
and  without  consent  does  not  constitute  a vio- 
lation of  religious  conviction.”^ 

What  did  you  say  the  Judge’s  number  was? 

1.  Transfusion  without  Consent.  (Editorial),  Journal  American 
Medical  Association:  Vol.  5 : 290,  1964, 


STATUS  OF  THE  LAW  ON  MEDICAL 
AND  RELIGIOUS  CONFLICTS  IN 
BLOOD  TRANSFUSIONS 


Laurance  T.  Wren 
Judge  of  the  Superior  Court 

Late  one  evening  the  quiet  solitude  of  my 
home  was  shattered  by  an  emergency  call.  A 
surgeon  at  the  Flagstaff  Community  Hospital 
was  on  the  phone.  The  problem  he  presented 
sent  me  racing  to  the  County  Law  Library  to 
research  a knotty  legal  problem  which  I had 
never  before  encountered. 

A patient  on  the  operating  table  was  hemor- 
rhaging severely  and  only  an  immediate  blood 
transfusion  would  save  his  life.  He  was,  however, 
a member  of  the  Jehovah’s  Witness  Sect,  and 
had,  prior  to  the  operation  expressly  refused 
consent  to  any  such  transfusion.  Honestly  be- 
lieving additional  blood  would  not  be  necessary, 
the  doctor  had  assured  him  his  religious  beliefs 
would  not  be  violated. 

The  attorney  for  the  hospital  staff  joined  me 
at  the  library,  but  a quick  check  of  the  author- 
ities reflected  no  clear  eut  solution  to  a very 
enigmatic  question.  The  doctor  wanted  very 
much  to  save  a human  life.  He  had  taken  the 
oath  of  Hippocrates  to  “follow  that  method  of 
treatment  which,  according  to  his  ability  and 
judgment,  he  considered  for  the  benefit  of  his 
patients.” 

But  what  were  the  consequences?  Not  only 
had  the  unconscious  patient  in  a preoperative 
consultation  expressly  refused  to  consent,  but 
his  wife,  contacted  outside  the  operating  room, 
also  refused  permission,  even  though  told  her 
spouse  would  not  survive  unless  blood  was  trans- 
fused into  his  veins. 

An  order  was  entered  on  the  physician’s  af- 
fidavit of  necessity  directing  him  to  proceed  with 
the  administration  of  blood.  To  adopt  the  words 
of  Judge  J.  Skelly  Wright  in  a similar  situation; 

“I,  admittedly,  entered  the  order  requiring 
the_transfusion  for  the  reason  that  death  could 
have  mooted  the  cause  in  a matter  of  minutes 
if  action  were  not  taken.  To  refuse  to  act  only 
to  find  later  that  the  law  required  action  was 
a risk  I was  unwilling  to  accept.  I determined 
to  act  on  the  side  of  life.” 
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A patient’s  life  had  been  saved.  The  doctor 
had  lived  np  to  his  oath,  but  who  was  right  and 
who  was  wrong?  What  would  have  been  the 
consequences  of  a lawsuit  had  one  been  filed? 
A grateful  wife  later  acknowledged  her  relief 
and  gratitude  to  the  tired  surgeon.  Her  hus- 
band’s life  had  been  spared  and  her  religious 
conscience  was  still  clear. 

Had  I erred  in  putting  the  stamp  of  legality 
on  what  might  be  called  a medical  usurpation 
of  the  rights  of  an  individual?  A basic  constitu- 
tional precept  is  that  no  person  shall  be  deprived 
of  life,  liberty  or  property  without  due  process 
of  law.  Had  the  court  order  here  undermined  the 
constitutional  guarantees  of  due  process  of  law 
and  free  exercise  of  religion?  Because  in  the 
case  of  Jehovah’s  Witnesses  the  basic  reason 
for  rejection  of  blood  transfusions  is  their  wor- 
ship. They  believe  that  the  Bible  prohibits  the 
use  of  blood  from  any  creature  to  sustain  life; 
that  it  was  part  of  the  law  God  gave  to  Noah. 
Hence,  freedom  of  religion  is  involved.  The  First 
Amendment  to  the  U.  S.  Constitution  guarantees 
that  “Congress  shall  make  no  law  respecting 
the  establishment  of  religion  or  prohibiting  the 
free  exercise  thereof.”  And  a basic  right  of  every 
American  is  to  “worship  God  according  to  the 
dictates  of  his  own  conscience.” 

The  doctor  involved  later  requested  that  I join 
him  in  co-authoring  an  article  on  this  subject, 
and  I promptly  agreed.  My  interest  had  been 
fired  by  our'  bizarre  and  somewhat  harrowing 
experience,  and  this  time  the  good  doctor  al- 
lowed ample  time  to  think  and  prepare. 

The  matter  is  not  without  judicial  precedent. 
In  fact,  the  Supreme  Court  of  Illinois  struck 
down  a similar  order  to  proceed,  with  blood  in- 
jection. In  Brooks  Estate  v.  Brooks,^  the  follow- 
ing questions  were  presented:  Is  it  an  infringe- 
ment of  the  constitutional  guarantee  of  freedom 
of  worship  to  deny  one  the  right  To  reject  un- 
wanted medical  treatment?  When  one’s-  action 
or  refusal  to  act  does  no  harm  to  the  society 
of  which  he  is  a part  can  treatment  that  violated 
his  religious  beliefs  properly  be  fostered  on  him? 

The  court  responded  with  resounding  support 
of  the  religious  belief: 

“Even  though  we  may  consider  appellant’s 
beliefs  unwise,  foolish  and  ridiculous,  in  tlie 
absence  of  an  overriding  danger  to  society 
we  may  not  permit  interference  therewith.  In 


the  final  analysis  what  has  happened  here 
involves  a judicial  attempt  to  decide  what 
course  of  action  is  best  for  a particular 
individual  notwithstanding  that  individual’s 
contrary  views  based  upon  religious  convic- 
tions. Such  action  cannot  be  constitutionally 
countenanced.” 

The  Witnesses  maintain  in  their  literature  that 
they  are  not  religious  fanatics,  that  they  do  not 
hate  life,  they  love  it,  but  are  willing  to  give 
up  a few  years  in  this  corrupt  system  in  order  to 
gain  God’s  approval  and  everlasting  life  in  a far, 
far  better  arrangement.^  They  liken  their  cause 
to  the  deificat'on  of  early  Christian  martyrs  who 
allowed  their  children  to  die  in  the  lions’  jaws 
rather  than  renounce  their  faith,  and,  therefore, 
condemn  the  courts  for  the  modern  day  invasion 
of  their  religious  beliefs  that  no  foreign  blood 
should  enter  the  bodies  of  their  children. 

This  belief  finds  some  support  in  the  profes- 
sion. Dr.  Arthur  Kelly,  Secretary  of  the  Canadian 
Medical  Association,  has  been  quoted  as  saying: 
“I  believe  .,that  parents  of  minors  and  the 
next  of  kin  of  unconscious  patients  possess 
the  right  to  interpret  the  will  of  the  patient 
and  that  we  should  accept  and  respect  their 
wishes.” 

What  is,  the  present  status  of  our  law?  As  a 
general  proposition,  a conscious  adult  patient 
who  is  mentally  competent  has  the  right  to  re- 
fuse medical  treatment  even  when  the  best 
medical  opinions  deems  it  essential  to  save  his 
life.^ 

Cases  enunciating  the  rule  that  an  emergency 
gives  the  physician  a privilege  to  ti'eat  the 
patient  without  his  consent  involve  those  incap- 
able of  manifesting  a refusal,  either  because  of 
unconsciousness  or  minority.  No  case  has  ap- 
plied the  “emergency  rule”  in  the  face  of  a 
competent  patient’s  express  refusal  to  consent. 
Neither  humanitarianism  nor  the  skillful  per- 
fofmance  of  treatment  is  a defense  to  a lawsuit 
for  battery  in  such  a case. 

Into  what  category  do  we  place  the  midnight 
case  at  the  Flagstaff  Hospital?  Without  the  pa- 
tient’s consent,  the  surgeon  would  have  refused 
to  perform  the  operation  if  the  need  for  a blood 
transfusion  could  have  been  anticipated.  A sud- 
den and  completely  unanticipated  kiss  of  blood 
threw  the  doctor  into  a dilemma  not  of  his 
own  making.  Even  without  a court  order,  I 
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submit  that  the  administration  of  necessary 
treatment  would  have  been  legally  proper  under 
the  emergency  rule. 

Normally  a court  order  will  insulate  the  phys- 
ician from  actionable  responsibility.  But  the 
authorities,  what  few  there  are,  are  not  uniform. 
In  Collins  v.  Davis,*  an  application  for  an  order 
permitting  surgical  operation  on  a patient  was 
granted,  where  the  patient  was  in  a comatose 
state  and  could  not  give  consent;  his  wife  having 
refused  consent,  and  evidence  having  established 
that  if  the  operation  were  not  performed  he 
would  die.  The  court  pointed  out  that  the  pa- 
tient had  sought  medical  attention  from  the 
hospital  and  had  placed  on  the  hospital  the  legal 
responsibility  for  his  care.  Without  a consent 
the  hospital  doctors  had  the  choice  of  perform- 
ing the  operation  or  letting  him  die.  It  cannot 
be  reasonably  said  that  the  comatose  patient 
and  his  wife  should  or  could  put  the  hospital 
to  tliis  impossible  choice.  Life  hung  in  the  bal- 
ance. The  opinion  also  pointed  out  that  it  did 
not  involve  a person  who  for  religious  or  other 
reasons  had  refused  to  seek  medical  attention. 
The  Brooks  case,  cited  above,  was  decided  the 
following  year  by  tire  Supreme  Court  of  Illinois. 

Another  CourT  took  the  view  that  a judicially 
ordered  blood  transfusion  could  properly  be 
administered  to  a pregnant  patient,  when  such 
was  necessary  to  save  her  life,  even  though 
she  and  her  husband  had  refused  to  authorize 
transfusions  because  of  their  religious  beliefs, 
upon  the  grounds  that  it  would  be  justified  in 
the  interest  of  protecting  the  unborn  child,  and 
the  woman  had  told  the  judge  issuing  the  order 
that,  if  ordered,  the  transfusion  would  not  be 
her  responsibility.  If  the  Court  therefore  under- 
took the  responsibility,  the  sanctity  of  her  re- 
ligious convictions  would  not  be  violated. 

Recently  in  New  York®  blood  transfusions 
were  ordered  on  the  petition  of  a patient’s  hus- 
band that  same  were  necessary  to  save  her  life 
following  a Caesarian  section.  Again,  the  upper 
court  commented  on  the  fact  that  in  the  judge’s 
view  she  was  willing  to  accept  such  treatment 
although,  because  of  her  religious  beliefs,  she 
would  not  direct  its  use. 

Clearly  the  Court,  in  each  of  these  instances, 
was  leaning  over  backwards  to  justify  a means 
reasonably  believed  neeessary  to  save  life.  Just 


as  clearly,  though,  an  ex  parte  order  issued 
without  a hearing  or  opportunity  to  be  heard 
by  the  affected  party  overlooks  proeedural  safe- 
guards which  form  the  barrier  between  rule  by 
law  and  rule  by  whim  or  caprice. 

It  is  seriously  doubted,  however,  that  the 
medical  profession,  or  the  law,  in  the  case  of 
minor  children,  will  ever  place  the  stamp  of 
approval  on  the  refusal  of  parents  to  permit 
blood  transfusions  believed  medieally  neeessary. 
Arizona,  in  faet,  has  a specific  law  on  the  subj- 
ect. Sec.  44-133  A.R.S.  reads: 

“Emergency  consent  for  hospital  eare,  med- 
ical attention  or  surgery  by  person  in  loco 
parentis 

Notwithstanding  any  other  provisions  of  the 
law,  in  cases  of  emergency  in  which  a minor 
is  in  need  of  immediate  hospitalization,  med- 
ical attention  or  surgery  and  after  reasonable 
efforts  made  under  the  circumstances,  the  par- 
ents of  sueh  minor  cannot  be  located  for  the 
purpose  of  consenting  thereto,  eonsent  for  said 
emergency  attention  may  be  given  by  any 
person  standing  in  loeo  parentis  (in  plaee  of 
parent)  to  said  minor.” 

Liability  in  transfusing  a child  member  of  the 
sect,  despite  the  nonconsenting  parent,  is  avoid- 
ed generally  by  showing  that  a failure  to  do  so 
would  jeopardize  the  life  of  the  child,  and  by  a 
court  appointed  guardian  authorized  to  give 
consent.^  The  consent  of  the  minor  himself,  un- 
less emancipated,  would  be  held  ineffective  to 
relieve  the  doctor  or  hospital  of  responsibility. 

Certain  conelusions,  therefore,  appear  sound. 
An  adult  person  may  refuse  to  reeeive  a trans- 
fusion, however  desperate  the  need  in  medieal 
opinion,  and  his  refusal,  generally,  must  be  hon- 
ored. The  attending  physician  or  hospital  may, 
however,  seek  an  order  authorizing  the  rejected 
treatment.  This  order  if  properly  obtained  will 
generally  insulate  them  from  legal  responsibility. 
Without  sueh  it  would  quite  accord  with  legal 
prineiples  if  a jury  awarded  damages  for  bat- 
tery to  a patient  who  refused  his  consent  to  a 
transfusion,  even  though  the  patient’s  life  was 
saved  thereby  and  the  transfusion  resulted  in 
no  injury  to  him.  The  insult  to  the  person  of  a 
member  of  the  Witnesses  could  support  a re- 
covery of  “general”  damages  and  the  amount 
thereof  lies  largely  in  the  discretion  of  the  jury. 
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It  is,  of  course,  unlikely  that  a jury  would  award 
more  than  nominal  damages  in  such  a case. 
Where  harm  resulted  to  the  patient  from  a trans- 
fusion, however,  a strong  case  for  recovery 
would  arise,  no  matter  how  eareful  the  admin- 
istration of  blood. 

It  is  recommended  that  no  medical  or  surg- 
ical procedure  be  performed  within  the  hospital 
in  the  face  of  a patient’s  refusal  unless  an  order 
of  the  court  is  obtained.  The  refusal  should  be 
noted  in  the  medieal  record  and  the  physician 
should  render  the  best  care  possible  within  the 
limits  imposed  by  the  patient’s  refusal.  It  is 
advisable  in  such  case  to  secure  a release  to 
make  it  perfectly  clear  that  the  appropriate 
treatment  would  have  been  rendered  had  the 
patient  not  refused  the  treatment. 

In  the  light  of  these  decisions  it  is  advisable 
that  hospitals  and  physicians  seek  the  advice  of 
legal  counsel  when  faced  with  a nonconsenting 
patient,  and  when  a serious  threat  to  health 
exists.  Conceivably  the  risk  of  liability,  such  as 


it  might  be,  for  treatment  which  saves  the  life 
of  a patient  should  be  accepted  where  time  does 
not  permit  resort  to  the  courts.  It  is  perhaps 
advisable  that  the  hospital  administrator,  with 
the  aid  of  legal  counsel,  formulate  a policy  re- 
garding treatment  when  consent  has  been  re- 
fused, and  establish  an  administrative  procedure 
to  facilitate  application  for  a court  order  when 
one  is  needed  and  time  permits. 
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With  these  three  therapeutic  building  blocks 

you  can  create  a once-a-day  regimen  to  fit  almost  any  degree 

of  hypertension.  See  the  following  pages  for  details  . . . 


A Building  Block  approach 
to  treating  hypertension 


Consider  starting  your  hypertensives 
on  this  basic  thiazide 


ABBOTT 


A single  daily  dose  of  Enduron  provides 
sodium  excretion  around  the  clock 


Enduron  is  a true  24-hour  single-dose  thiazide. 
Its  sodium  excretion  is  not  squeezed  into  an 
abrupt  peak  during  the  first  several  hours.  It 
is  well-sustained  in  a plateau-like  effect— with 
little  reduction  for  the  first  12  hours,  and  de- 
cline thereafter  only  gradual. 


Potassium  loss,  by  contrast,  is  low.  It  reaches 
an  early  minor  peak,  then  subsides  rapidly. 
Moreover,  since  dosage  is  but  once  a day, 
there  is  but  one  daily  peak  of  potassium  loss. 
As  with  all  thiazides,  however,  dietary  potas- 
sium supplementation  should  also  be  con- 
sidered, especially  in  long  or  intensive  therapy. 

Use  Enduron  as  an  ideal  starting  therapy  in 
mild  hypertension.  Use  it  too,  as  a basic  thera- 
peutic building  block  with  which  other  agents 
can  be  joined,  for  managing  your  more  re- 
sistant hypertensives. 
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To  build  added  response, 
shift  to  Enduronyl 


The  deserpidine  component  adds 
enhanced  antihypertensive  activity 


The  rauwolfia  component  of  Enduronyl  is  de- 
serpidine (Harmony!®),  a purified  crystalline 
alkaloid  supplied  only  by  Abbott.  It  augments 
Enduron  with  its  own  antihypertensive  and 
tranquilizing  action. 

Thus  the  combined  clinical  effect  of  these  two 
therapeutic  building  blocks  in  Enduronyl  is 
greater  than  can  ordinarily  be  achieved  with 
either  alone. 

To  add  flexibility,  Enduronyl  comes  in  two 
j strengths:  regular  and  Forte.  Both  provide  5 
mg.  of  Enduron.  The  variation  is  where  most 
i helpful:  in  the  deserpidine.  The  tablets  are 
j scored,  and  give  a surprisingly  wide  and 
i economical  choice  of  once-a-day  doses  (see 
; below). 

i Choose  Enduronyl  for  your  patients  in  the 
i broad  range  of  mild  to  moderate  hypertension. 

i 

‘ Patient  acceptance  is  excellent! 

Once  a day,  every  day 

ENDURONYL* 

IMCLOTHIAZIDE  5 MG.  WITH  DESERPIDINE  0.25  MG. 

ENDURONYL  FORTE 

ITHYCLOTHIAZIDE  5 MG.  WITH  DESERPIDINE  0.5  MG. 


Minimum 

Usual 

Intermediate 

Maximum 

DAILY 

; fc 

iJ_J' 

5 mg.  methyclothiazide 
0.25  mg.  deserpidine 

Mi  : 1 

10  mg.  methyclothiazide 
0.5  mg.  deserpidine 

DOSAGE 

RANGE 

2.5  mg.  methyclothiazide 
0.125  mg.  deserpidine 

f fy-: 

7.5  mg.  methyclothiazide 
0.375  mg.  deserpidine 

[DAILY 
! DOSAGE 
RANGE 


2.5  mg.  methyclothiazide 
0.25  mg.  deserpidine 


5 mg.  methyclothiazide 
0.5  mg.  deserpidine 


7.5  mg.  methyclothiazide 
0.75  mg.  deserpidine 


10  mg.  methyclothiazide 
1 mg.  deserpidine 


See  Brief  Summary  on  final  page  of  advertisement. 


707075- R 


Eutonyl  affords  a different  kind  of 

basic  therapy  for  moderate  to  severe  cases 


Effect  tied  to  reduced  peripheral  vascular 
resistance;  no  central  depressant  action 


Eutonyl  is  a unique  nonhydrazine  agent.  It  is 
reported  to  act  by  reducing  peripheral  vascu- 
lar resistance. ’'2 

In  clinical  trials,  significant  reductions  in  mean 
blood  pressure  were  seen  in  84%  of  patients 
studied— all  were  moderate  to  severe  cases. 
Eutonyl  lowers  diastolic  in  proportion  to  sys- 
tolic, and  in  about  half  of  the  cases  studied, 
reductions  in  the  sitting  and  recumbent  posi- 
tions were  nearly  as  great  as  in  the  standing 
position. 

Most  important:  There  is  no  central  depressant 
action.  In  fact,  some  patients  reported  an  in- 
creased sense  of  well  being. 

Here,  then,  is  a highly  effective  basic  treatment 
for  moderate  to  severe  cases— and  one  that  will 
not  hamper  your  patient  with  lethargy  or  drow- 
siness while  on  treatment. 

Once  a day,  every  day 

EUTONYi: 

PARGYLINE  HYDROCHLORIDE 


"•rft  pARCyilNE 

DU  HYBSO 


PAKWtt 

WOUtOt 

•VM.  friffjl 


Minimum 

Usual  starting 

Intermediate 

Maximum 

DAILY 

DOSAGE 

RANGE 

s);.  s),  s)  h ^ 

10  mg.  tablet 

25  mg.  tablet 

50  mg.  tablet 
or  as  needed 

200  mg. 

1.  Brest,  A.  N.,  et  a!.,  Cardiac  and  Renal  Hemodynamic  Response  to  Pargyline,  Ann.  N.  Y.  Acad.  Sci.,  107-1016,  1963. 

2.  Winsor,  T.,  Pargyline  Hydrochloride,  Hypertension,  Urinary  Tryptamine,  and  Vascular  Reflexes,  Geriatrics,  19:598,  Aug.,  1964. 


See  Brief  Summary  on  final  page  of  advertisement. 


Eutron  adds  thiazide  for  enhanced 
therapy  with  milder  side  effects 


Only  a 7/4  mm.  span  between  standing  and  recumbent  pressures 
in  clinical  trials— reduced  chance  of  orthostatic  hypotension 


The  combining  of  Eutonyl  and  Enduron  in  Eu- 
tron permits  a significantly  greater  antihyper- 
tensive effect  than  with  either  agent  used 
alone.  This  in  turn  may  allow  therapeutic  suc- 
cess with  lesser  dosage— and  correspondingly 
milder  side  effects. 

A significant  finding  in  clinical  trials  was  the 
drug’s  action  in  lowering  blood  pressure  to 
nearly  equal  levels  in  all  body  positions.  Total 
average  spread  between  standing  and  recum- 
bent readings  (after  treatment)  was  only  7/4 
mm.  Hg. 

Thus,  in  your  moderate  to  severe  cases,  Eutron 
affords  a usually  smooth  course  of  therapy, 
often  with  reduced  likelihood  of  orthostatic  ef- 
fects. (The  usual  precautions  against  rising 
suddenly,  of  course,  will  always  apply.)  And, 
because  of  the  thiazide  component,  Eutron 
may  be  used  in  the  presence  of  congestive 
heart  failure. 

Once  a day,  every  day 

EUTRON™ 

PARGYLINE  HYDROCHLORIDE  25  MG. 

WITH  METHYCL0THIAZIDE5MG. 


Minimum 


Usual  starting 


Intermediate  • Maximum 


DAILY 

DOSAGE 

RANGE 


12.5  mg.  pargyline 
hydrochloride  and  2.5  mg. 
methyclothiazide 


25  mg.  pargyline 
hydrochloride  and  5 mg. 
methyclothiazide 


37.5  mg.  pargyline  • 50  mg.  pargyline 

hydrochloride  and  7.5  mg.  I hydrochloride  and  10  mg. 
methyclothiazide  ; methyclothiazide 


See  Brief  Summary  on  final  page  of  advertisement. 
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ENDURON* 


ENDURONYE 


MEIHyClOTHIJZlOE 


Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


Indications:  Enduron  is  used  to  control  edema  and  mild 
to  moderate  hypertension;  also  used  with  other  drugs  for 
hypertension.  Enduronyl  is  used  in  mild  to  moderately 
severe  hypertension;  when  used  with  Enduronyl,  more 
potent  agents  can  be  given  at  reduced  dosage  to  mini- 
mize undesirable  side  effects. 

Contraindications:  Neither  Enduron  nor  Enduronyl  should 
be  used  in  severe  renal  disease  (except  nephrosis)  or 
shutdown;  in  severe  hepatic  disease  or  impending  hepatic 
coma;  in  patients  sensitive  to  thiazides.  Hepatic  coma 
has  been  reported  as  a result  of  hypokalemia  in  patients 
receiving  thiazides. 

Enduronyl  is  contraindicated  in  patients  with  severe 
mental  depression  and  suicidal  tendencies,  active  peptic 
ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  reactions  in  pa- 
tients with  a history  of  allergy  or  asthma.  If  added  potas- 
sium intake  is  indicated,  dietary  supplementation  is  rec- 
ommended. Enteric-coated  potassium  tablets  should  be 
reserved  for  cautious  use  only  when  adequate  dietary 
supplementation  is  not  practical  because  those  tablets 
may  induce  serious  or  fatal  small  bowel  lesions  consisting 
of  stenosis  with  or  without  ulceration.  These  small  bowel 
lesions  have  caused  obstruction,  hemorrhage  and  per- 
foration frequently  requiring  surgery.  Medication  should 
be  discontinued  immediately  if  abdominal  pain,  disten- 
sion, nausea,  vomiting  or  Gl  bleeding  occurs. 
Precautions:  Use  thiazides  with  caution  in  severe  renal 
dysfunction,  impaired  hepatic  function,  or  progressive 
liver  disease.  In  surgical  patients,  thiazides  may  reduce 
the  response  to  vasopressors  and  increase  the  response 
to  tubocurarine.  Use  thiazides  with  caution  in  pregnancy 
(bone  marrow  depression,  thrombocytopenia,  or  altered 
carbohydrate  metabolism  have  been  reported  in  certain 
newborn  infants).  Also  reported  have  been;  blood  dys- 
crasias  including  thrombocytopenia  with  purpura,  agran- 
ulocytosis and  aplastic  anemia;  elevations  of  BUN, 
serum  uric  acid,  or  blood  sugar.  Symptomatic  gout  may 
be  induced.  Antihypertensive  response  may  be  enhanced 
following  sympathectomy. 

Use  Enduronyl  with  caution  in  patients  with  a history 
of  peptic  ulcer,  as  rauwolfias  may  increase  gastric  secre- 
tion. Discontinue  at  the  first  sign  of  mental  depression. 
Rauwolfia  alkaloids  may  increase  hypotensive  effects  of 
surgery  or  anesthesia,  and  should  be  discontinued  two 
weeks  prior.  They  also  lower  the  convulsive  threshold 
and  shorten  seizure  latency.  In  epilepsy,  dosage  adjust- 
ment of  anticonvulsant  medication  may  be  necessary. 
Alcohol,  barbiturates,  or  narcotics  may  potentiate  action 
of  deserpidine. 

Adverse  Reactions:  During  intensive  or  prolonged  ther- 
apy, guard  against  hypochloremic  alkalosis  and  hypo- 
kalemia (especially  the  latter  if  patient  is  on  digitalis). 
All  patients  should  be  observed  for  signs  of  hyponatremia 
("low-salt”  syndrome).  Reported  thiazide  reactions  in- 
clude: anorexia,  nausea,  vomiting,  diarrhea,  headache, 
skin  rash,  dizziness,  paresthesia,  weakness,  photosensi- 
tivity, jaundice,  and  pancreatitis. 

Reported  rauwolfia  reactions  include:  nasal  stuffiness, 
nausea,  weight  gain,  diarrhea,  aggravation  of  peptic  ul- 
cer, epistaxis,  skin  eruption,  and  reduction  of  libido  and 
potency.  Excessive  drowsiness,  fatigue,  weakness,  and 
nightmares  may  signal  early  signs  of  mental  depression. 


EUTONYE 


EUTRON™ 


PAIIGVEIIIE  HVMOCHEOIIIDE 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications:  For  treatment  of  patients  with  moderate  to 
severe  hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  Not  recommended  for  patients  with 
mild  or  labile  hypertension  amenable  to  therapy  with 
sedatives  and/or  thiazide  diuretics  alone.  It  is  desirable 
to  establish  the  dosage  of  Eutron  by  administering  com- 
ponent drugs  separately. 


Contraindications:  Pheochromocytoma,  advanced  renal 
disease,  increasing  renal  dysfunction,  paranoid  schizo- 
phrenia and  hyperthyroidism.  Hepatic  coma  has  been 
reported  as  consequence  of  hypokalemia  with  thiazide 
therapy.  Until  further  experience  is  gained  not  recom- 
mended for  patients  with  malignant  hypertension,  chil- 
dren under  12,  or  pregnant  patients. 

Concomitant  use  of  the  following  is  contraindicated: 
other  monoamine  oxidase  inhibitors;  parenteral  forms  of 
reserpine  or  guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine  and  ami- 
triptyline, or  similar  antidepressants;  methyidopa.  2 week 
interval  should  separate  therapy  and  use  of  these  agents. 

Methyclothiazide  is  contraindicated  in  patients  with 
known  sensitivity  to  thiazides. 

Warnings:  Pargyline  hydrochloride  is  a monoamine  oxi- 
dase inhibitor.  Warn  patients  against  eating  cheese,  and 
using  alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When  indicated, 
alcohol,  narcotics  (meperidine  should  be  avoided),  anti- 
histamines, barbiturates,  chloral  hydrate,  and  other  hyp- 
notics, sedatives,  tranquilizers,  or  caffeine,  may  be  used 
cautiously  in  reduced  dosage.  In  emergency  surgery  V4 
to  Vs  the  usual  dose  of  narcotics,  analgesics,  and  other 
premedications  should  be  used  avoiding  parenteral  ad- 
ministration where  possible.  Carefully  adjust  dose  of  an- 
esthetics to  response  of  patient.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Warn  patients  about  the  possibility  of  postural  hypo- 
tension. Those  with  angina  or  coronary  artery  disease 
should  not  increase  physical  activity  with  an  improve- 
ment in  well  being.  Pargyline  may  lower  blood  sugar. 

Avoid  use  of  enteric-coated  potassium  tablets,  as 
these  may  induce  serious  or  fatal  small-bowel  lesions 
consisting  of  stenosis  with  or  without  ulceration.  These 
small-bowel  lesions  have  caused  obstruction,  hemor- 
rhage and  perforation  frequently  requiring  surgery.  Med- 
ication should  be  discontinued  immediately  if  abdominal 
pain,  distension,  nausea,- vomiting  or  Gl  bleeding  occurs. 
These  products  contain  no  added  potassium  salts  and  if 
added  potassium  intake  is  desired,  dietary  supplemen- 
tation is  recommended.  Coated  potassium  tablets  should 
be  reserved  for  cautious  use  when  adequate  dietary 
supplementation  is  impractical.  In  patients  with  a his- 
tory of  allergy  or  asthma  the  possibility  of  sensitivity 
reactions  should  be  considered. 

Precautions:  Measure  blood  pressure  while  patient  is 
standing  to  determine  antihypertensive  effect.  Use  with 
caution  in  hyperactive  or  hyperexcitable  persons.  Such 
persons  may  show  increased  restlessness  and  agitation. 
Withdraw  drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  increasing  drug 
effects  or  elevation  of  BUN  and  other  evidence  of  pro- 
gressive renal  failure;  withdraw  drug  if  such  alterations 
persist  and  progress.  Use  with  caution  in  patients  with 
liver  disease.  As  with  all  new  drugs,  complete  blood 
counts,  urinalyses,  and  liver  function  tests  should  be 
performed  periodically.  With  prolonged  therapy,  examine 
patients  for  change  in  color  perception,  visual  fields 
and  fundi.  Also  reported  have  been:  blood  dyscrasias 
including  thrombocytopenia  with  purpura,  agranulocytosis 
and  aplastic  anemia;  elevations  of  BUN,  serum  uric  acid, 
or  blood  sugar.  Symptomatic  gout  may  be  induced.  In 
surgical  patients  thiazides  may  reduce  response  to  vaso- 
pressors and  increase  response  to  tubocurarine. 

Adverse  Reactions:  Pargyline  may  be  associated  with 
orthostatic  hypotension.  Mild  constipation,  slight  ede- 
ma, dry  mouth,  sweating,  increased  appetite,  arthralgia, 
nausea  and  vomiting,  headache,  insomnia,  difficulty  in 
micturition,  nightmares,  impotence,  delayed  ejaculation, 
rash,  and  purpura  have  been  encountered  with  pargy- 
line. Hyperexcitability,  increased  neuromuscular  activ- 
ity (muscle  twitching)  and  other  extrapyramidal  symp- 
toms have  been  reported  in  a few  patients  with  reduced 
cardiac  reserve. 

During  intensive  or  prolonged  therapy,  guard  against 
hypochloremic  alkalosis  and  hypokalemia  (especially 
the  latter  if  patient  is  on  digitalis).  Observe  all  patients 
for  signs  of  hyponatremia  ("low  salt”  syndrome). 

Reported  thiazide  reactions  also  include  anorexia, 
nausea,  vomiting,  diarrhea,  headache, 
dizziness,  paresthesia,  weakness,  skin 
rash,  photosensitivity,  jaundice,  and  pan- 
creatitis. Nocturia  has  been  observed 
with  the  combination.  709075R 
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IN  MEMORIAM 


John  W.McKinstry,  M.D. 

1931-1967 


Doctor  John  McKinstry  is  dead.  He  died  while 
water  skiing  during  a vacation  in  Mexico  with 
his  wife,  Mikie.  Thirty-six  is  somehow  too  young 
to  die,  particularly  for  a man  like  John  who  so 
loved  to  live. 

John  was  born  in  New  Brunswick,  New  Jer- 
sey, but  attended  school  in  Indiana.  He  received 
his  BA  from  Indiana  University  in  1957,  and  in 
1961  his  doctorate  in  medicine.  He  interned  at 
St.  Joseph’s  Hospital  in  South  Bend,  Indiana. 
John  came  to  Phoenix  in  the  summer  of  1962, 
and  joined  the  staff  of  the  John  C.  Lincoln  Hos- 
pital. Shortly  thereafter,  he  became  associated 
with  Doctor  David  Haggar.  After  a short  period 
of  solo  practice  in  1933,  he  reassociated  with  Doc- 
tor Haggar,  in  1966,  where  he  remained  until  his 
death. 

John  was  a complex  guy— a man  about  whom 
few  persons  felt  bland.  He  was  a competent  and 
conscientious  physician,  and  his  patients  were 
loyal.  They  frequently  traveled  many  miles  out 
of  their  way  in  order  to  have  “Doctor  John”  min- 
ister to  their  needs.  He  was  a dreamer  with  a rich 
fantasy  life,  which  included  such  things  as  liv- 
ing and  practicing  in  the  Middle  East.  John 
worked  hard  at  his  chosen  profession,  and  when 
he  played,  he  played  hard,  making  every  minute 
count.  He  was  a civic-minded  guy,  who  was  a 
dedicated  and  active  member  of  the  Maricopa 
County  Medical  Society,  and  the  AMA.  He  re- 
cently joined  the  Deer  Valley  Lion’s  Club. 


John  is  survived  by  his  wife,  Michelle;  daugh- 
ter, Theresa;  stepdaughters,  Kim  and  Kelly;  sons, 
John,  Richard  and  Gary;  and  by  his  mother,  Mrs. 
Rose  McKinstry. 

A mutual  friend  describes  John:  “To  know  him 
was  to  love  him— he  was  always  there  when  you 
needed  him.”  Some  of  his  patients  have  expressed 
the  same  kind  of  thing  to  me. 

As  a friend,  a neighbor,  and  a colleague,  I will 
miss  John,  as  I am  sure  many  others  will.  To  me 
he  was  a man  who  symbolized  living  to  its  fullest. 
Thirty-six  is  somehow  too  young  for  a man  to 
die.  Adios,  John.  Hasta  la  vista. 

Kent  E.  Durfee,  M.D. 


Meade  Clyne,  M.D. 

1882-1967 

Doctor  Meade  Clyne  was  born  in  Plainfield, 
Illinois,  on  April  30,  1882.  His  family  later  moved 
to  Joliet,  Illinois,  where  he  attended  school. 
He  graduated  from  Northwestern  University 
Medical  College  in  1907  and  had  his  internship 
at  Wesley  Teaching  Hospital  in  Chicago.  In 
1910,  he  moved  to  Tucson,  Arizona,  for  healtli 
reasons.  He  recovered  his  health  and  in  1912 
he  opened  an  office  in  Tucson  with  special  at- 
tention to  surgery  and  obstetrics. 

Doctor  Clyne  gave  many  years  of  service  to 
his  profession  and  to  the  Community.  Pie  was  the 
past  president  of  the  Arizona  State  Medical 
Association  and  the  Pima  County  Medical  So- 
ciety. He  organized  the  Arizona  Chapter  of  the 
American  College  of  Surgeons  and  was  its  first 
president.  He  organized  and  formed  the  first 
Rotary  Club  in  Tucson  and  was  its  first  presi- 
dent. He  was  the  past  chairman  of  the  Board  of 
Directors  of  the  American  Red  Cross.  He  had 
also  been  president  of  the  Tucson  Sunshine  Cli- 
mate Club  and  a member  of  the  Board  of  Di- 
rectors of  the  Chamber  of  Commerce.  In  1919  he 
organized  a partnership  with  Doctor  Samuel 
Watson  which  organization  later  became  known 
as  the  Tucson  Clinic. 

Doctor  Clyne  was  regarded  in  the  highest  pos- 
sible fashion  in  the  Community  and  by  his  pa- 
tients. His  judgement  and  counsel  were  most 
highly  regarded  by  his  associates  in  medicine 
and  by  organizations  he  was  involved  with  as 
well  as  by  his  patients.  He  was  diligent,  dutiful 
and  skillful,  and  brought  great  credit  to  the  med- 
ical profession. 

W.  R.  Hewitt,  M.D. 


October,  1967 
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Samuel  E.  Light,  M.D. 

1896-1967 

Dr.  Samuel  Light  passed  away  suddenly  on 
Thursday,  May  4,  1967.  The  exodus  was  sudden 
and  merciful.  He  was  in  his  office  in  Sun  City, 
Arizona,  when  he  was  overcome  by  myocardial 
infarction.  His  memorial  service  in  Youngtown 
was  attended  by  a very  large  gathering  of  friends 
Sam  had  met  in  the  comparatively  short  time  he 
had  been  in  Arizona.  Sam  was  in  apparently  good 
health  and  was  assiduously  attending  to  his  hob- 
bies, “gardening  and  puttering,”  as  well  as  car- 
ing for  a growing  clientele  in  his  dermatology 
offices  until  the  final  moment. 


Dr.  Light  was  born  in  Illinois,  but  was  raised 
in  Nebraska.  He  served  his  country  during  World 
War  I,  and  determined  to  go  into  medicine 
shortly  thereafter.  Dr.  Light  was  a graduate  of 
the  University  of  Nebraska  College  of  Medicine. 
He  interned  at  the  Northern  Pacific  Hospitals  of 
Missoula  and  Tacoma.  His  training  in  Derma- 
toltgy  was  at  the  Stanford  University  Clinic,  and 
The  New  York  Skin  and  Cancer  Hospital.  Sam 
successfully  passed  the  American  Board  of  Der- 
matology in  1939.  In  1931  he  began  his  practice 
in  Tacoma  where  he  continued  until  1962,  at 
which  time  he  went  south  to  raise  citrus  and 
take  care  of  the  dermatologic  problems  in  the 
retirement  complex  of  Youngtown-Sun  City. 


Sam’s  professional  societies  were  numerous 
and  he  kept  up  with  his  reading  and  professional 
meetings  as  few  are  able  or  inclined  to  do.  He 
was  fastidious  in  his  habits  and  possessed  a dry, 
witty  sense  of  humor.  He  touched  the  lives  of 
many  along  the  way  through  his  work  and  his 
organizations.  He  was  a member  of  Tacoma  Ro- 
tary for  many  years  and  continued  on  in  the  Sun 
City  Club.  He  was  a member  of  Immanuel  Pres- 
byterian Church  in  Tacoma  for  over  30  years. 


He  was  active  up  until  the  end,  and  his  sister 
is  quoted  as  saying,  “Well,  Tm  glad  he  went  that 
way  as  I don’t  think  Sam  could  stand  old  age.” 

William  O.  Mintum,  M.D. 


Charles  N.  Ploussard,  M.D. 

1897-1967 

We  all  mourn  the  loss  of  Dr.  Charles  Nicholas 
Ploussard  who  died  in  Phoenix  on  June  25,  1967. 
He  was  beloved  equally  by  his  medical  col- 
leagues and  by  his  many  patients  scattered 
throughout  the  valley.  At  one  time  he  had  the 
largest  medical  practice  including  much  Indus- 
trial work  in  Phoenix.  He  was  an  honor  graduate 
from  St.  Louis  University  Medical  School  and 
did  four  years  Surgical  training  and  one  year 
Urological  training  at  City  Hospital  in  St.  Louis. 
He  came  to  Flagstaff  as  Mill  Surgeon  for  the 
lurtiber  company  in  1924.  He  came  to  Phoenix  in 
1928  and  was  in  active  general  practice  until 
about  six  years  ago.  He  was  one  of  the  all  time 
great  physicians  of  Phoenix  and  was  well  known 
for  his  outstanding  skill  in  surgery.  He  was  a 
certified  fellow  of  the  International  College  of 
Surgeons  and  a fellow  of  the  American  College 
of  Surgeons.  He  was  very  active  as  a medical  of- 
ficer of  Brophy  College  and  St.  Mary’s  High 
School,  being  particularly  intersted  in  injuries 
sustained  by  the  boys  during  athletic  activities. 
He  served  as  a Lieutenant  in  the  Army  Medical 
Corps  in  World  War  I.  He  was  a member  of  the 
Arizona  and  American  Medical  Assns.,  Maricopa 
County  Medical  Society,  Phoenix  Chamber  of 
Commerce,  American  Legion,  Rotary  Club, 
Phoenix  Country  Club  and  the  Elks  Club.  He 
was  a fourth  degree  Knight  of  Columbus,  Marcos 
de  Niza  council. 

He  was  a devout  Catholic  and  was  very  active 
on  the  Staff  of  St.  Joseph  Hospital  and  did  much 
to  enhance  the  reputation  of  the  hospital  both 
by  his  services  and  donations.  The  great  grief  in 
his  life  was  the  loss  of  his  son,  Charles,  who  had 
served  with  the  Armed  Forces  in  Korea  and  had 
just  finished  premedical  school  in  1954  and 
would  have  thus  been  able  to  carry  on  the  great 
name  of  Ploussard  in  the  medical  profession  had 
he  lived.  Dr.  Ploussard  in  his  younger  days  was 
noted  for  his  cheerfulness,  tremendous  vigor  and 
mental  acuity  and  was  often  referred  to  as 
“Cheerful  Charlie”  by  his  more  intimate  friends. 
I had  the  privilege  of  being  associated  with  him 
in  practice  for  five  years  through  the  latter  part 
of  his  career  and  after  the  loss  of  his  son. 
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Charles,  when  he  had  lost  some  of  his  early 
zest  for  life;  therefore,  the  more  carefree  and 
happy  Dr.  Ploussard  was  really  not  known  to 
me.  In  spite  of  his  grief  Dr.  Ploussard  put  up  a 
wonderful  front  and  when  I knew  him  he  still 
had  his  old  charm  and  was  always  one  of  the 
best  dressed  doctors  in  Phoenix.  At  rodeo  time 
he  only  lacked  a horse  to  qualify  him  as  leader  of 
the  parade,  so  excellent  was  his  western  attire. 

I valued  very  much  the  opportunity  of  being 
associated  with  such  a distinguished  physician. 
His  example  of  kindness  to  his  patients  and  his 
generosity  in  both  thought  and  deed  with  the 
many  people  with  whom  he  came  in  contact  will 
always  be  remembered  by  me  and  will  serve  as 
an  example  for  me  to  follow,  however  trying 
the  circumstances. 

He  is  survived  by  his  son,  Nicholas,  who  has 
all  the  charm  and  brilliance  of  his  father  and  who 
will  undoubtedly  be  of  equal  credit  to  the  family 
in  one  or  other  of  the  professions  or  whatever  his 
endeavors.  Our  sympathy  goes  out  to  his  wife, 
Elizabeth,  and  other  members  of  the  family,  in- 
cluding his  three  charming  daughters,  Betty, 
Marie  and  Patricia,  and  his  son,  Nicholas. 

F.  W.  Allinson,  M.D. 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


October,  1967 
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a stuffy  nose 
is  no 

laughing  matter 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR,  A brief 
precautionary  statement  follows. 
Contraindications:  Glaucoma,  prostafic  hyper- 
trophy, stenosing  peptic  ulcer,  pyloroduodenal 
obstruction,  or  bladder  neck  obstruction. 
Precautions:  Use  cautiously  in  the  presence 
of  hypertension,  hyperthyroidism,  coronary  artery 
disease;  warn  vehicle  or  machine  operators  of 
possible  drowsiness. 

Usage  in  Pregnancy:  Use  cautiously,  especially 
in  the  first  trimester.  Note:  The  iodine  in 
isopropamide  iodide  may  alter  PBI  test  results 
and  will  suppress  l*^'  uptake;  discontinue  'Ornade' 
one  week  before  these  tests. 

Adverse  Reactions:  Drowsiness;  excessive 
dryness  of  nose,  throat  or  mouth;  nervousness; 
insomnia.  Other  known  possible  side  effects 
of  the  individual  ingredients:  nausea,  vomiting, 
diarrhea,  rash,  dizziness,  fatigue,  tightness 
of  chest,  abdominal  pain,  irritability,  tachy- 
cardia, headache,  difficulty  in  urination. 
Thrombocytopenia,  leukopenia  and  convulsions 
have  been  reported  but  no  causal  relationship 
has  been  established. 


Ornadetade..rk 

Each  capsule  contains  8 mg.  of  Teldrin® 
(brand  of  chlorpheniramine  maleate),  50  mg. 
of  phenylpropanolamine  hydrochloride,  and 
2.5  mg.  of  isopropamide,  as  the  iodide. 

Spansule®  Capsules 

brand  of  sustained  release  capsules 


each  one  can 
give  him  all-day 
or  all-night  relief 


Smith  Kline  & French  Laboratories 
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New 

view  of  an 
oral 

contraceptive 
at  work 

Although  suppression  of  ovulation  remains 
the  primary  mode  of  action  of  oral  contra- 
ceptives, newer  knowledge  indicates  that 
products  like  Norinyl-1—  a combination  of 
both  low-dosage  progestogen  and  estrogen 
for  the  full  treatment  cycle— may  provide 
multiple  action  that  helps  explain  their  un- 
excelled record  of  contraceptive  effective- 
ness. This  report  explores  the  possible 
secondary  protective  mechanisms  offered  by 
combined  hormonal  administration. 

Accumulating  evidence  has  indicated  that 
sparse,  highly  viscous  cervical  mucus  has  a 
possible  adverse  effect  on  the  motility  and 
survival  of  spermatozoa. 

The  estrogen-opposing  progestational  ingre- 
dient of  Norinyl-1  (norethindrone  1 mg.  with 
mestranol  0.05  mg.)  changes  the  usual  mid- 
cycle picture  of  a thin,  watery  cervical  mucus. 
The  result  — a built-in  barrier  that  appears  to 
inhibit  sperm  from  reaching  the  ovum  should 
one  be  released.  The  inset  in  the  adjoining 
photograph  shows  immobile  spermatozoa  as 
they  appear  in  cervical  mucus  taken  from  a 
patient  treated  with  Norinyl-1. 


See  last  page  for  contraindications,  precautions, 
side  effects  and  dosage. 


MmK  the  estrogen-opposing 
action  of  NorinYl-1  creates 
cervical  mncus  that  may  he  hostiie 
to  sperm  penetration 

Normally,  estrogen  activity  during  the  fertile  midcycle  stimulates  the  production  of  a 
profuse  and  watery  cervical  mucus  that  permits  maximum  sperm  motility  and 
promotes  penetration. 

But  what  happens  when  Norinyl-1  is  administered?  Its  potent  progestogen,  norethindrone, 
opposes  estrogen  stimulation  of  cervical  mucus.  Consequently,  the  amount  of  mucus 
decreases  and  its  viscosity  increases.  This  results  in  a sparse  but  thick  mucus  barrier 
that  appears  to  diminish  the  vitality  of  the  sperm  and  to  impair  its  powers  of  penetration. 

The  role  of  viscous  cervical  mucus  as  a secondary  action  of  Norinyl-1 

In  a report  on  89  patients  taking  this  medication,*  cervical  mucus  obtained  from  cycle  day  5 
to  cycle  day  29  appeared  scant  and  thick  and  exhibited  little  or  no  Spinnbarkeit. 

In  the  opinion  of  this  investigator,  the  effect  on  cervical  mucus  may  be  sufficient  to 
prevent  conception. 


'Cohen,  M.  R.:  Symposium:  Mechanisms  of  Action  of  Low  Dosage  Oral  Contraceptive,  Yale  University  Medical  Center,  New  Haven,  Conn.,  April  6,  1967. 


Normal  cervical  mucus  at  midcycle 
in  untreated  patient 
is  known  to  permit  sperm  motility... 
promote  sperm  penetration. 


Cervical  mucus  is  thin  and  watery  with  a stretchability 
(Spinnbarkeit)  of  15  to  20  cm. 


Viscous  cervical  mucus  at  midcycle 
produced  by  Norinyl-1 
appears  to  impair  sperm  vitality... 
inhibit  penetration. 


Cervical  mucus  is  scanty,  thick  and  viscous. 
Spinnbarkeit  is  1 cm.  or  less. 


Thin,  watery  mucus  crystallizes  into  this  well-defined, 
fernlike  pattern  within  a minute. 


Spermatozoa  appear  healthy,  are  active 
and  freemoving. 


In  thick,  viscous  cervical  mucus  the  fern  pattern 
defined  or  absent. 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  a patient  treated  with  Norinyl-1. 


How  Norinyl-l 
alters  normal 
endometrial  responses- 
another  possible 
protective  mechanism 

Let  us  suppose  that  an  ovum  is  released— as  occurs  in  an 
Dccasional,  rare  case  — and  somehow  a sperm  succeeds  in 
penetrating  the  cervical  mucus  barrier.  Should  this  come  about, 
me  additional  action  of  Norinyl-l  may  protect  the  patient 
from  unwanted  pregnancy.  The  theory  is  that  progestogen  intake 
makes  endometrial  tissue  unreceptive  to  implantation. 


Endometrium  of 
untreated  patient 


Normally,  the  endometrium  progresses  through 
a proliferative  phase  stimulated  by  estrogen  and  a 
secretory  phase  stimulated  by  progesterone. 

During  the  secretory  phase  the  endometrium  is 
receptive  to  the  fertilized  ovum. 


Endometrium  produced 
by  Norinyl-l 


When  Norinyl-l  is  administered  its  progestogen 
component  — norethindrone  — accelerates  the 
secretory  phase  and  suppresses  glandular  and 
vascular  development. 


See  last  page  for  contraindications,  precautions,  side  effects  and  dosage. 


elfective  fertility  control 
on  iialf  the  previous  dosage 

maintains  ratio 
of  the  established 
norethindrone  / mestranol 
combination 

lower  cost 


Reduction  of  oral  contraceptive  dosage  to  lowest  effective  levels  has 
become  a well-accepted  principle  of  conservative  medical  practice. 
In  keeping  with  this  view,  Norinyl  is  now  available  in  a new  strength 
in  which  both  norethindrone  and  mestranol  are  reduced  50  percent. 
Studies  show  that  Norinyl- 1 achieves  fertility  control  with  only  1.05 
mg.  of  combined  progestogen  and  estrogen  per  tablet. 

Norethindrone  was  first  reported  for  use  as  a progestational  agent  in  i 
human  beings  in  1955.  Norethindrone  2 mg.  with  mestranol  0.1  mg.,  as 
an  oral  contraceptive,  is  currently  in  use  by  over  2,000,000  women. 
Clinical  experience  now  establishes  that  Norinyl- 1 also  amply  meets 
the  criteria  of  reliability  and  safety.* 

♦Symposium  on  Low-Dosage  Oral  Contraception,  Palo  Alto,  Calif.,  July  15,  19B5. 


PRESCRIBING  INFORMATION 
Contraindications:  1.  Patients  with  thrombo- 

phlebitis or  with  a history  of  thrombophlebitis 
or  pulmonary  embolism.  2.  Liver  dysfunction  or 
disease.  3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  organs.  4.  Un- 
diagnosed vaginal  bleeding. 

Warnings:  1.  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or  com- 
plete loss  of  vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia,  or  migraine.  If  examina- 
tion reveals  papilledema  or  retinal  vascular 
lesions,  medication  should  be  withdrawn.  2. 
Since  the  safety  of  Norinyl-1  in  pregnancy  has 
not  been  demonstrated,  it  is  recommended  that 
for  any  patient  who  has  missed  two  consecutive 
periods,  pregnancy  should  be  ruled  out  before 
continuing  the  contraceptive  regimen.  If  the  pa- 
tient has  not  adhered  to  the  prescribed  schedule, 
the  possibility  of  pregnancy  should  be  consid- 
ered at  the  time  of  the  first  missed  period.  3. 
Detectable  amounts  of  the  active  ingredients  in 
oral  contraceptives  have  been  identified  in  the 
milk  of  mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the  infant  has  not 
been  determined. 

Precautions:  1.  The  pretreatment  physical  exam- 
ination should  include  special  reference  to 
breast  and  pelvic  organs,  as  well  as  a Papani- 
colaou smear.  2.  Endocrine  and  possibly  liver 
function  tests  may  be  affected  by  treatment 
with  Norinyl-1.  Therefore,  if  such  tests  are  ab- 
normal in  a patient  taking  Norinyl-1,  it  is  recom- 
mended that  they  be  repeated  after  the  drug 
has  been  v/ithdrawn  for  2 months.  3.  Under  the 
influence  of  estrogen-progestogen  preparations, 
preexisting  uiersne  fibroids  may  increase  in 
size.  4.  Because  these  agents  may  cause  some 
degree  oi  fluid  retention,  conditions  that  may 
be  influenced  by  this  factor,  such  as  epilepsy, 
migraine,  a.sthma,  cardiac,  or  renal  dysfunc- 
tion, require  careful  observation.  5.  Although  a 
cause  and  effect  relationship  has  not  been 
established,  Norinyi-i  should  bs  rtsed  with  cau- 
tion in  patients  with  a history  of  cerebrovascu- 
lar accident.  6.  In  relation  to  , breakthrough 
bleeding,  as  in  all  cases  oi  irregular  bleeding 
per  vaginam,  nonfunctional  causes  should  be 
borne  in  mind.  In  cases  of  undiagnosed  vaginal 
bleeding,  adequate  diagnostic  measures  are 


indicated.  7.  Patients  with  a history  of  psychic 
depression  should  be  carefully  observed  and 
the  drug  discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible  influence 
of  prolonged  Norinyl-1  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease  in  glucose 
tolerance  has  been  observed  in  a small  percent- 
age of  patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  obscure.  For  this 
reason,  diabetic  patients  should  be  carefully 
observed  while  receiving  Norinyl-1  therapy.  10. 
Because  of  the  occasional  occurrence  of  throm- 
bophlebitis and  pulmonary  embolism  in  pa- 
tients taking  oral  contraceptives,  the  physician 
should  be  alert  to  the  earliest  manifestations  of 
the  disease.  A cause  and  effect  relationship  has 
not  been  demonstrated.  11.  Because  of  the  ef- 
fects of  estrogens  on  epiphyseal  closure, 
Norinyl-1  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  not  complete. 

12.  The  age  of  the  patient  constitutes  no  abso- 
lute limiting  factor,  although  treatment  with 
Norinyl-1  may  mask  the  onset  of  the  climacteric. 

13.  The  pathologist  should  be  advised  of 
Norinyl-1  therapy  when  relevant  specimens  are 
submitted. 

Side  Effects:  The  following  adverse  reactions 
have  been  observed  with  varying  incidence  in 
patients  receiving  oral  contraceptives:  nausea, 
vomiting,  gastrointestinal  symptoms,  break- 
through bleeding,  spotting,  change  in  men- 
strual flow,  amenorrhea,  edema,  chloasma, 
breast  changes  (tenderness,  enlargement  and 
secretion),  loss  of  scalp  hair,  change  in  weight 
(increase  or  decrease),  changes  in  cervical  ero- 
sion and  cervical  secretions,  suppression  of  lac- 
tation when  given  immediately  postpartum, 
cholestatic  jaundice,  erythema  multiforme,  ery- 
thema nodosum,  hemorrhagic  eruption,  mi- 
graine, rash  (allergic),  itching,  rise  in  blood 
pressure  in  susceptible  individuals,  mental 
depression. 

The  following  occurrences  have  been  ob- 
served in  users  of  oral  contraceptives.  A cause 
and  effect  relationship  has  not  been  estab- 
lished: thrombophlebitis,  pulmonary  embolism, 
neuroocular  lesions. 

The  following  laboratory  results  may  be 


altered  by  the  use  of  oral  contraceptives:  in- 
creased bromsulphalein  retention  and  other 
hepatic  function  tests,  coagulation  tests  (in- 
crease in  prothrombin,  factors  VII,  VIII,  IX  and 
X),  thyroid  function  (increase  in  PBI  and  buta- 
nol extractable  protein-bound  iodine  and  de- 
crease in  T3  values),  metapyrone  test,  pregnane- 
diol  determination. 

Other  side  effects  reported  to  have  occurred 
in  association  with  use  of  this  drug  are  dizzi- 
ness, hirsutism,  pains  in  legs,  back,  chest  and 
abdomen,  dysuria,  drowsiness,  vaginal  dis- 
charge, libido  increased  and  decreased,  erup- 
tions, hypermenorrhea,  hypomenorrhea, 
increased  appetite,  G.  U.  infections,  varicose  • 
veins,  abdominal  fullness,  acne,  headache, 
nervousness,  allergies,  blurred  vision,  pain  in 
eyes,  and  itching  in  eyes.  For  complete  clinical  , 
data,  see  package  insert.  , 

Dosage  and  Administration:  1.  One  tablet  oi 
Norinyl-1  is  administered  orally  for  20  days 
beginning  on  day  5 of  the  menstrual  cycle. 
(Count  day  1 of  the  cycle  as  the  first  day  of  ‘ 
menstrual  bleeding.)  Repeat  this  dosage  sched-. 
ule  for  each  cycle.  2.  If  no  menstrual  period 
occurs  after  a cycle  of  treatment  (20  tablets)  in 
which  patient  adhered  to  the  schedule,  the  pa- 
tient must  be  instructed  to  resume  taking  the  ' 
Norinyl-1  tablets  7 days  after  the  previous  20- 
day  course  was  completed.  For  example,  if  the 
last  pill  of  a previous  cycle  had  been  taken  on 
a Sunday,  then  a new  cycle  of  treatment  should  j 
begin  on  the  following  Sunday.  3.  In  the  post-,’ 
partum  woman,  it  is  recommended  that  the  ) 
first  cycle  of  treatment  should  begin  on  day  5 , 
of  the  first  menstrual  cycle.  However,  Norinyl-1  ] 
should  not  be  administered  during  lactation.  , 
Availability:  Norinyl-1  (norethindrone  1 mg.: 
with  mestranol  0.05  mg.)  — Dispensers  of  20  and 
60  and  bottles  of  250  tablets.  ’ 


norethindrone  — an  original  steroid  from 
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A journal  within  a Journal  published  quarterly  in  the  interests 
offbetter  medicine  by  Dorsey  Laboratories,  a division  of  The 
Wander  Company,  Lincoln,  Nebraska.  Address  communica- 
tions to  Raymond  C.  Pogge,  M.D.,  Director  of  Medicine. 
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Smog,smaze  or  smust...effects  of  air 
pollution  on  upper  respiratory  tract 

Nathan  Flaxman,  M.D,  Diplomate,  American  Board  of  Internal  Medicine,  Chicago,  Illinois 


I 


In  Los  Angeles  it  is  smog  (smoke  and  fog).  In  New 
York  City  smaze  (smoke  and  haze).  In  El  Paso  smust 
(smoke  and  dust).  The  original  factor  was  smoke 
plus  such  natural  phenomena  as  fog,  haze  and  dust, 
but  air  pollution  has  mushroomed  from  a smoke 
problem  in  our  industrial  cities  into  a major  econom- 
ic, esthetic  and  public  health  problem  that  affects 
practically  every  American  locality  and  citizen. 
Respiratory  disease,  of  course,  is  by  far  the  most 
costly  effect  of  air  pollution,  for  contaminated  air 
can  aggravate  our  illnesses,  deplete  our  strength 
and  shorten  our  life  span.^ 

The  greatest  problem  in  dealing  with  solid  wastes 
is  that  they  are  not  quickly  returned  to  dust.  To  aid 
the  decomposing  process,  the  great  bulk  of  such 
waste  is  burned,  polluting  our  air  in  the  process.^ 
Dr.  Jack  McKee  of  the  California  Institute  of  Tech- 
nology^ has  calculated  that  in  Los  Angeles  County, 
which  has  more  than  six  million  people,  about  three 
pounds  of  gaseous  wastes  per  person  per  day  (on  a 
dry-weight  basis)  enter  the  atmosphere.  This  is  twice 
as  much  as  solid  refuse  disposal  and  six  times  as  much 
as  the  contaminants  in  waste  water.  It  is  estimated 
that  in  New  York  City,  730  pounds  of  pollutants,  a 
little  over  half  the  size  of  a compact  two-door  sedan 
of  foreign  make,  is  annually  thrown  into  the  air  for 
each  man,  woman  and  child  in  the  city.^ 


presence  of  various  materials  polluting  the  air  mighj 
do  this.  A siege  of  smog  in  Denver,  the  "mile  higi^j 
city,”  in  December  1965  was  accompanied  by  resp.^ 
ratory  infection  that  doubled  normal  absentee  ratej 
in  schools,  factories  and  city  government. * 

i 

WhHe  air  pollution  is  only  one  factor,  it  has  becomj 
important  in  the  causes  of  most  of  the  afflictions  o 
the  respiratory  tract.  This  has  been  shown  not  onlj 
by  the  Denver  occurrence,  but  also  by  detailed  stud)| 
of  respiratory  illness  in  a small  group  of  313  mejj 


Air  pollution  is  an  evident  factor,  not  only  in  the 
common  cold  and  upper  respiratory  disease,  but  also 
in  chronic  bronchitis,^  pulmonary  emphysema,^ 
bronchial  asthma,^  pneumonitis  and  lung  cancer.® 
Its  effect  on  the  incidence  of  pulmonary  tuberculosis 
is  unproved,^  although  it  is  conceivable  that  the 


:om  October  1962  to  May  1963  when  there  were 
02  episodes  involving  the  upper  respiratory  tract, 
^’he  attack  rate  of  illness  was  related  in  time  to  in- 
creased concentration  of  both  smoke  and  sulphur 
I ioxide  in  the  atmosphere  of  the  district  in  which 
le  men  lived. 

Other  factors  often  mentioned,  include  exposure  to 
I nose  who  have  colds,  exposure  to  extreme  changes 
if  temperature,  allergy  and  bacterial  infection, 
lowever,  when  low  individual  resistance  due  to 
jack  of  rest,  overwork,  fatigue,  improper  or  unbal- 
nced  diet,  previous  illness  and  emotional  stress  are 
icluded  as  causes,  we  enter  the  realm  of  somewhat 
^bscure  relationships.  Much  more  emphasis  can  be 
placed  on  the  role  of  polluted  air. 

I 

Ihe  symptoms,  signs  and  complications  of  involve- 
iient  of  the  upper  respiratory  tract,  especially  the 
|ommon  cold,  are  the  same  regardless  of  the  causa- 
iive  factor.  Swelling  of  the  lining  of  the  nose,  the 
jcratchy  dry  throat,  the  discharge  from  the  nose  at 
! rst  watery  then  thicker,  discolored  and  more  tena- 
jious,  the  eyes  tearing,  and  frequent  sneezing  are 

II  part  of  the  Number  1 human  ailment.  Concur- 
ent  or  residual  sinusitis  when  mucus  is  trapped 
here,  middle  ear  involvement  due  to  interference 
nth  drainage,  laryngitis  and  bronchitis  are  compli- 
ations  of  the  common  cold.  The  primary  interfer- 
nce  is  with  a most  important  function  of  the  nose— 
he  cleansing  of  foreign  matter  in  the  first  line  of 
air  defense”  to  prevent  it  from  entering  the  breath- 
ng  tract. 

iowever,  the  diagnosis  and  subsequent  decision  on 
low  to  treat  the  patient  so  affected  rests  basically  on 
he  relief  of  symptoms  that  cause  him  the  misery, 
"he  stuffed,  runny  nose,  the  clogged  ears,  and  the 
larsh  dry  cough  — all  the  symptoms  that  make  com- 
mon cold  sufferers  feel  miserable  and  interfere  with 
heir  sleep— can  be  alleviated  with  medications  of 
he  oral  nasal  decongestant/antihistamine  combina- 
ion  type.  The  burning  sensation  in  the  throat,  sore- 


For  nature's  hazards: 
nasal  congestion 
due  to  seasonal 
allergies  and 
summer  cold 


Triaminic*  syrup 


Each  teaspoonful  (5  ml.)  contains: 

Phenylpropanolamine  hydrochloride  12.5  mg. 

Pheniramine  maleate  6.25  mg. 

Pyrilamine  maleate 6.25  mg. 


For  nasal  congestion  regardless  of  cause,  you  can  bring 
quick,  lasting  comfort  to  your  little  patients  with  Triaminic 
Syrup.  You  may  occasionally  encountertheses/de^ffe^; 
drowsiness,  blurred  vision,  cardiac  palpitations,  flushing, 
dizziness,  nervousness  or  gastrointestinal  upsets.  Pre- 
cautions: the  possibility  of  drowsiness  should  be  con- 
sidered by  patients  engaged  in  mechanical  operations 
requiring  alertness.  Use  with  caution  in  patients  with 
hypertension,  heart  disease,  diabetes,  or  thyrotoxicosis. 
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ness  of  the  chest  and  even  chest  pain  can  also  be 
relieved  by  such  medication.  Rest  in  bed  if  there  is 
fever  (but  confined  to  home  at  least),  liberal  fluids, 
uniformly  warm  surroundings  and  adequate  humid- 
ity in  the  room,  are  all  helpful  adjuncts  to  the  med- 
ication. Most  common  cold  sufferers  recover  rapidly 
and  are  symptom-free  in  four  to  ten  days. 

Further  treatment,  altered  by  the  fact  that  the  afflic- 
tion hangs  on  for  more  than  the  usual  duration  of 
the  common  cold,  requires  consideration  of  allergy, 
which  is  most  frequently  the  prolonging  factor.  But 
air  pollution  itself  may  often  be  the  culprit. 

{Concluded  on  following  page) 


the  Third  National  Conference  on  Air  Pollution 
held  recently,  it  was  emphasized  that  this  subject 
had  received  more  attention  in  the  past  four  years 
than  in  all  previous  history.  Spicer, an  active  par- 
ticipant at  this  conference,  reiterated  that  it  behooves 
the  practicing  physician  to  be  aware  of  trends  in 
respiratory  disease  and  to  accept  a major  role  in 
community  action  relating  to  air  pollution  and  res- 
piratory health.  By  taking  a positive  stand  physicians 
have  been  instrumental  in  the  development  of  anti- 
pollution legislation.  An  outstanding  example  is 
Los  Angeles  where  major  steps  have  been  taken  by 
abolishing  coal  burning,  and  even  banishing  oil 
burning,  seven  months  a year.  Natural  gas  must  be 
used  instead  and  it  must  be  used  by  industry  when 
available.  Backyard  incinerators  have  been  abolished 
in  favor  of  landfill  disposal,  and  building  incinera- 
tion ended  except  for  a few  expensive  smokeless 
furnaces.^"  Concerted  action  can  be  taken  against 
particular  industrial  nuisances.  One  company  that 
disregarded  complaints  discovered  its  error  when 
thousands  of  its  credit  cards  were  returned  by  irate 
customers  who  decided  to  patronize  competing 
companies.’^ 

Summary.  Respiratory  disease  is  the  most  important 
and  most  costly  effect  of  air  pollution,  whether 
termed  smog,  smaze,  or  smust.  Air  pollution  is  an 
economic,  esthetic  and  public  health  problem  that 
affects  practically  every  American  locality  and  citi- 
zen. New  sources  of  air  pollution  are  invisible  and 
odorless,  but  the  harmful  gases  and  liquid  droplets 
are  there.  Triggered  by  sunlight,  some  of  these  un- 
dergo mid-air  chemical  changes  and  the  results  are 
even  more  irritating  to  the  upper  respiratory  tract. 
The  symptoms,  signs  and  complications,  especially 
of  the  upper  respiratory  tract,  can  be  readily  aborted 
by  modern  medication  but  may  be  unduly  prolonged 
by  polluted  air.  In  steps  taken  to  prevent  this,  the 
practicing  physician  can  take  a major  role. 
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For  summer  allergies,  summer 
colds, or  nasal  congestiondueto 
almostany cause, you  prescribe 
quick  r-e-l-i-e-f  with  Triaminic 
It's  ideal  for  summer  allergies 

1.  Acts  in  15-30  minutes  due 
to  decongestant. 

2.  Follows  up  with  balanced 
dual  antihistamines. 

3.  Up  to  24-hour  ’round  the 
clock  relief  when  dosed  one 
tablet  at  morning,  midafter 
noon  and  evening. 

Summer  time  is  sport  time  and 
who  can  be  a sport  with  a runny 
nose? 


provide  patient  comfort 

Triaminic  relieves 

Each  timed-release  summer  allergies 


tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 


Side  effects:  Occasional  drowsiness,  blurred  vision, 
cardiac  palpitation,  flushing,  dizziness,  nervousness 
or  gastrointestinal  upsets. 

Precautions:  The  patient  should  be  advised  not  to 
drive  a car  or  operate  dangerous  machinery  if  drowsi- 
ness occurs.  Use  with  caution  in  patients  with  hyper- 
tension, heart  disease,  diabetes  or  thyrotoxicosis. 
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of  Camelbpck  Hospital 
is  one  of  relaxed  Western  living. 

.ooking  east,  Camelback  Mountain  provides  the  background 
for  the  lovely  lawn  and  grove  area. 

Ke  natural  beauty  of  the  surroundings  at  Camelback  Hospital 
creates,  for  the  patient, 

a restful,  scenic  setting. 


Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area 
near  picturesque  Camelback  Mountain,  the  hospital  is 
dedicated  exclusively  to  the  treatment  of  psychiatric 
and  psychosomatic  disorders,  including  alcoholism. 
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Picture  of 
painful  myositis 

Parafon  Forte  helps  to  relieve  pain, 
restore  mobility  . . . stop  pain-spasm  feedback 

Here  is  why.  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain/ -2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy^ 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action/-*^  and  to  retain  effectiveness 
even  on  continued  administration/-'^  but  which  does  not 
have  the  central  effects  of  tranquilizing  compounds. 

Prescribe  Parafon  Forte  for  lasting  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  lasting  freedom  of  movement  it  usually  provides. 


treated  with 
Parafon  Forte®TABLETs 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg.  ! 

j 

Cautions  and  side  effects:  Use  with  caution  in  patients  with  . 
known  drug  sensitivity.  If  a hypersensitivity  reaction  or  symp- 
toms suggestive  of  liver  dysfunction  are  observed,  the  drug 
should  be  stopped.  Occasionally,  drowsiness,  dizziness,  light- 
headedness, malaise,  overstimulation  or  gastrointestinal  dis- 
turbances may  be  noted;  rarely  gastrointestinal  bleeding, 
allergic  skin  rashes,  petechiae,  ecchymoses,  angioneurotic 
edema  or  anaphylactic  reactions  may  have  been  drug  associ- 
ated. While  Paraflex  (chlorzoxazone)  has  been  suspected  as. 
being  the  cause  of  hepatic  toxicity  in  approximately  eighteen 
patients,  it  was  not  possible  to  state  that  the  dysfunction  was 
or  was  not  drug  induced.  Dosage:  Two  tablets  q.i.d.  Supplied:  j 
Scored,  light  green  tablets,  imprinted  “McNEIL”-bottles  of  100. 
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CORRESPONDENCE 


Roland  F.  Schoen,  M.D.,  Editor 
Arizona  Medicine 
Suite  201 

4601  North  Scottsdale  Road 
Scottsdale,  Arizona  85251 

Dear  Doctor  Schoen: 

A copy  of  Resolution  #14  “Nursing  Education” 
as  adopted  by  the  Arizona  Medical  Association, 
Inc.,  on  April  29,  1967  and  sent  to  me  by  the 
Secretary  of  the  Arizona  Medical  Association, 
Inc.,  was  read  and  discussed  by  the  Board  of 
Directors  of  the  Arizona  State  Nurses’  Associa- 
tion at  its  regular  meeting  on  May  20,  1967.  In 
an  effort  to  clarify  the  several  issues  referred  to 
in  the  resolution,  it  would  be  very  much  ap- 
preciated if  this  letter  could  be  shared  with 
physicians  through  the  medium  of  Arizona  Med- 
icine. 

On  behalf  of  the  members  of  the  Board,  I 
have  been  asked  to  express  our  concern  that 
another  organization  feels  impelled  to  take  ac- 
tion regarding  a principle  in  which  our  profes- 
sional organization  believes  and  which  was  en- 
thusiastically approved  by  the  House  of  Dele- 
gates of  the  American  Nurses’  Association  in 
June,  1966.  Our  concern  is  justifiable,  I believe, 
as  I am  sure  our  organization  would  never  con- 
sider proposing  a resolution  involving  judgment 
of  medical  education  or  the  American  Medical 
Association.  We  believe  that  physicians  should 
speak  for  the  physicians  and  nurses  should 
speak  for  nursing.  While,  as  you  know,  there  are 
areas  of  common  concern,  we  feel  there  are  also 
areas  of  concern  which  belong  exclusively  to 
the  professionals  in  question. 

We  do,  of  course,  realize  the  concern  of  phys- 
icians regarding  the  quantity  and  quality  of  nurs- 
ing care  available  to  patients.  For  this  very 
reason,  the  Arizona  Medical  Association  was  in- 
vited and  has  had  representation  on  the  Joint 
Committee  for  Nursing  Needs  and  Resources  in 
Arizona  since  this  group  was  first  organized  in 
1965.  Doctor  William  Payne  has  been  most  faith- 
ful in  participating  in  the  activities  of  this  group, 
your  organization  has  contributed  financially  to 
its  support  and  copies  of  the  published  reports 
have  been  made  available.  It  would  seem  that 
an  honest  effort  has  been  made  to  involve  and 
inform  your  organization  of  the  true  situation 
in  Arizona  and  the  community  planning  for 
changes  in  nursing  education  as  these  relate  to 


what  is  happening  in  society  generally,  not  just 
inside  our  state. 

In  reading  this  resolution,  it  appears  to  us 
that  there  is  grave  misunderstanding  of  our  pro- 
fessional organization’s  “Position  on  Nursing 
Education.’  It  is  unfortunate  that  we  were  not 
invited  to  interpret  this  to  your  House  of  Dele- 
gates, as  we  believe  the  action  on  the  resolution 
would  have  been  quite  different.  I should  like 
to  clarify  some  of  the  statements  made  in  the 
resolution : 

1.  Actually  there  is  not  “an  obvious  decrease 
in  the  number  of  nurses.”  Nationally,  the  number 
of  practicing  registered  nurses  has  increased  tre- 
mendously in  the  last  ten  years  from  430,000  to 
621,000,  more  rapidly  than  any  other  professional 
group.  Demand  has  simply  outstripped  the 
growth.  In  Arizona,  the  number  of  registered 
nurses  working  increased  by  4%  annually  in  1964, 
1965  and  1966,  but  in  1966  alone  the  number 
of  licensed  hospital  and  extended  care  facility 
beds  increased  by  17.4%.  The  demands  for  regis- 
tered nurses  in  other  fields  of  nursing  — School 
Nursing,  Public  Health,  faculty  for  nursing 
schools,  have  also  increased  dramatically.  Our 
organization  is  deeply  concerned  with  the  way 
nurses  are  being  utilized.  There  are  many  nurses 
in  this  state  and  in  the  nation  who  have  strong 
convictions  that  if  nurses  nursed,  patient  care 
would  be  markedly  improved.  We  also  believe 
that  nurses  must  be  more  closely  involved  and 
actively  participate  in  health  planning,  and  I 
use  hospital  bed  expansion  as  an  example.  There 
has  been  relatively  little  consideration  given  to 
staffing  problems  by  those  who  propose  and 
plan  new  hospitals  and  expansion  of  existing 
facilities. 

2.  Licensed  practical  nurses  and  nurses  aides 
have  for  many  years  assisted  the  registered 
nurses  in  giving  care  to  our  patients.  I am  not 
convinced  there  has  been  an  increase  in  this 
area.  If  you  recall,  in  the  ANA’s  position  paper, 
we  endorsed  the  moving  of  nursing  education 
into  institutions  of  higher  learning,  ie,  the  Junior 
College  Associate  Degree  programs  to  prepare 
the  technical  nurse  and  the  Universities  to  pre- 
pare the  professional  nurse.  An  attempt  will  be 
made  to  upgrade  practical  nurses  to  the  tech- 
nical level  through  more  education.  Our  Board 
of  Directors  is  requesting  that  the  Arizona  wState 
Board  of  Nursing  investigate  the  advisability  of 
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establishing  some  type  of  certification  or  stand- 
ards for  tile  nursing  assistants  (aide)  groups. 
We  are  very  much  aware  that  the  present  on- 
the-job  training  programs  go  from  the  extremes 
of  being  very  poor  to  excellent. 

.3.  As  far  as  diploma  schools  throughout  the 
country  closing  because  of  the  high  cost  of  train- 
ing and  the  ANA’s  vocal  opposition,  we  take 
great  exception  to  the  latter  part  of  this  state- 
ment. The  ANA,  in  writing  and  verbally,  has 
stated  over  and  over  again  that  diploma  schools 
must  not  and  should  not  close  until  community 
planning  has  taken  place  and  until  we  can  be 
assured  that  the  Junior  Colleges  and  Universities 
can  prepare  an  adequate  number  of  nurses.  It 
is  our  belief  that  hospital  schools  have  closed 
and  the  ANA  position  on  nursing  education  has 
been  given  as  the  reason  when  in  reality  these 
schools  wanted  to  close.  Certainly  the  additional 
cost  to  the  sick  patient  of  paying  for  nursing  ed- 
ucation programs  is  of  major  concern  in  con- 
tinuing the  diploma  school. 

4.  Tlie  ANA  encourages  all  potentially  capable 
students  to  enter  nursing  programs  — not  just  the 
collegiate  program.  We  do  feel  that  a disservice 
is  done  to  any  student  if  we  do  not  tell  her  of 
all  the  programs  in  nursing  education  and  point 
out  the  program  we  feel  is  best  suited  to  the  ap- 
plicants’ ability  and  potential.  The  great  empha- 
sis in  our  elementary  and  secondary  schools  on 
the  value  and  necessity  for  collegiate  education 
in  itself  influences  many  of  our  gifted  young 
people  to  seek  this  route  to  nursing  education. 

5.  We  have  never  felt  that  the  collegiate  pro- 
gram would  graduate  all  the  registered  nurses. 
We  believe  the  appropriate  ratio  to  be  67%  pre- 
pared at  the  technical  level  and  33%  of  the  pro- 
fessional or  baccalaureate  level. 

Regarding  the  matter  of  advancement  and  re- 
muneration of  the  registered  nurse:  we  feel  that 
the  establishment  and  circulation  of  recommend- 
ed personnel  policies  and  beginning  salaries  is 
a prerogative  of  our  organization.  How  these  are 
implemented  throughout  the  state  varies  ac- 
cording to  the  employment  situation.  However, 
we  do  believe  that  a recognition  at  the  time 
of  employment  for  previous  satisfactory  exper- 
ience, additional  responsibilities  and  additional 
educational  qualifications  is  absolutely  necessary 
if  we  are  to  attract  the  best  qualified  nurses  to 
positions  in  this  state. 


We  do  hope  that  representatives  of  our  two 
organizations  can  meet  together  and  discuss  pos- 
sible ways  of  avoiding  misunderstandings  such 
as  this  and  to  plan  for  methods  through  which 
patient  care  will  be  improved.  If  we  had  only 
been  aware  of  your  organization’s  concern,  we 
would  have  attempted  to  provide  information 
which  I am  sure  would  have  led  to  an  under- 
standing of  the  position  of  the  professional  nurs- 
ing organization. 

Sincerely, 

Rosamond  Gabrielson,  R.  N.,  President 
Arizona  State  Nurses’  Association 


Response 

The  letter  from  the  Arizona  State  Nurses’  As- 
sociation should  be  a surprise  to  only  the  un- 
initiated. The  liaison  committee  of  the  Arizona 
Medical  Association,  which  was  set  up  primarily 
to  better  communications  between  the  two 
groups,  was  recently  dropped  due  to  disinterest 
on  the  part  of  the  Nurses’  Association.  They  now 
rise  up  in  all  of  their  maternal  dignity  to  express 
great  concern  about  our  resolution  which,  in 
effect,  simply  states  we  believe  all  educational 
endeavors  now  in  operation  should  be  continued. 
Our  resolution  was  prompted  by  an  action  taken 
by  both  the  Arizona  State  Nurses’  Association 
and  the  American  Nurses’  Association  wherein 
they  took  unilateral  action  to  sound  the  death 
knell  for  diploma  schools  of  nursing.  Other  re- 
sponsible organizations  equally  interested  in  the 
supply  of  nurses  decided  such  precipitate  action 
would  not  go  unchallenged.  The  Arizona  Hos- 
pital Association  is  not  happy  with  the  nurses’ 
stand. 

The  American  Hospital  Association  has  de- 
cided to  disregard  completely  the  pronounce- 
ment of  the  nurses’  association.  They  plan  to  set 
up  a new  accreditation  body  as  a part  of  the 
American  Hospital  Association  and  directly  en- 
courage diploma  schools  of  nursing. 

It  would  seem,  therefore,  that  a strong  tide  of 
opinion  is  running  against  the  muses’  statement 
regarding  diploma  schools.  It  is  hoped  they  will 
heed  the  warning  and  rescind  their  present  stand 
on  diploma  schools  as  persistence  in  this  stand 
is  believed  to  be  unworthy  of  their  profession 
and  not  in  the  public  interest. 

Dermont  W.  Melick,  M.D. 

(See  Reprint  section,  page  999,  for  article  on  Nursing  Education 
— Debate,  Dilemma,  Debacle.) 
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July  18,  1967 

Mr.  Bruce  E.  Robinson 

Assistant  Executive  Secretary 

The  Arizona  Medical  Association 

4601  North  Scottsdale  Road,  Suite  201 

Scottsdale,  Arizona  85251 

Dear  Mr.  Robinson: 

I have  received  two  copies  of  the  July  1967, 
issue  of  ARIZONA  MEDICINE  which  you  for- 
warded to  Special  Agent  Bert  C.  Mereness  of 
this  office. 

The  excellent  presentation  afforded  to  Alson 
Thomas  Wahrlich,  one  of  our  Ten  Most  Wanted 
Fugitives,  is  certainly  appreciated.  Should  any 
positive  results  be  received  with  the  publicity 
afforded  this  fugitive  through  your  magazine 
you  can  rest  assiured  that  I will  immediately  ad- 
vise you. 

Federal  Bureau  of  Investigation 
Very  truly  yours, 

JOHN  P.  MULL,  JR. 

Special  Agent  in  Charge 


Mr.  Robert  Carpenter 

Executive  Secretary 

Arizona  Medical  Association,  Inc. 

Suite  201,  4601  North  Scottsdale  Road 
Scottsdale,  Arizona  85251 

Dear  Mr.  Carpenter: 

I have  been  asked  by  the  American  Academy 
of  Pediatrics  to  notify  you  that  you  will  be  re- 
ceiving in  the  mail  in  the  near  future  a copy  of 
the  new  Academy  manual,  Standards  of  Child 
Health  Care.  This  is  being  done  because  of  the 
interest  expressed  in  this  publication  by  the 
field  representative  for  the  American  Medical 
Association  who  visited  the  central  office  re- 
cently. 

This  publication  was  prepared  by  the  Council 
on  Pediatric  Practice  of  the  American  Academy 
of  Pediatrics  and  is  presented  as  a guideline  for 
optimal  care  of  children,  though  not  an  absolute 
criteria.  It  should  serve  as  an  excellent  reference 
for  the  comprehensive  health  care  which  should 
be  delivered  to  children  of  all  ages  in  health 
and  illness. 

Of  interest  to  us  in  Arizona  is  that  the  chair- 
man of  the  committee  that  prepared  this  manual 


was  Dr.  Hugh  Thompson  of  Tucson.  Dr.  Thomp- 
son is  past  president  of  the  Arizona  Pediatric 
Society  and  the  Arizona  Chapter  of  the  American 
Academy  of  Pediatrics  and  at  the  present  time 
is  chairman  of  District  VHI  of  the  American 
Acadmey  of  Pediatrics.  This  District  includes 
all  of  the  western  states  with  the  exception  of 
California  and  does  include  Alaska  and  Hawaii. 
Sincerely  yours, 

John  K.  Kerr,  M.D. 

Chairman,  Arizona  Chapter  of  the 
American  Academy  of  Pediatrics 
Arizona  Pediatric  Society 
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REPRINTS 


Nursing  Education  — 
Debate,  Dilemma,  Debacle 

by  JOHN  C.  IMHOFF 


Most  people  not  closely  associated  with  hos- 
pitals are  unaware  of  the  unrest  that  is  pervad- 
ing nursing  education  today,  both  in  the  hospi- 
tal and  on  the  college  campus. 

The  debate  had  its  start  in  1910,  when  the 
University  of  Minnesota  offered  the  first  bac- 
calaureate program  in  nursing.  Prior  to  that 
time,  nursing  education  had  been  exclusively 
a hospital-sponsored  activity. 

Between  1910  and  1943,  the  number  of  bac- 
calaureate programs  increased  to  120,  supple- 
menting the  existing  1297  hospital  diploma  pro- 
grams. 

In  the  early  1960’s,  the  surgeon  general  of  the 
United  States  Public  Health  Service  appointed 
a Consultant  Group  on  Nursing  to  advise  him  on 
the  nation’s  nursing  needs  and  to  identify  the 
appropriate  role  of  the  federal  government  in 
assuring  adequate  nursing  services  for  the  cit- 
izens. In  1963,  the  consultant  group  issued  a 
survey  report  which  disclosed  that  the  supply 
of  nurses  was  falling  behind  a rapidly  increasing 
demand.  In  the  year  1962,  there  were  550,000 
professional  nurses  in  practice.  This  number, 
the  findings  indicated,  would  have  to  be  in- 
creased to  850,000  by  the  year  1970  if  the  needs 
of  the  growing  population  were  to  be  met. 

Despite  the  uncontested  need,  attaining  such 
a goal  was  clearly  impossible.  In  consequence, 
it  was  decided  to  set  a goal  of  680,000  nurses 
in  practice  by  1970. 

There  was  agreement  in  the  report  that  fed- 
eral funds  would  be  needed  to  help  meet  the 
construction  and  maintenance  needs  for  an  ed- 
ucational venture  of  this  magnitude.  These  funds 
were  subsequently  made  available  through  the 
provisions  of  the  Hill-Burton  Act,  the  Allied 
Health  Professions  Personnel  Training  Act,  and 
the  Nurse  Training  Act  of  1964.  It  was  also 
agreed  that  major  expansion  would  be  needed 
in  both  the  diploma  and  the  collegiate  programs 
to  achieve  even  the  680,000  figure. 


Now  let  us  pause  for  a moment  and  examine 
some  of  the  forces  that  contributed  to  the  de- 
cline in  the  number  of  professional  nurse  grad- 
uates. Undoubtedly,  the  most  influential  factor 
had  been  the  massive  industrial  effort  that  ac- 
companied World  War  II.  This  industrial  effort 
demonstrated  that  “Rosie”  could  not  only  rivet, 
but  she  could  also  perform  many  other  male- 
oriented  industrial  jobs  and  perform  them  well. 
As  a result,  the  hospitals,  traditionally  the  prin- 
cipal employers  of  females,  found  themselves 
competing  with  industry  for  female  workers. 
Because  the  wage-scales  in  hospitals  had  al- 
ways lagged  behind  those  of  industry,  fewer 
girls  graduating  from  high  school  were  seeking 
nursing  as  a career,  preferring  better  paying 
jobs.  Another  consideration  stemmed  from  the 
rapidly  rising  costs,  which  were  making  hospi- 
tal schools  of  nursing  very  expensive  to  maintain. 

As  a result  of  these  developments,  a change 
took  place  in  the  ratio  of  diploma  schools  to 
baccalaureate  schools.  As  mentioned  earlier,  in 
1943,  there  were  1297  diploma  schools  and  120 
baccalaureate  schools.  In  1964,  there  were  840 
diploma  schools  and  187  baccalauraete  schools. 
In  other  words,  during  this  21-year  period,  457 
hospital-based  diploma  schools  had  ceased  to 
exist,  and  even  though  this  decrease  was  some- 
what offset  by  the  increase  in  baccalaureate 
programs,  the  combined  figure  for  both  pro- 
grams was  still  well  below  the  number  of  dip- 
loma schools  in  operation  in  1943.  During  this 
same  period,  in  1950,  the  two-year  associate  de- 
gree nursing  program  came  into  existence  and 
by  1964,  120  of  these  programs  were  also  edu- 
cating student  nurses. 

The  tremendous  need  for  nurses  disclosed  by 
the  surgeon  general’s  1963  report,  and  an  overly 
optimistic  appraisal  of  the  apparently  prosper- 
ing baccalaureate  and  associate  degree  programs 
were  influential  factors  in  leading  the  American 
Nurses  Association  to  publish  in  1965,  the  now 
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famous  Position  Pai^er,  designed  to  reinforce  that 
organization’s  interest  in,  and  responsibility  for 
Irelping  to  raise  the  standards  of  nursing  edu- 
cation. In  essence,  the  ANA  Position  Paper 
states  that  education  for  professional  nursing 
practice  should  take  place  in  a baccalaureate 
setting,  and  that  education  for  technical  nursing 
practice  should  take  place  in  two-year  associate 
degree  programs.  It  is  this  requirement  that  is 
causing  the  dilemma. 

Unfortunately,  the  state  of  confusion  resulting 
from  this  dilemma  is  spreading  rapidly.  For  ex- 
ample, whereas  noninterruption  in  the  produc- 
tion of  new  nurse  practitioners  is  a basic  tenet 
of  all  nursing  organizations  that  subscribe  to 
the  ANA  position,  this  enlightened  view  has 
been  overshadowed  by  an  increasing  number 
of  ill-timed  and  importune  acts  and  editorial 
comments.  For  instance,  the  publication.  Blue- 
prints for  the  Education  of  Nurses,  published 
by  the  New  York  State  Nurses  Association  last 
December,  recommended  that  no  new  hospital 
diploma  programs,  and  no  new  programs  in  prac- 
tical nursing  be  established  after  Jan.  1,  1967, 
and  that  all  programs  for  professional  nurse 
education  be  transferred  to  institutions  of  higher 
learning  by  1972.  Paradoxically,  one  month  later, 
in  January  1967,  the  New  York  State  Board  of 
Regents  advocated  a $13  million  crash  program 
calling  for  every  available  educational  resource 
to  combat  that  state’s  shortage  of  professional 
and  practical  nurses. 

Another  unfortunate  consequence  of  the  pos- 
ition paper  has  been  the  reaction  of  the  nation’s 
high  school  counselors  who  now  are  de-empha- 
sizing diploma  schools  of  nursing  to  their  stud- 
ents. Because  of  this  situation,  hospitals  are 
experiencing  increasing  difficulty  in  enrolling  a 
full  complement  of  students  in  their  freshman 
nursing  school  classes. 

A comparison  of  the  1964-65  and  the  1963-64 
figures  on  nurse  graduates  from  basic  programs 
discloses  that,  nationally,  there  was  an  increase 
in  1964  of  322  baccalaureate  program  graduates, 
and  548  associate  degree  graduates.  These  gains 
were  more  than  offset,  however,  by  a decrease 
of  1433  in  the  number  of  graduates  from  diploma 
programs  — a net  loss  of  563.  What  is  worse,  it 
is  estimated  that  during  the  next  four  years,  62 
more  diploma  schools  will  close  their  doors. 

And  so  we  have  the  debacle. 


In  August  1966,  in  my  own  state  of  Pennsyl- 
vania, there  were  106  professional  programs  in 
operation,  with  a total  enrollment  of  12,853 
students.  Of  this  number  11,910  were  diploma 
students.  The  remaining  number,  or  766  and  177, 
respectively,  were  students  in  baccalaureate  and 
associate  degree  programs. 

More  specifically,  in  Western  Pennsylvania, 
in  1966,  there  were  38  hospital  schools  of  nurs- 
ing with  a September  enrollment  of  1727  fresh- 
men — 197  less  than  in  1965.  At  the  same  time, 
the  six  collegiate  programs  enrolled  259  fresh- 
men — a figure  smaller  by  23  than  for  the  prev- 
ious year. 

The  facts  seem  to  be  that  there  is  not  now 
available,  nor  is  there  likely  to  be  available 
through  collegiate  programs,  an  adequate  quan- 
tity of  prepared  professional  nurses  to  meet  the 
needs  of  hospitals  for  many,  many  years  to  come 
— if  indeed  ever.  Right  now,  in  Pennsylvania 
alone,  there  are  2800  vacancies  for  registered 
nurses,  and  it  has  been  estimated  that  some 
1300  additional  licensed  practical  nurses  are 
needed  as  well. 

Speaking  personally,  it  is  my  firm  belief  that 
hospitals  cannot  afford  the  luxury  of  debatiug 
the  issue  of  diploma  schools  vs.  collegiate 
schools  any  longer.  The  dilemma  is  being  made 
worse  by  it,  and  the  debacle  must  be  stemmed 
immediately.  The  time  to  strengthen,  improve, 
and  enlarge  the  present  system  of  diploma 
schools  is  now. 

I strongly  recommend  that  we  let  untram- 
meled time  be  the  ultimate  judge  of  the  future 
role  of  corollary  approaches  to  nursing  educa- 
tion and,  in  the  meantime,  permit  our  hospitals 
to  be  staffed  and  the  patients  given  nursing 
care  by  increasing  numbers  of  those  excellent 
products  of  our  nursing  schools  that  the  public 
has  grown  to  expect,  and  to  respect  through 
the  decades. 

There  are,  in  my  state  of  Pennsylvania,  116,- 
646  hospital  beds  in  the  state’s  327  hospitals. 
To  the  administrators  of  these  hospitals,  as  well 
as  to  the  administrators  of  hospitals  in  all  the 
states,  adequate  nursing  coverage  is  a life  and 
death  situation.  Philosophy  about  the  future 
of  nurse  education  notwithstanding,  there  is  no 
other  way  to  meet  our  needs  now  and  in  the 
reasonably  foreseeable  future  than  to  strengthen 
and  enlarge  our  diploma  schools  of  nursing. 
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JUDGE  ANTIBIOTIC/OINTMENTS  HERE 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


:®  the  only  leading  compound 
analgesic  that  calms 
li|  ! instead  of  caffeinates 


Each  capsule  contains: 

Phenobarbital  (!4  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  (272  gr.) 162.0  mg. 

Phenacetin  (3  gr.)  194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate V4  gr.  (No.  2), 

V2  gr.  (No.  3),  1 gr.  (No.  4)’ 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoic 
excessive  or  prolonged  use. 


Side  Effects:  Side  effects  are  uncommon  — nausea,  constipation 
and  drowsiness  have  been  reported. 
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Armada  Assurance  Agency,  Inc. 

"Dedicated  to  the  service  of  Arizona  Physicians" 


THE  AGENCY  DEVELOPED  & INCORPORATED  TO  ADMINISTER 
THE  INSURANCE  PORTION  OF  YOUR  HR  10  PROGRAM 


CHARLES  FISHER,  C.L.U. 
President 


Tony  Ziehler,  C.L.U. 
Tucson 


Ron  Frazier 
Mutual  Funds 
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ROBERT  KLEY 
Vice  President 


MEET  THE  PEOPLE  WHO 
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The  Armada  Agency  also 
Offers  Complete  Service  in: 


ESTATE  PLANNING  & CONSERVATION 
LIFE  INSURANCE 
DISABILITY  INCOME 
BUSINESS  OVERHEAD 
PROFESSIONAL  LIABILITY 
FIRE  & CASUALTY 
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(TOPICS  OF  CURRENT 
MEDICAL  INTEREST 


THE  CARE  OF  SERIOUSLY  ILL  PATIENTS 


Oscar  Thorup,  Jr.,  M.D. 
James  H.  Hockings,  B.S.,  B.A. 


Many  patients  who  were  formerly  lost  as  the 
result  of  serious  deterioration  in  bodily  function 
may  now  be  saved  as  the  result  of  recent  ad- 
vances in  technology.  An  optimal  environment 
must  be  created  in  order  that  the  technological 
achievements,  now  available,  and  those  which 
may  be  perfected  in  the  future,  can  be  made 
immediately  available  to  the  patient.  Intensive 
care  units  have  been  made  an  intrinsic  part  of 
many  hospitals  to  answer  this  need.  These  units 
must  house  the  necessary  electronic  eqiupment, 
have  a high  density  of  nurses  trained  in  moni- 
toring and  resuscitation  procedures,  and  have  ex- 
cellent communication  with  support  services  or- 
iginating in  a variety  of  departments.  The  staff 
must  be  in  a position  to  make  decisions  rapidly 
on  the  basis  of  collected  data,  and  initiate  ap- 
propriate measures  with  speed  and  accuracy  if 
potentially  lethal  complications  are  to  be  pre- 
vented. 

While  the  major  use  of  intensive  care  facilities 
is  in  the  care  of  a patient  with  acute  myocardial 
infarction,  these  units  now  house  a wide  range 
of  patients  who  may  require  artificial  mainten- 
ance of  circulation  or  respiration.  Patients  from 
any  of  the  many  seiwices  offered  by  a modern 
medical  center  may  well  profit  from  the  inten- 
sive care  which  may  be  administered  in  these 
units. 

Two  intensive  care  units  have  been  designed 
for  the  University  Hospital.  They  have  been 


established  as  separate  areas  on  the  fifth  and 
sixth  floors  and  situated  one  above  the  other. 
The  intensive  care  unit  on  the  fifth  floor  is 
adjacent  to  a general  surgical  ward,  while  that 
on  the  sixth  floor  is  adjacent  to  a general  med- 
ical ward.  Both  units  are  identical  in  design  and 
each  is  composed  of  four,  five-bed  sections  with 
independent  nursing  stations.  Each  of  the  five- 
bed  sections  has  one  room  which  may  be  used 
as  an  isolation  room. 

The  unit  is  constructed  so  that  direct  obser- 
vation of  all  patients  is  possible  from  the  nursing 
stations  and  working  area,  and  the  distance  from 
the  nursing  station  to  the  patient’s  bed  is  no 
more  than  15  feet.  Electronic  equipment  will 
provide  maximal  audiovisual  contact  between 
patients  and  staff.  Any  two  of  the  contiguous 
five-bed  sections  may  be  operated  as  a single 
ten-bed  section  if  conditions  seem  appropriate. 

The  physicians’  charting  area  is  located  in 
the  center  of  the  intensive  care  unit  and  is  sur- 
rounded by  the  four  nursing  sections.  The  chart- 
ing area  is  separated  from  the  nursing  stations 
and  patients  by  glass  partitions.  Physicians  work- 
ing in  this  area  are  in  full  view  of  the  nurses 
and  can  be  summoned  in  case  of  emergency. 
They  may  hold  conferences  with  students  and 
other  colleagues  in  the  charting  area  without 
disturbing  either  the  patients  or  the  nursing  staff. 
The  lack  of  necessity  for  physicians  to  enter 
the  nursing  station  itself  will  lessen  the  traffic 
in  this  generally  congested  area. 
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View  from  the  physicians’  charting  area. 


Intensive  Care  Unit  floor  plan. 


October,  1967 


1005 


no 


The  patients’  rooms  are  single  rooms  with 
fixed  partitions  containing  a wide  expanse  of 
glass.  Curtains  may  be  drawn  when  the  need 
arises.  The  double  doors  in  each  of  the  patient’s 
rooms  may  be  opened  to  allow  a six-foot  wide 
entrance  through  which  bulky  equipment  may 
be  moved  with  ease. 

The  individual  patient  rooms  are  designed 
to  provide  electrical  isolation  in  order  to  mini- 
mize interference  with  electronic  monitoring. 
They  have  soundproof  structure  with  acoustical 
tile  ceiling  and  conductive  floor.  Adequate  light- 
ing for  routine  and  emergency  examination  is 
provided,  and  the  entire  area  is  air  conditioned 
to  control  temperature  and  humidity.  Intercom- 
munication between  the  nurses  station,  the  pa- 
tient rooms,  the  family  waiting  area,  the  phys- 
icians’ room  and  the  lounges  will  be  provided. 
Electrical  circuitry  has  been  planned  with  pro- 
vision for  110- volt  receptacles  and  220- volt  re- 
ceptacles as  well.  Hung  ceilings  provide  the 
space  for  future  additions  to  the  monitoring 
equipment.  All  rooms  are  equipped  with  bedside 
outlets  for  oxygen,  air  and  suction,  wall  bracket 
supports,  and  a ceiling  support  with  track  and 
arm  for  intravenous  therapy. 

Adjacent  to  the  intensive  care  unit  is  a large 


equipment  storage  area  where  support  equip- 
ment may  be  kept  within  easy  reach.  A labora- 
tory in  which  special  procedures  may  be  carried 
out  is  located  immediately  adjacent  to  the  unit, 
and  a staff  office  and  on-call  room  complete 
the  unit. 

There  will  be  continued  improvement  in  the 
monitoring  devices  which  are  now  available.  A 
running  account  of  a variety  of  biochemical  data, 
as  well  as  the  physiological  data,  now  available, 
will  soon  be  commonplace.  Built-in  warning 
systems  will  alert  the  nursing  staff  and  phys- 
icians to  trouble  immediately.  With  continued 
improvement  in  the  systems  these  data  will  be 
collected  rapidly  and  accurately,  correlated  and 
recorded  for  future  review.  Continued  improve- 
ment in  the  care  of  seriously  ill  patients  can 
but  result.  The  intensive  care  units  of  the  Uni- 
versity of  Arizona  Hospital  were  designed  to 
provide  facilities  to  house  the  equipment,  pres- 
ently available,  to  sustain  ventilatory  and  cir- 
culatory function  of  seriously  ill  patients,  and 
have  the  flexibility  to  adapt  to  those  needs  of 
the  foreseeable  future.  A staff  will  be  developed 
to  apply  the  results  of  modern  technology  and 
design  to  the  comfort  and  care  of  the  patient 
and  his  family. 


OPHTHALMIC  SCIENCES  FOUNDATION 


The  Ophthalmic  Sciences  Foundation  has 
been  formed  as  a statewide  community  service 
to  promote  the  best  possible  medical  and  surgical 
eye  care.  The  primary  goals  of  the  organization 
will  be  pursued  through  acquisition  of  highly 
specialized  ophthalmological  equipment  not  now 
available  in  Arizona  hospitals,  medical  research, 
professional  and  lay  education,  and  financing 
of  lectures  and  seminars  by  internationally  recog- 
nized ophthalmologists.  Contribution  and  be- 
quests to  the  Foundation  are  tax  deductible. 

The  board  of  directors  will  eventually  include 
a total  of  fifteen  medical  and  lay  members.  The 
present  lay  members  are  Earl  Bimson,  Executive 
Vice-President,  Valley  National  Bank;  Julian  De- 
Vries, Medical  Editor,  Arizona  Republic;  and 
Thomas  J.  Lang,  Attorney.  Medical  board  mem- 


bers are  John  Aiello,  M.D.,  Paul  H.  Case,  M.D., 
C.  Truman  Davis,  M.D.,  Alfred  French,  M.D., 
and  Robert  F.  Lorenzen,  M.D.  Twenty-nine  Ari- 
zona ophthalmologists  are  charter  members. 

Financial  support  for  the  Foundation  will  come 
from  private  and  public  donations,  grants  from 
other  foundations,  corporations,  and  governmen- 
tal agencies.  Operating  expenses  will  come  pri- 
marily from  membership  contributions. 

In  cooperation  with  existing  hospitals,  medi- 
cal institutions,  and  medical  schools.  The  Oph- 
thalmic Sciences  Foundation  hopes  to  become  a 
valuable  professional  complement  to  Medicine  in 
Arizona. 

Further  information  may  be  obtained  by  writ- 
ing Mr.  Thomas  J.  Lang,  Secretary,  P.  O.  Box 
251,  Phoenix,  Arizona,  85001. 
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THE  ARMADA  PLAN 


THE  H.R.-10  PROGRAM  DESIGNED  FOR  ARM  A 


Ian  M.  Chesser,  M.D. 


Previous  Medical  Memos  have  been  circulated  concerning  the  develop- 
ment and  subsequent  approval  of  this  plan.  The  July  issue  of  the  Journal 


carried  a brief  resume  of  the  plan 
colleagues  have  suggested  a more 
program. 


Call  it  what  you  will  — H.R.-IO,  Keogh,  Ar- 
mada. It  is  the  Self-Employed  Individuals  Tax 
Retirement  Act  with  which  we  are  concerned 
and  which  has  been  with  us  for  some  time.  Inter- 
est in  its  original  form  has  been  relatively  pas- 
sive because  of  some  of  its  negative  features. 
New  interest  was  aroused  when  legislative  re- 
visions removed  many  of  these  negative  features 
to  become  effective  January  1,  1968.  The  tax- 
free  accumulation  provision  of  this  Act,  how- 
ever, has  been,  and  will  continue  to  be,  its  most 
attractive  feature. 

Many  approaches  have  been  taken  in  design- 
ing plans  for  particular  groups.  After  much 
study  and  many  conferences,  a conclusion  was 
reached  that  we  design  our  own  plan  to  include 
the  following  objectives: 

1.  The  better  features  of  other  plans  and  pro- 
posals reviewed. 

2.  The  maximum  flexibility  allowable. 

3.  A complete  choice  of  permissible  retire- 
ment vehicles. 

4.  No  administrative  load  on  ARM  A Execu- 
tive Offices  or  members  other  than  possibly 
an  advisory  or  liaison  committee. 


and  surrounding  services.  Interested 
comprehensive  report  on  the  entire 


5.  Initially  attractive  rates  and  fee  schedules. 

6.  Rates  and  fees  to  be  negotiable  as  plan 
progresses. 

7.  No  initial  cost  to  ARM  A for  setting  up  the 
plan. 

FEATURES  AND  FLEXIBILITY 

SAVINGS  (Inside  the  Plan) 

Realizing  the  improbability  of  any  one  ve- 
hicle, or  any  one  combination  of  vehicles,  meet- 
ing the  need  or  desire  of  every  member  wanting 
to  participate  it  was  decided  to  provide  as 
broad  a choice  as  was  within  reason.  The  indi- 
vidual joining  the  plan  has  available  to  him  a 
selection  of  retirement  vehicles  within  the  plan 
from  which  to  choose. 

1.  Deposits  SPLIT  as  participant  chooses  be- 
tween COMMON  FUNDS  and  ANNUI- 
TIES. 

2.  Deposits  SPLIT  as  participant  chooses  be- 
tween MUTUAL  FUNDS  and  ANNUI- 
TIES. 

3.  Participant’s  total  deposits  into  COMMON 
TRUST. 

4.  Participant’s  total  deposits  into  MUTLtAL 
FUNDS. 
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5.  Participant’s  total  deposits  into  ANNUI- 
TIES. 

Within  the  Plan  the  participant  may,  from 
time  to  time,  revise  his  directions  to  the  Trustee 
in  the  splitting  of  his  deposits  within  any  legal 
limits  prescribed  by  the  Keogh  Act. 
OPTIONALS  (Outside  the  Plan) 

Further  study  revealed  that  many  members 
were  not  keenly  interested  in  incorporating  life 
insurance  within  their  retirement  plan.  Their 
insurance  programs  were  either  satisfactorily 
organized  or  they  preferred  to  contemplate  de- 
veloping them  separately  from  a retirement 
plan.  Considering  these  points  and  the  compli- 
cations of  accounting  and  reporting,  when  in- 
surance costs  are  co-mingled  with  retirement 
deposits  within  the  plan,  provision  was  made  to 
offer  the  following  two  benefits  as  outside-the- 
plan  Optionals: 

1.  Low-cost  Decreasing  Term  Insurance  to 
Age  65,  to  provide  assurance  of  ultimate 
savings  goal  to  family  should  death  stop 
earnings  and  deposits. 

2.  Up  to  $210  per  month  Disability  Income  to 
Age  65,  serving  as  “Premium  Waiver  Bene- 
fits” for  the  participant  in  the  event  of 
total  disability  either  from  an  aceident  or 
an  illness. 

CONTRIBUTORY  ACCOUNT 

Each  participant  has  the  option  of  creating 
a second  account  which  is  referred  to  as  a 
“voluntary”  account  or  “contributory”  account. 
This  account  may  be  established  if  the  partici- 
pant has  an  eligible  employee  for  whom  the 
partieipant  is  making  deposits  into  the  first  or 
“general”  account,  and  if  the  employee  is  per- 
mitted to  deposit  into  the  second  account  in  his 
own  behalf.  However,  it  is  not  required  that  the 
employee  make  such  voluntary  deposits.  The 
same  deposit  limits,  10%  of  NEI  or  $2,500,  which- 
ever is  less,  apply  to  this  account  as  they  do  to 
the  general  account.  Though  a participant  pre- 
designate to  the  general  account  a percentage 
less  than  10%  of  his  NEI,  and  of  his  employee’s 
gross  salary,  he  may  utilize  a full  10%  of  his  NEI 
or  $2,500,  whichever  is  less,  in  this  after-tax  sec- 
ond account.  Deposits  into  the  general  account 
for  the  participant  and  the  employee  provide  a 
deduction,  for  tax  purposes,  in  the  year  made. 
Also,  the  general  account’s  growth  and  earnings 
are  accumulated  tax  free.  Deposits  into  the  con- 
tributory account  provide  no  current  tax  relief 


but  the  account  does  enjoy  the  same  tax-free  ad- 
vantages as  is  true  for  the  general  account  on 
accumulations. 

The  establishment  and  utilization  of  a Con- 
tributory Account  offers  many  advantages  and 
privileges.  They  should  be  explored  completely 
when  planning  with  the  Trustee  or  the  Insurance 
Administrator. 

TRUSTEE  — COMMON  TRUST 

The  trustee  selection  was  concluded  for  sev- 
eral reasons.  At  the  time  of  selection  they  were 
the  only  bank  in  Arizona  exhibiting  a genuine 
and  immediate  interest  in  providing  the  amount 
of  service  and  effort  required  to  put  such  a 
program  together  encompassing  features  for 
which  we  had  expressed  desire. 

Further,  they  agreed  to  establish  a “Common 
Trust”  tailored  to  the  requirements  of  the  Plan 
and  to  accommodate  H.R.-IO  requirements;  to 
provide  an  I.R.S.  approved  Master  Plan  encom- 
passing every  coneeivable  advantage  under 
enabling  legislation;  to  provide  I.R.S.  approved 
Membership  Agreement  forms  for  self-employed 
individuals,  partners,  and  their  qualified  em- 
ployees; to  provide  a fee  schedule  no  greater 
than  the  lowest  trust  fee  schedule  applicable  as 
standard  to  less  costly-to-manage  trusts;  to  pro- 
vide a miscellaneous  fee  schedule  averaging  ap- 
proximately 50%  under  such  fee  schedules  ob- 
served in  eomparable  group  programs;  to  make 
no  charge  to  the  trust  fund  for  the  initial  costs 
of  developing  and  making  the  plan  available; 
to  work  with  an“Advisory  Committee”  to  be 
appointed  by  ARMA;  and  in  general  to  serve  the 
best  interests  of  ARMA  members. 

Investment  Council 

The  Common  Trust  will  be  invested  under 
advice  of  one  of  the  nation’s  outstandingly  suc- 
cessful investment  anlayst  and  consulting  firms. 
Studley,  Shupert  Trust  Investment  Council  is 
retained  by  over  two  hundred  fifty  banks  across 
the  country  because  of  their  superior  and  con- 
sistent performance  record  in  advising  funds  of 
varying  result  objectives. 

The  Trustee,  with  the  Investment  Council, 
will  develop  a portfolio  appropriate  to  current 
market  conditions  and  with  an  objective  of 
growth,  through  earnings  and  increased  values, 
with  safety.  They  will,  at  their  discretion  and 
with  the  assistance  of  the  ARMA  Advisory 
Committee,  effect  changes  in  holdings  as  market 
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conditions  warrant  or  are  anticipated.  Such 
changes  in  the  portfolio  can  be  enjoyed  without 
concern  of  tax  consequences,  while  within  the 
Common  Trust.  These  tax  advantages  could  not 
be  realized  in  an  individual  program  outside  the 
shelter  of  a Keogh  Plan. 

CUSTODIAL  ACCOUNT  — 

Most  plans  designed  to  date  have  been  either 
a Trusteed  Plan  or  a Custodial  Account  (Mutual 
Funds  and  Annuities).  In  order  to  maintain 
complete  flexibiltiy  for  ARMA  members,  and 
to  provide  advantageously  a free  choice  of  re- 
tirement programs,  the  trustee  bank  has  agreed 
to  act  as  Custodian  for  those  participants  who 
might  favor  split-funding  between  Mutual  Funds 
and  Annuities. 

MUTUAL  FUNDS 

By  utliizing  the  trustee  bank  as  Custodian  the 
participant  not  only  has  a wide  choice  in  Mutual 
Funds  from  a growth,  yield  or  balanced  aspect, 
but  may,  as  conditions  or  desires  change,  revise 
his  choice  without  tax  jeopardy. 

Mutual  Funds  may  be  used  in  both  the  gen- 
eral and  contributory  accounts. 

ANNUITIES 

Much  consideration  was  given  to  the  type  of 
Annuity  that  would  best  qualify  in  producing 
the  FIXED-DOLLAR  and  GUARANTEED  IN- 
COME to  be  offered  as  a portion  of  the  over- 
all program.  Since  it  was  anticipated  that  most 
deposits  into  this  program  would  be  on  a split- 
funded  basis  it  was  decided  therefore  not  to 
utilize  a participating  annuity  to  provide  the 
expected  additional  and  variable,  though  not 
guaranteed,  result.  This  approach  produced  a 
decision  to  search  out  the  most  attractive  de- 
velopments in  a non-participating  Annuity  to 
provide  a pre-known  and  guaranteed  basis  of 
income. 

After  careful  investigation,  a carrier,  strong 
and  long  experienced  in  the  Annuity  and  tax 
sheltered  fields,  was  selected.  The  product 
comes  from  their  group  pension  department. 
The  cost  is  based  on  group  rates  and  has  ex- 
tremely high  guaranteed  settlement  options.  In 
addition  to  these  guarantees  they  have,  for 
many  years,  increased  the  returns  by  applying 
a current  excess  earnings  factor.  This  factor  is 
currently  the  highest  in  the  industry.  The  excess 
factor  in  effect  at  retirement  will  remain  con- 
stant throughout  the  life  of  the  annuitant. 


At  retirement  all,  or  portions  of  either  of  the 
growth  funds,  may  be  used  to  purchase  Single 
premium  Annuities.  The  Trustee,  Custodian  or 
Insurance  Administrator  will  effect  this  trans- 
action without  tax  impact. 

INTERRUPTIONS  IN  EARNINGS 

Of  a certainty  there  will  be  participants  whose 
incomes  will  be  reduced  or  damaged  during 
their  years  in  the  plan.  Provisions  have  been 
made  with  the  trustee  to  accommodate  each 
situation  on  an  individual  basis  should  it  be- 
come necessary  to  discontinue  or  diminish  de- 
posits. A complete  flexibility  has  been  maintained 
in  this  area  of  the  plan  as  in  all  other  areas. 

INSURANCE 

Both  the  Trustee  and  Custodial  accounts, 
whether  they  be  general  or  contributory,  are 
designed  to  accept  the  full  allowable  deposit 
without  penalty  of  reduction  because  of  in- 
cluded insurance  costs.  We  felt  there  should  be 
available  a “death  benefit”  and  a “premium 
waiver”  benefit.  Again  the  insurance  industry 
was  researched  for  product  and  price.  The  re- 
sults were  good.  Either  or  both  of  these  sup- 
porting features  are  optional  benefits  outside 
the  plan  and  will  not  reduce  the  deposits  to 
your  retirement  fund. 

The  death  benefit  is  low-cost  Decreasing 
Term  Insurance  from  purchase  date  to  Age  65. 
The  premium  paying  period  is  80%  of  the  cov- 
erage period.  This  insurance  is  provided  by  one 
of  the  nation’s  leading  carriers. 

Finding  a carrier  agreeable  to  providing  dis- 
ability coverage  to  create  what  is  essentially 
a “Premium  Waiver  Benefit”  for  the  combined 
account  deposits,  in  the  event  of  total  disability, 
was  not  easy.  Each  carrier  contacted  had  cer- 
tain restrictions  not  favorable  to  our  intent. 
Finally  we  returned  to  our  annuity  carrier  with 
our  problem  specifications  and,  after  much 
negotiating,  obtained  an  ideal  result.  The  policy 
is  guaranteed  renewable  to  Age  65.  Benefits 
will  be  payable  from  the  I8Ist  day  of  disability 
to  Age  65  for  either  total  disability  resulting 
from  an  accident  or  from  an  illness.  The  max- 
imum benefit  is  $210  per  month,  sufficient  to 
cover  one  deposit  account  of  $2500  annually. 

The  outstanding  consideration  given  us  by  the 
carrier  is:  waiving  the  maximum  limits  of  co\- 
erage  they  will  provide,  or  be  a party  to  in  co- 
insuring disability  income  insurance.  Though 
the  participant’s  present  coverage  is  in  excess 


October,  1967 


1009 


of  these  limits  this  benefit  may  be  added. 

The  policy  will  be  assigned  to  the  trustee  or 
the  custodian  for  remittance  to  the  various  parts 
of  the  program  during  the  period  of  disability. 

Since  these  two  benefits  are  optional,  evi- 
dence of  insurability  will  be  required  by  both 
carriers  involved. 

UNICHECK 

Arrangements  have  been  made  with  the  trus- 
tee bank  to  accept  one  current  and  eleven  post- 
dated checks  to  cover  a full  annual  deposit  for 
all  phases  of  your  program.  Checks  are  to  be 
made  payable  to  the  Trustee  or  the  Custodian, 
as  the  case  may  be.  This  service  is  designed  as 
an  accommodation  for  participants  desiring  to 
make  deposits  less  frequent  than  annually. 

PROFESSIONAL  CORPORATIONS 

Unfortunately  there  is  no  provision  within 
the  Keogh  Act  covering  the  Professional  Cor- 
porations. Since  we  do  have  some  members  in- 
volved in  this  type  of  an  association  we  felt 


obliged  to  pursue  a favorable  approach  for 
them.  Upon  our  request  the  trustee  bank  agreed 
to  offer  their  trust  department  services  in  de- 
signing and  establishing  a pension  plan  or  a 
profit  sharing  plan  for  these  members.  They 
further  agreed  to  apply  the  same  fee  structure 
to  these  plans  as  are  basic  in  the  Armada  Plan 
“Common  Trust.” 

CONCLUSION 

Many  hours  of  labor  by  many  interested 
people  have  gone  into  this  plan  now  being 
made  available.  We  sincerely  hope  its  broad 
and  flexible  scope  will  satisfy  the  retirement 
needs  and  desires  of  ARMA  members.  There  is 
no  question  but  what  The  Self-Employed  Indi- 
viduals Retirement  Act  in  its  form  to  become 
effective  January  1,  1968,  should  be  given  seri- 
ous consideration  by  and  for  qualified  persons. 
However,  don’t  overlook  the  1967  deposited 
dollar.  True,  it  enjoys  only  50%  deductibility  but 
it  will  be  the  one  to  grow  the  most  since  it  will 
be  the  one  on  deposit  longest. 


BOARD  OF  MEDICAL  EXAMINERS 


The  Board  of  Medical  Examiners  of  the  State 
of  Arizona  at  a regular  meeting  held  Saturday, 
July  8,  1967,  issued  licenses  to  practice  medi- 
cine in  the  State  of  Arizona  to  the  following 
doctors  of  medicine: 

4671  ABRAHAM,  Edward  N.,  M.D.  (GP), 
6611  North  Central  Avenue,  Phoenix,  Arizona 
85012. 

4672  ANDERSON,  Jay  H.,  M.D.  (PATH), 
1601  North  Tucson  Blvd.,  Bldg.  5,  Tucson,  Ari- 
zona 85716. 

4673  AUSTIN,  William  J.,  M.D.  (PD)  1355 
North  Beaver  Street,  Flagstaff  Arizona  86001. 

4674  BARNET,  Ronald  W.,  M.D.  (OPH),  547 
West  Kaler  Drive,  Phoenix,  Arizona  85021. 

4675  Limited— BEESON,  Charlotte  M.,  M.D. 
(PD),  1825  E.  Roosevelt  Street,  Phoenix,  Ari- 
zona 85006. 

4676  Limited  - BOWER,  Willis  H.,  M.D. 
(ADM-P),  2500  E.  Van  Buren  Street,  Phoenix, 
Arizona  85008. 


4677  BOZIN,  Milivoj,  M.D.  (IM),  Tucson 
Medical  Center,  Grant  & Beverly,  Tucson,  Ari- 
zona 85716. 

4678  BROCK,  Joseph  W.,  M.D.  (D),  550 
West  Thomas  Road,  Phoenix,  Arizona  85013. 

4679  BYERS,  Joseph  R.,  M.D.  (GP),  4022 
Fleur  Drive,  Des  Moines,  Iowa. 

4680  CAIN,  William  E.,  M.D.  (ANES),  550 
West  Thomas  Road,  Phoenix,  Arizona  85013. 

4681  COLLIGAN,  John  L.,  M.D.  (OBG), 
Maricopa  Gounty  Hospital,  Phoenix,  Arizona 
85009. 

4682  CONNOR,  Charles  D.,  M.D.  (PATH), 
6025  North  20th  Avenue,  Phoenix,  Arizona  85015. 

4683  CONSTANT,  Richard  R.,  M.D.  (GP), 
1023  East  Flornece  Blvd.,  Gasa  Grande,  Arizona 
85222. 

4684  GORDASGO,  William,  M.D.  (P),  3352 
East  Gamelback  Road,  Phoenix,  Arizona  85018. 

4685  GOSMAS,  Thomas  E.,  M.D.  (IM),  Mar- 
icopa County  Hospital,  Phoenix,  Arizona  85009. 
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4686  COZZI,  Hugo  L.,  M.D.  (P),  USPHS 
Hospital,  New  Orleans,  Louisiana. 

4687  Limited— CRAWFORD,  Thomas  L,  M.D. 
(ANES),  Marieopa  County  Hospital,  Phoenix, 
Arizona  85009. 

4688  Limited-CROSRY,  David  J.,  M.D.  (IM), 
Pima  County  General  Hospital,  Tucson,  Arizona. 

4689  DALEY,  Richard  H.,  M.D.  (ORS),  909 
E.  Rrill  Street,  Phoenix,  Arizona  85006. 

4690  DICKSON,  John  V.,  M.D.  (OTO),  26 
Hatcher  Drive,  Sheppard  AFR,  Texas  76311. 

4691  DITCHEK,  Theodore,  M.D.  (R),  Good 
Samaritan  Hospital,  Phoenix,  Arizona. 

4692  Limited  — DORN,  Russell,  M.D.  (GP), 
Student  Health  Service,  University  of  Arizona, 
Tucson,  Arizona. 

4693  DOWLING,  William  J.,  M.D.  (GP), 
7025  East  McDowell  Road,  Scottsdale,  Arizona. 

4694  ELGIN,  Stephen  S.,  M.D.  (OPH),  8710 
Old  Georgetown  Road,  Rethesda,  Maryland 
20014. 

4695  Limited  — FIELD,  Anthony  H.,  M.D. 
(GP),  Univ.  of  Arizona  SHS,  Tucson,  Arizona. 

4696  FINNERTY,  James  J.,  M.D.  (OBG),  104 
Paddock  Street,  Watertown,  New  York  13601. 

4697  FORGACH,  Emset  R.,  M.D.  (IM),  Mor- 
enci  Hospital,  Morenci,  Arizona  85533. 

4698  GLOW,  David  E.,  M.D.,  11  Canyon 
Drive,  Sierra  Vista,  Arizona. 

4699  GOLDFARB,  Robert  P.,  M.D.  (NS),  601 
North  Wilmot  Road,  Tucson,  Arizona  85711. 

4700  HARDY,  David  L.,  M.D.  (ANES),  2222 
N.  Craycroft  Road,  Tucson,  Arizona. 

4701  HASSE,  Robert  G.,  M.D.  (OBG),  Good 
Samaritan  Hospital,  Phoenix,  Arizona 

4702  HENSLEY,  Manuel,  M.D.  (OBG),  Mar- 
icopa County  Hospital,  Phoenix,  Arizona  85009. 

4703  HUBER,  Gerald  A.,  M.D.  (GP-ANES), 
104  Elhott  Lane,  Defiance,  Ohio  43512. 

4704  KAPLAN,  Jerrold  M.,  M.D.  (IM),  U.S. 
Army  Hosp.,  Heidelberg,  APO  New  York  09102. 

4705  KIRALY,  Richard,  M.D.  (PS),  101  East 
4th  Street,  Scottsdale,  Arizona  85251. 

4706  LaCHANCE,  David  F.,  M.D.  (ANES), 
Maricopa  County  Hospital,  Phoenix,  Arizona 
85009. 

4707  Limited  - LAYTON,  Jack  M.,  M.D. 
(PATH),  Univ.  of  Arizona,  College  of  Medicine, 
Tucson,  Arizona  85721. 

4708  LEE,  Jennie,  M.D.  (IM),  Veterans  Ad- 
ministration Hosp.,  Phoenix,  Arizona. 


4709  LEVSON,  Daniel  N.,  M.D.,  (D),  5200 
Gibson  Blvd.,  S.E.,  Albuquerque,  New  Mexico 
87108. 

4710  LEWIS,  Ray,  M.D.  (P),  1624  West 
Adams  Street,  Phoenix,  Arizona  85007. 

4711  LOUGHEAD,  Jr.,  John  R.,  M.D.  (OBG), 
Student  Health  Service,  University  of  Arizona, 
Tucson,  Arizona. 

4712  McGLOTHIN,  Lynn  C.,  M.D.  (GP), 
1500  Williamson  Avenue,  Winslow,  Arizona. 

4713  McLaughlin,  David  B.,  M.D.  (GP), 
P.  O.  Box  687,  Lake  Havasu  City,  Arizona  86403. 

4714  McWHIRTER,  Wallace  W.,  M.D.  (R), 
302  Walnut,  Rochester,  Michigan  48063. 

4715  MACCABE,  Jr.,  Frederic,  M.D.  (CHP), 
1930  East  6th  Street,  Tucson,  Arizona. 

4716  MARCARELLI,  Joseph,  M.D.  (IM), 
Maricopa  County  Hospital,  Phoenix,  Arizona 
85009. 

4717  MAXON,  Terry  R.,  M.D.  (GP),  Mari- 
copa County  Hospital,  Phoenix,  Arizona  85009. 

4718  MEYER,  Hermann  B.  P.,  M.D.  (PD), 
8438  East  Roanoke,  Scottsdale,  Arizona  85257. 

4719  MILLER,  Richard  C.,  M.D.  (D),  116 
North  Tucson  Blvd.,  Tucson,  Arizona. 

4720  MINK,  Clifford  E.,  M.D.  (GP),  12670 
N.  Black  Canyon  Hwy.,  Phoenix,  Arizona  85029. 

4721  MOBLEY,  Theodore  L.,  M.D.  (U),  550 
West  Thomas  Road,  Phoenix,  Arizona  85013. 

4722  MOORE,  Jr.,  Thomas  H.,  M.D.  (OTO), 
2122  N.  Craycroft  Road,  Tucson,  Arizona. 

4723  NOON,  George  P.,  M.D.  (GS-TS),  1200 
Moursund  Avenue,  Houston,  Texas  77025. 

4724  NORDMO,  Stanley  H.,  M.D.  (PATH), 
Maricopa  County  Hospital,  Phoenix,  Arizona 
85009. 

4725  O’HAYRE,  Walter  L.,  M.D.  (GP),  800 
West  Littleton  Blvd.,  Littleton,  Colorado  80120. 

4726  OLSZTYN,  Stanley  R.,  M.D.  (P),  18326 
Muirland,  Detroit,  Michigan. 

4727  ORVIS,  Clay  H.,  M.D.  (GP),  6101  East 
7th  Street,  Long  Beach,  California  90801. 

4728  Limited  — OSHER,  Norman  W.,  M.D. 
(IM),  Maricopa  County  Hospital,  Phoenix,  Ari- 
zona 85009. 

4729  PEARL,  Janice  M.,  M.D.  (NS),  350  West 
Thomas  Road,  Phoenix,  Arizona  85013. 

4730  PENTECOST,  Richard  L.,  M.D.  (P), 
600  East  22nd  Street,  Kansas  City,  Missouri. 

4731  RADA,  Gary  A.,  M.D.  (GP),  311  East 
Relation,  Safford,  Arizona. 
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4732  RAPHAEL,  Damon  S.,  M.D.  (OBG), 
116  North  Tucson  Blvd.,  Tucson,  Arizona  85702. 

4733  L mited— RODGERS,  Bradford  D.,  M.D. 
( GP ) , Arizona  Ghildren’s  Golony,  Goolidge,  Ari- 
zona 85228. 

4734  RODRIGUEZ,  Paul  L.,  M.D.  (R),  L.  A. 
Gommunity  Hospital,  Unit  11,  Los  Angeles,  Gal- 
ifornia. 

4735  RYAN,  Patty  J.,  M.D.  (GP),  411  Gibson 
Road,  Woodland,  Galifomia  95695. 

4736  SGHAEFFER,  Richard  J.,  M.D.  (P), 
55  East  87th  Street,  New  York,  New  York  10028. 

4737  SGHAMADAN,  James  L.,  M.D.  (GP), 
Arizona  State  University,  Tempe,  Arizona. 

4738  SEATON,  Robert  W.,  M.D.  (OBG),  926 
E.  McDowell  Road,  Phoenix,  Arizona  85006. 

4739  SELF,  Gameron  L.,  M.D.  (PATH),  1550 
East  Indian  School  Road,  Phoenix,  Arizona 
85014. 

4740  SHILL,  Jr.,  Otto  S.,  M.D.  (OTO),  2039 
South  Mill  Avenue,  Tempe,  Arizona. 

4741  SIBLEY,  William  A.,  M.D.  (N),  Univ. 
of  Ariz.  Gol.  of  Med.,  Tucson,  Arizona  85721. 

4742  SIEGEL,  Philip,  M.D.  (NS),  St.  Joseph’s 
Hospital,  Phoenix,  Arizona  85001. 

4743  STEVENS,  Houston  F.,  M.D.  (R),  Mar- 
icopa Gounty  Hospital,  Phoenix,  Arizona  85009. 

4744  STONER,  Harry,  M.D.  (GS),  V.  A. 
Hospital,  Tucson,  Arizona  85713. 

4745  SULLIVAN,  William  R.,  M.D.  (GP), 
702-8th  Avenue,  Safford,  Arizona  85546. 

4746  SZYMANSKI,  Jerome  F.,  M.D.  (P),  6411 
East  Thomas  Road,  Scottsdale,  Arizona  85251. 

4747  TROWBRIDGE,  Jr.,  Arthur  A.,  M.D. 
(GP),  USPHS  Indian  Hospital,  Sells,  Arizona. 

4748  WALDMAN,  Robert  S.,  M.D.  (R),  1033 
East  McDowell  Road,  Phoenix,  Arizona  85006. 

4749  WEILAND,  Dennis  E.,  M.D.  (GS),  Mar- 
icopa Gounty  Hospital,  Phoenix,  Arizona  85009. 

4750  WHITE,  Jr.,  Joseph  G.,  M.D.  (N),  350 
West  Thomas  Road,  Phoenix,  Arizona  85012. 

4751  WOHL,  Richard  H.,  M.D.  (PS),  909 
East  Brill  Street,  Phoenix,  Arizona  85006. 

4752  YARBROUGH,  Ocie  G.,  M.D.  (D),  Rt. 
5,  Box  336,  Little  Rock,  Arkansas  72207. 


TEMPORARY  LIGENSES  GURRENTLY 
IN  EFFEGT 

Name,  Location  Issued  Expires 

Ghrist,  Ronald  L.  (GP), 

Yuma  2/  8/67  8/  8/67 


Sooy,  Norman  G.  (GP), 

Grand  Ganyon  2/  8/67  8/  8/67 

Ruesch,  McLaren  (GP), 

Miami  3/13/67  9/13/67 


White,  Jr.,  John  V.  (ADM),  (Renewal), 

Ariz.  Ghildren’s  Golony  3/12/67  9/12/67 


Willy,  Ralph  G.  (R)  (Renewal) 


Douglas  4/27/67 

Spaeth,  Alexander  ( GP ) , 

So.  Pacifie  Mem.  Hosp.  5/  8/67 
Sneed,  Thomas  F.  (R), 

Yuma  5/18/67 

Fee,  Gharles  H.  (GP), 

Young  5/18/67 

Vandermyde,  Richard  G.  (GP), 
Ganado  6/  5/67 


10/27/67 
11/  8/67 
11/18/67 
11/18/67 
12/  5/67 


MacGregor,  Robert  J.  (R)  (Renewal), 

Sierra  Vista  6/  6/67  12/  6/67 

Francis,  Jonathan  (GP), 

Grand  Ganyon  6/27/67  12/26/67 

Billings,  Anthony  G.  (GP), 

St.  Luke’s  Hosp.  6/29/67  12/29/67 

Feldman,  Marc  S.  (OPH),  (Renewal), 

Douglas  6/30/67  12/30/67 

Stutsman,  Robert  E.  (P), 

Ariz.  State  Hosp.  6/27/67  12/27/67 

Proffitt,  Robert  D.  (PD-GP), 


Ganado 

7/  1/67 

1/  1/68 

Goy,  John  R.  (GP), 

Ajo 

7/  1/67 

1/  1/68 

Gotner,  HI,  Jos.  Sidney  (GP), 

Pima  Go.  Gen.  Hosp. 
Johnson,  Garl  E.  (OBG), 

7/  8/67 

1/  8/68 

Ganado 

7/  8/67 

1/  8/68 

Spaeth,  Alexander  (GP), 

Pima  Go.  Gen.  Hosp. 

7/  8/67 

1/  8/68 

Weistart,  Frank  David  (GP), 

Mary  vale 

7/  8/67 

1/  8/68 

Martin,  Jerry  G.  (OBG), 
Flagstaff 

Dugan,  Victor  H.  (GP), 

7/20/67 

1/20/68 

East  Mesa-Apache  Wells 
Brandt,  Robert  I.  ( GS ) , 

7/25/67 

1/25/68 

Ganado 

7/29/67 

1/29/68 

Pannozzo,  Anthony  N.  (PM), 

Good  Samaritan  Hosp. 

8/  1/67 

2/  1/68 

Thompson,  Richard  A.  (N), 

Barrow  Neur.  Institute 

8/  1/67 

2/  1/68 
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in  sinusitis,  colds,  U.  R.  I. 

Dimetapp  Extentabs 

(Dimetane®  [brompheniramine  maleate],  12  mg.; 
phenylephrine  HCl,  15  mg.;  phenylpropanolamine  HCl,  15  mg.) 

up  to  10-12  hours  clear 
breathing  on  one  tablet 


It’s  clear — Dimetapp  lets  your  “stuffed-up”  patients 
breathe  easy  again.  Each  hard-working  Extentab 
brings  welcome  relief  from  the  stuffiness,  drip  and 
congestion  of  upper  respiratory  conditions  for  up 
to  10-12  hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  Its  key  to  success 
is  the  Dimetapp  formula;  Dimetane  (brom- 
pheniramine maleate)  — along  with  phenylephrine 
and  phenylpropanolamine,  two  time-tested  decon- 
gestants. They  get  the  job  done... in  a hurry. 


Contraindications:  Hypersensitivity  to  antihistamines.  Not  recommended  for  use  during  pregnancy.  Precautions:  Until  patient’s 
response  has  been  determined,  he  should  be  cautioned  against  engaging  in  operations  requiring  alertness.  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascular  diseases  or  hypertension.  Side  Effects:  Hypersensitivity  reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombocytopenia  have  been  reported  on  rare  occasions.  Drowsiness,  lassitude,  nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased  irritability  or  excitement  may  be  encountered.  A.  H.  ROBINS  COMPANY,  Richmond,  Virginia  23220 
Dosage:  1 Extentab  mbrning  and  evening.  Supplied:  Bottles  of  100  and  500. 


ARIZONA'S  PACESETTER  BANK 
TRUST  DIVISION 

Is  in  Business  to  Serve  YOU  — and 
YOUR  BENEFICIARIES! 


Living  Trusts 
Life  Insurance  Trusts 
Business  or  Partnership  Trusts 
Executor  or  Administrator 
Pension  or  Profit  Sharing  Trusts 
H.R.-IO  Self-Employed  Retirement  Trusts 
Custody  Accounts 
Agency  Accounts 
Escrow  Agents 
Transfer  Agents 
Guardianships 

And  Many  Other  Services  — 


The 


Guaranty  Bank 


3550  North  Central  Phoenix,  Arizona  Phone  264-9696 
John  R.  Bromley,  Jr.,  Vice  President  and  Trust  Officer 


MEMBER  FEDERAL  DEPOSIT  INSURANCE  CORPORATION 
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HISTORY 


JOSHUA  MILLER,  M.D.,  FIRST  PRESIDENT 
OF  ARIZONA  MEDICAL  ASSOCIATION, 
1892 


Dr.  Joshua  Miller,  who  was  instrumental  in 
organizing  the  medical  profession  of  Arizona, 
beginning  with  the  Yavapai  County  Society,  then 
the  Maricopa  County  Society,  then  the  Arizona 
Medical  Association,  of  all  of  which  he  was  the 
first  president,  was  born  in  Macon  County,  Mis- 
souri, on  the  fifth  day  of  May,  1846.  In  1852,  his 


parents  moved  to  Atchison  County,  which  was 
then  the  extreme  frontier;  in  this  county  he  spent 
his  earlier  years,  working  on  the  farm  in  summer 
and  attending  school  in  winter. 

When  the  Civil  War  broke  out  in  1861,  he 
enlisted  in  the  Northern  army,  serving  through- 
out the  war.  He  then  decided  upon  medicine  as 
his  future  life  work,  and  began  fitting  himself  for 
that  profession.  He  attended  the  Brownville 
(Neb.)  High  School,  and,  during  vacation,  placed 
himself  under  the  instruction  of  Dr.  William 
Arnold,  a gentleman  who  had  had  the  advant- 
ages of  a liberal  London  education  in  both  lit- 
erature and  medicine.  Under  the  guidance  of 
this  good  man  and  scholar,  he  was  taught  the 
elements  of  medicine,  as  well  as  the  principles 
of  a general  education. 

In  the  fall  of  1868,  he  passed  the  preliminary 
education  required  by  the  University  of  Mich- 
igan and  entered  the  medical  department,  grad- 
uating March  27,  1872  (in  the  same  class  with 
Dr.  Ford  and  in  which  Dr.  J.  M.  Swetnam  was 
enrolled).  He  took  post-graduate  work  in  Belle- 
vue Hospital  Medical  College  in  1879.  In  1871 
he  moved  from  Michigan  to  Kansas  City,  Mo., 
where  he  became  one  of  the  incorporators  and 
directors  of  the  University  Medical  College.  He 
was  elected  by  the  Board  of  Regents  to  the 
chair  of  Orthopedic  Surgery,  which  chair  he  re- 
signed in  1888,  coming  to  Prescott,  Ariz.,  to 
engage  jointly  in  the  practice  of  medicine  and  in 
mining. 

In  1891,  Acting-Governor  N.  O.  Murphy  ap- 
pointed him  Superintendent  of  the  Insane  Asy- 
lum, which  place  he  held  during  that  administra- 
tion, returning  to  Prescott  in  1894.  During  his 
residence  in  Phoenix,  he  helped  organize  the 
Maricopa  County  Society,  and  was  elected  presi- 
dent of  the  Arizona  Medical  Association  at  its 
first  annual  meeting  in  1892.  He  returned  to 
Prescott  in  1894  and  resumed  his  mining  activi- 
ties and,  later,  the  practice  of  his  profession.  In 
August,  1898,  he  was  again  appointed  superin- 
tendent of  the  Insane  Asylum,  resigning  that 
office  in  April,  1901,  because  of  ill  health.  He 
passed  away  July  22,  1901,  as  the  result  of  the 
fourth  attack  of  double  pleuro-pneumonia.  (Bio- 
graphy furnished  by  Mrs.  Mattie  Miller,  Phoe- 
nix, Ariz.) 

Source:  ARIZONA  MEDICAL  JOURNAL  Vol.  2.  No.  9.  October 
1914 
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each 

Tussagesic* 

■(■■MAfl  tAlklAj*  AAtl^AinC* 


timed-release  tablet  contains: 

Triaminic® 50  mg. 

(phenylpropanolamine  hydrochloride  25  mg.,  pheniramine 
maleate  12.5  mg.,  pyrilamine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide 30  mg. 

Terpin  hydrate  180  mg. 

Acetaminophen 325  mg. 


Dosage:  Adults-1  tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  LABORATORIES 

a division  of  the  Wander  Company 

Lincoln,  Nebraska  68501 


clip  and  file  under  “flu” 

For  relief  of  "flu-like"  symptoms 
Tussagesic  timed-release  tablets 

PHONE  COLLECT 

For  emergency  starter  samples 
to  Keith  Sehnert,  M.D. 

Medical  Director 
(402)434-6311 

Fast  delivery  by  your  Dorsey 
Representative 
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BOOK 


New  Drugs:  1967  edition  Evaluated  by  A.M.A. 

Couneil  on  Drugs,  Ameriean  Medical  Associ- 
ation, 535  N.  Dearborn  St.,  Chicago,  111.  60610, 
1967,  pp  590,  16  X 24  cm.,  $3.50. 

The  physician  must  have  readily  available 
sources  of  balanced,  authoritative  information  in 
order  to  cope  effectively  with  the  complexities 
of  modem  pharmacotherapy.  New  Dmgs,  a pub- 
lication of  the  A.M.A.  Council  on  Drugs,  now 
in  its  third  edition,  provides  such  information  on 
new  drugs. 

The  1967  edition  of  New  Drugs  is  a compila- 
tion of  introductory  statements  on  various  thera- 
peutic classes  of  drugs  and  monographs  on  sing- 
le-entity drugs  marketed  in  the  United  States 
during  the  period  1957-1966.  It  contains  265  in- 
dividual dmg  monographs,  each  of  which  gives 
information  on  the  actions  and  uses  of  the  drug 
and  its  adverse  reactions,  contraindications  or 
precautions,  dosages  and  routes  of  administra- 
tion, and  sizes  and  strengths  of  available  prep- 
arations. The  introductory  statements  to  21  chap- 
ters have  been  thoroughly  revised  and  10  new 
monographs  have  been  added.  These  mono- 
graphs and  introductory  statements  are  based 
on  a thorough  review  and  evaluation  by  the 
Council  on  Drugs  and  its  consultants  of  all  of 
the  laboratory  and  clinical  information,  includ- 
ing unpublished  data,  available  to  them.  Thus, 
the  book  presents  a concise,  unbiased  assess- 
ment of  the  newer  drugs  within  the  perspective 
of  the  therapeutic  application  of  all  of  the  com- 
monly used  agents  in  a particular  class  of  drugs. 
Since  a monograph  on  a drug  is  included  wheth- 
er or  not  the  Council’s  opinion  is  favorable.  New 
Drugs  is  in  no  sense  a list  of  approved  or  ac- 
cepted drugs. 

The  index  lists  drugs  by  both  their  nonpro- 
prietary (generic)  and  trade  names  and  includes 
therapeutic  entries.  A list  of  Canadian  trade 
names  equivalents  is  given  in  the  appendix. 


Coccidioidomycisis:  Edited  by  Libero  Ajello,  Pp. 

434.  The  University  of  Arizona  Press,  Tucson, 
1967. 

This  publication  of  The  Second  Symposium 
on  Coccidioidomycosis,  December,  1965,  has 
been  anxiously  awaited.  The  increasing  reported 
incidence  of  disease  due  to  coccidioides  immitis, 
with  the  attendant  difficulties  in  diagnosis  and 
treatment,  makes  this  publication  very  timely. 


It  seems  neither  practical  nor  reasonable  to  ex- 
pect medical  students  or  physicians  to  review 
the  literature  for  latest  opinions.  As  stated  by 
Dr.  Ajello,  “The  clinical,  histopathological,  and 
therapeutic  features  of  the  disease  were  dis- 
cussed by  the  most  active  and  knowledgeable  of 
investigators.” 

For  the  researcher  this  is  an  important  fungus 
disease.  Significant  biochemical,  ecological,  epi- 
demiological, and  genetical  studies  are  also  re- 
ported. For  Arizonans,  the  publication  of  these 
proceedings  represents  a milestone.  Not  only 
did  Arizonans  serve  as  active  participants  in 
program  planning  and  arrangements,  but  they 
also  served  as  contributors  and  discussants  in  the 
program.  The  University  of  Arizona  Press  is  to 
be  congratulated  on  the  technical  excellence. 

The  book  is  recommended  as  an  up-to-date 
summary  of  the  opinions  of  the  most  recognized 
authorities  in  this  field.  While  the  original  pap- 
ers contained  will  be  published  elsewhere,  access 
in  one  volume  for  researchers,  medical  students, 
and  practicing  physicians  should  prove  valuable. 

Lloyd  K.  Swasey,  M.D. 

Medical  Director 

Arizona  State  Tuberculosis  San. 


ARIZONA  MEDICINE 

Address  all  correspondence  to  the 
Journal  Offices 

4601  N.  Scottsdale  Rd.,  Scottsdale,  Ariz.  85251 

Bruce  E.  Robinson 
Business  Manager 


National  Representative 
State  Journals  West 
Melvin  B.  Tyler,  Advertising  Manager 
693  Sutter  Street 
San  Francisco,  California  94102 

“The  material  in  this  ioiunal  is  not  copyrighted.  We  ask 
that  anyone  using  material  from  it  note  the  previous  publica- 
tion in  ARIZONA  MEDICINE.” 

CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of  scientific  arti- 
cles for  publication  in  ARIZONA  MEDICINE.  All  such  con- 
tributions are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Material  submitted  for  publication  in  ARIZONA  MEDI- 
CII^  should  conform  to  the  following  poUcies: 

1.  Manuscripts,  including  references  or  bibUom-aphy,  should 
be  typewritten,  double-spaced,  on  one  side  of  the  paper  only, 
and  tne  original  and  a carbon  enclosed. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as  fol- 
lowed by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Although  the  Editors  try  to  catch  inaccuracies,  the  ulti- 
mate responsibility  is  the  author’s. 

4.  Articles  are  accepted  for  publication  only  if  they  are 
contributed  exclusively  to  this  Journal.  Ordinarily,  contribu- 
tors wilt  be  notified  within  60  days  if  a manuscript  is  ac- 
cepted for  publication.  Every  effort  wiU  be  made  to  return  un- 
used manuscripts. 

5.  The  Journal  reserves  the  right  to  edit  all  material. 

6.  Reprints  will  be  supplied  to  the  author  at  printing  cost. 
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LOMOTIL 

Each  tablet  and  each  5 cc.  of  liquid  contains: 


diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


In  six  published  studies^  ® detailed  re- 
sults are  given  on  the  use  of  Lomotil  in 
111  patients  with  chronic  ulcerative 
colitis.  They  show  that  Lomotil  gave 
satisfactory  to  “excellent”  control  of 
diarrhea  in  more  than  two-thirds  of 
these  patients.  As  the  disorder  ad- 
vances and  destroys  bowel  muscu- 
lature, the  motility-lowering  action  of 
Lomotil,  understandably,  has  less 
effect. 

The  successful  use  of  Lomotil  in  a 
disorder  as  exceedingly  difficult  to 
treat  as  moderate  ulcerative  colitis  em- 
phasizes again  its  unsurpassed  anti- 
diarrheal  effectiveness  in  these  more 
common  conditions : 

• Gastroenteritis  • Acute  infections 

• Spastic  colon  • Drug  induced  diarrhea 

• Functional  hypermotility 


For  correct  therapeutic  effect 
Rx  correct  therapeutic  dosage 
Dosage:  The  recommended  initial  daily  dos- 
ages, given  in  divided  doses  until  diarrhea  is 
controlled,  are : 

Children:  Total  Daily  Dosage 
3-6  mo. . .’/2  tsp.*t.i.d.(3  mg.)  i \ | 

6-12  mo. . V2  tsp.  q.i.d.  (4  mg.)  i | i I 

1- 2  yr. . . .V2  tsp.  5 times  daily  (5  mg.)  | | I | I 

2- 5  yr. . . . 1 tsp.t.i.d.(6  mg.)  1 | | 

5-8yr..  . .1  tsp. q.i.d. (8mg.)  | | | | 

8-12  yr..  . 1 tsp.  5 times  daily  (10  mg.)  11111 
Adults:  2 tsp.  5 times  daily  (20  mg.)  11  H U 11  H 

or  2 tablets  q.i.d.  ee  oe  ee  as 

♦Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one-fourth  the  initial  daily  dosage. 

Precautions:  Lomotil  is  a federally  exempt 
narcotic  preparation  of  very  low  addictive 
potential.  Recommended  dosages  should  not 
be  exceeded,  and  medication  should  be  kept 
out  of  reach  of  children.  Should  accidental 
overdosage  occur  signs  may  include  severe 
respiratory  depression,  flushing,  lethargy  or 
coma,  hypotonic  reflexes,  nystagmus,  pin- 
point pupils  and  tachycardia.  Lomotil  should 
be  used  with  caution  in  patients  with  im- 
paired liver  function  or  those  taking  addict- 
ing drugs  or  barbiturates. 

Side  Effects:  Side  effects  are  relatively  un- 
common but  among  those  reported  are  gas- 
trointestinal irritation,  sedation,  dizziness, 
cutaneous  manifestations,  restlessness,  in- 
somnia, numbness  of  the  extremities,  head- 
ache, blurring  of  vision,  swelling  of  the 
gums,  euphoria,  depression  and  general 
malaise. 


tablets/liquid 

controls  diarrhea 


1.  Barowsky,  H.,  and  Schwartz,  S.  A.:  J.A.M.A.  180.T058-1061 
(June  23)  1962.  2.  Cayer,  D.,  and  Sohmer,  M.  F. : N.  Carolina 
Med.  J.  22.-600-604  (Dec.)  1961.  3.  Hock,  C.  W.:  J.  Med.  Ass. 
Georgia  50;485-488  (Oct.)  1961.  4.  Van  Derstappen,  G.,  and  Van- 
denbroucke,  G.:  Med.  KUn.  56;962-964  (June  2)  1961.  5.  Merlo, 
M.,and  Brown,  C.  H.:  Amer.  J.  Gastroent.  34.-625-630  (Dec.)  1960. 
6.  Weingarten,  B.;  Weiss,  J.,  and  Simon,  M. : Amer.  J.  Gastroent. 
35:628-633  (June)  1961. 
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FUTURE 

MEDICAL  MEETINGS 


Seminar  on 

The  Management  of  Head  injuries 

The  Barrow  Neurological  Institute  of  St.  Josephs’  Hospital  and  distinguished  guests  are  con- 
ducting a program  in  continuing  education  about  Head  Injuries  commencing  at  7:30  a.m.  on 
Friday,  November  24,  1967,  and  being  completed  by  1:00  p.m.  on  Saturday,  November  25,  1967. 
The  guest  faculty  will  include  Doctors  Paul  C.  Bucy  (Northwestern),  William  F.  Caveness  Beth- 
esda)  Joseph  P.  Evans  (Chicago),  Kemp  Clark  (Southwestern,  Dallas)  and  Bobert  H.  Pudenz 
(Southern  California).  AAGP  credit  (12  hours.  Category  I)  is  available. 

The  Seminar  will  be  held  at  Del  Webb’s  TowneHouse  in  Phoenix  where  a block  of  rooms 
has  been  reserved  for  registrants.  (This  is  the  weekend  of  the  U.  of  A.-A.S.U.  football  game  at 
Tempe. ) A fee  of  twenty-five  dollars  is  necessary  to  defray  a portion  of  the  expenses.  (No  fee 
for  interns,  residents  and  surgical  nurses.)  The  Symposium  is  supported  in  part  by  the  Academy 
of  Medicine  of  the  Maricopa  County  Medical  Society,  Merck  Sharp  and  Dohme  and  by  the  South- 
western Foundation  for  Medical  Research  and  Education  through  St.  Joseph’s  Hospital’s  Depart- 
ment of  Medical  Education. 

Send  pre-registration  information  and  check  to  the  Barrow  Neurological  Institute,  St.  Joseph’s 
Hospital,  Head  Injury  Seminar,  350  West  Thomas  Road,  Phoenix,  Arizona  85013. 


ARIZONA'S  PROFESSIONAL  A!R  AMBULANCE  SERVICE 

CUTTER  AVIATION,  INC.  sky  HARBOR,  PHOENIX 

Radar  equipped  Beechcraft  with  Certified  Instrument  Flight  Capability  to  any  point  in  the  U.S. 

and  Western  Canada.  For  reliable  24-Hour  Service  call 

CUTTER  AVIATION 

273-1237  946-2754 
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EUGENE  R.  ALMER,  M.D. 
ROBERT  BEAL,  M.D. 

OnO  L.  BENDHEIM,  M.D. 
PAUL  M.  BINDELGLAS,  M.D. 
LEE  S.  COHN,  M.D. 

KENT  E.  DURFEE,  M.D. 

T.  RICHARD  GREGORY,  M.D. 
WILLIAM  B.  HAEUSSLER,  M.D. 
THOMAS  F.  KRUCHEK,  M.D. 
HAROLD  E.  McNEELY,  Ph.D. 
STANFORD  PERLMAN,  Ph.D. 
GEORGE  G.  SARAVIA,  M.D. 
SAMUEL  WICK,  M.D. 


ff^heraf  psychiatry  and  neuroi^ 

child'  psychtaitrjr^ 


psychoa 


clinical  psychology 


THE  DIAGNOSTIC  tABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


PATHOLOGISTS 

Maurice  Rosenthal,  M.D. 
George  Scharf,  M.D. 
Seymour  B.  Silverman,  M.D. 
Bland  Giddings,  M.D. 

Sidney  H.  Zuber,  M.D. 


RADIOLOGISTS 

1130  E.  McDowell  Office  - 258-1601 
Marcy  L.  Sussman,  M.D. 

1901  E.  Thomas  Road  Office  - 274-3603 


Marion  A.  Jabczenski,  M.D. 
William  S.  Stone,  M.D. 


Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 

1901  East  Thomas  Road  • Phoenix,  Arizona  • Phone  264-2101 
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CO— op.er.a.tion,  co.op.er.a.tion,  co.op.er.a.tion 
(ko— op'er— a’shen),  n.  1.  a co-operating;  joint 

effort  the  benefits  of  which  are  shared  by  all  members. 


UP  TO  $1,000  MONTHLY  BENEFIT 
NOW  AVAILABLE 

ON  A STATEWIDE  BASIS  - MEANS  STABILITY 


Disability  Insurance  pays. ..not  only  when  you’re  sick  or 
injured. ..but  also  in  “peace  of  mind”  when  you’re  well! 
“The  Only  Known  Substitute  for  Earning  Power” 


NATIONAL  CASUALTY  COMPANY 

. OF  DETROIT,  MICHIGAN 

Arizona  Representatives 

PHOENIX  ★ CHARLES  A.  de  LEEUW  TUCSON  ★ RONALD  E.  DEITRICH 

3424  NORTH  CENTRAL  AVENUE  SUITE  9,  PIMA  PLAZA,  2030  E.  BROADWAY 

(PHONE  266-2403)  (PHONE  623-7941) 

Approved  and  Recommended  by  the 

MEDICAL  ECONOMICS  COMMITTEE  AND  THE  COUNCIL 

...SINCE  1953 


101  East  Fourth  Street, 

Adjoining  Scottsdale  Baptist  Hospital  NOW  LEASING 

Scottsdale's  Newest  & Finest  Medical  Building 


Scottsdale,  Arizona 

. . . . CUSTOM  SUITES 


OPHTHALMOLOGY 

Peter  S.  Sykowski,  M.D.,  F.A.C.S. 


PHYSICAL  THERAPIST 

Jean  Hoffman,  R.P.T. 


DENTIST  DENTAL  LAB. 

R.  A.  Hossler,  D.D.S.  F.  Jefferson  Blake 
Patrick  Ryan,  D.D.S 


OBSTETRICS  & GYNECOLOGY 

Roy  O.  Young,  M.D. 
Gregory  C.  Smith,  M.D. 


PLASTIC  & RECONSTRUCTIVE  SURGERY 


FAMILY  DOCTOR 

Jack  E.  Groh,  M.D. 
Robert  M.  Mattson,  M.D. 

PSYCHIATRY 

Murray  Urie,  M.D. 
GENERAL  SURGERY 


Richard  O.  Kiraly,  M.D.  _ Jack  O.  McFarland,  M.D. 

Adjoining  Hospital  Medical  Center  with: 

PATHOLOGY  RADIOLOGY  OTHERS 

C.  E.  Strickland,  M.D.  M.  Herbert  Nathan,  M.D.  Srutwa  Pharmacy 

Fred  C.  Schoene,  M.D.  Scottsdale  Opticians 


For  Leasing  Information  Call  946-9091 
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}HlU4ical  Cehtef  and  Clinical  Xahnat^i-if 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

DIAGNOSTIC  X-RAY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 


See  for  yourself 
the  professional 
MEDAC 
Billing  and 
Bookkeeping  Service 

irS  A “PERSONAL  TOUCH”  SERUICE  THAT  YOU  CONTROL! 

All  records  stay  in  your  office  at  all  times ! 

Patient  accounts  at  your  fingertips. 

Prompt  and  professional  billings. 

^ Accurate  agings  of  your  accounts  receivable  and 
faster  collections. 

WE  INVITE  YOU  TO  CALL 

in  Phoenix  in  Tucson 

Bud  Gray  261-1317  Burt  Becker  624-8711 
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. . .is  not  news.  What’s  news  is  that  we’ve  embarked  on  the  most  ambitious  film  program  for  pro- 
fessional medical  audiences  ever  launched  against  a single  disease.  A half-million  dollar  film 
project  is  underway— with  technical  advice  from  the  nation’s  leading  medical  authorities. 

Five  of  these  films  are  available  now— 

CANCER  IN  CHILDREN,  DIAGNOSIS  AND  MANAGEMENT  OF  CANCER  OF  THE  COLON  AND  RECTUM, 
ORAL  CANCER,  NURSING  MANAGEMENT  OF  THE  PATIENT  WITH  CANCER,  and  THE  DENTIST  AND 

CANCER.  The  balance  will  be  released  in  1 967-1 968. 

As  pioneers  in  the  usage  of  medical  films,  we  know  their  value  as  teaching  tools.  Our  Units 
across  the  country  know,  too.  Films  are  a vital  part  of  their  professional  educational  programs. 
We  hope  you  will  contact  your  local  ACS  Unit  about  this  outstanding  new  series. 


AMERICAN  CANCER  SOCIETY 


Pharmacy  Directory 


FAIRMONT  PHARMACY 

3231  East  McDowell  Rd.  Phoenix,  Arizona 

PRESCRIPTIONS  - DRUGS 
COSMETICS  - FOUNTAIN 

BRidge5-5719  FREE  DELIVERY 


Lut-e's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1 st  National  Bank 


Classified 


DOCTOR'S  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  7-7471 

At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1 932" 


DANNY  T.  SEIVERT 
INSURANCE 

Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 

Professional  Programs  for  Professional  Men 

Del  Webb's  TowneHouse  — Suite  1 700 
100  W.  Clarendon  — Phoenix 
Telephone  277-1487 


MEDICAL  CINEMATOGRAPHY 
By 

AZTEC  FILM  PRODUCTIONS 

2818  N.  Country  Club 
Tucson,  Ariz. 

602-326-6736 


For  Lease  or  Sale  with  low  down  payment  — 
Present  location  of  Mountain  View  Medical 
Clinic,  4110  N.  49th  Street,  Phoenix,  Arizona. 
Reply  Box  67-3,  Arizona  Medicine,  4601  N. 
Scottsdale  Rd.,  Scottsdale,  Arizona  85251. 


Situation  Wanted:  Board  Certified  general  sur- 
geon desires  association  or  opportunity  in  Ari- 
zona. Age  42;  FACS:  private  practice  experi- 
ence; licensed  in  Arizona;  married  with  family. 
Reply  Box  64-3,  Arizona  Medicine,  4601  North 
Scottsdale  Road,  Scottsdale,  Arizona  85251. 


Excellent  office  suites  available  at  The  Wilshire 
Medical-Dental  Center,  888  S.  Craycroft  Rd., 
Tucson,  Arizona.  General  Surgery,  Pediatrics, 
General  Medicine,  Thoracic  Surgery  and  Den- 
tistry now  in  practice.  Location  in  stable  east- 
side  Tucson,  five  minutes  to  two  major  hos- 
pitals and  nursing  homes.  Fully  equipped  lab- 
oratory & X-ray  facilities  with  Radiologist. 
Tremendous  potenhal  for  ENT,  Internal  Medi- 
cine and  Orthopedics.  Contact:  E.  W.  Eberling, 
M.D.,  888  S.  Craycroft  Road,  Tucson. 
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THE  CLINICAL  VALUE  OF  SELECTIVE  CORONARY  ANGIOGRAPHY  1067 

Alberto  Benchimol,  M.D. 

Harvey  C.  Tippit,  M.D. 

Ivan  G.  Maia,  M.D. 

GASTRIC  HYPOTHERMIA  FOR  MASSIVE  UPPER  GASTROINTESTINAL 

HEMORRHAGE  1073 

Benedict  R.  Walske,  M.D. 

Neopito  L.  Robles,  M.D. 

Harmon  G.  Harrison,  M.D. 


Among  the  adjuncts  to  the  physician’s  skill 


Darvon®  Compound-65 

Each  Pulvule®  contains  65  mg.  propoxyphene  hydrochloride, 
227  mg.  aspirin,  162  mg.  phenacetin,  and  32.4  mg.  caffeine. 


Additional  information  available  to  the  medical  profession  noon  remieo 
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Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 


In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  he,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS;  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 
Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 


The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium 


PARKE-DAVIS 


■ fo  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 


LACTINEX  contains  both  Lactobacillus  acid- 
ophilus and  L.  hulgaricus  in  a standardized  viable 
culture,  with  the  naturally  occurring  metabolic 
products  produced  by  these  organisms. 

First  introduced  to  help  restore  the  flora  of 
the  intestinal  tract  in  infants  and  adults, 
LACTINEX  has  also  been  shown  to  be  useful  in  the 
treatment  of  fever  blisters  and  canker  sores  of 
herpetic  origin.^’ 

No  untoward  side  effects  have  been  reported  to 
date. 

Literature  on  indications  and  dosage  available  on 
request. 
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SOUTH'W^ESTERN  ‘mETARATORY  SCHOOL 


Dear  Doctor: 

Our  School,  in  operation  since  1962,  is  owned  and  operated 
by  the  Maricopa  County  Medical  Society. 

It  is  the  only  non-profit,  non-commercial  Medical 
Assistant's  School  in  the  entire  United  States  operated 
by  a Medical  Society. 

It  is  the  only  school  in  Arizona  which  has  twelve  or  more 
practicing  physicians  on  the  faculty. 

It  is  the  only  Medical  Assistant's  School  which  has  a rigid 
entrance  examination.  An  average  of  only  thirty-five  out  of 
eighty-five  applicants  pass  our  entrance  examinations.  One 
recent  applicant  we  turned  down  spelled  - skeleton, 
skullatin.  Based  on  what  we  are  told  by  students  who  have 
applied  at  the  commercial  schools,  they  enroll  students 
without  entrance  examinations.  Apparently  the  only 
qualification  is  that  the  student  be  able  to  pay 
the  tuition  fee. 

Twenty  members  of  doctor's  families  from  all  over  the  state 
have  graduated  from  our  school  and  are  now  working  in 
doctor's  offices.  Over  450  medical  assistants  we  have 
trained  are  employed  in  doctor's  offices  and  hospitals 
throughout  the  state. 

We  will  be  happy  to  send  a catalog  to  anyone  you  know  who 
might  be  interested. 


FOR  MEDICAL 


2025  NORTH  CENTRAL  AVENUE,  PHOENIX,  ARIZONA  85004 
Phone  252-9201 


Ruth  Bartlett,  R.N. 
Educational  Director 
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An  uncommon  steroid 
for  common  inflammatory  dermatoses 


In  everyday  topical  steroid 
therapy,  Synalar  produces  rapid 
resolution  of  inflammation  and 
itching  in  steroid-responsive 
dermatoses  — and  at  relatively 
low  cost  to  the  patient. 

Advanced  molecular 
design  enhances  potency 

Synalar  combines  the  advantage 
of  earlier  corticosteroid  com- 
pounds with  unique  structural 
innovations.  As  a result,  prepara- 
tions of  Synalar  0.01%  and  Synalar 
0.025%  have  been  reported  to  be 
more  potent  topically  and  signifi- 
cantly more  effective  than  hydro- 


cortisone 1.0%. The  unique  fluo- 
cinolone  acetonide  molecule 
provides  one  of  the  most  useful 
topical  corticosteroids  for  every- 
day practice. 

Impressive  clinical 
results  in  a wide  range  of 
dermatologic  problems 

The  clinical  efficacy  of  Synalar 
has  been  extensively  documented 
in  the  world  literature.  Commonly 
encountered  diseases  such  as  al- 
lergic and  contact  dermatitis, 
eczematous  and  seborrheic  der- 
matitis, and  neurodermatitis  re- 
spond rapidly  to  Synalar,  often 


where  previous  therapy  with  other 
topical  corticosteroids  has  failed. 

Low  patient  cost 
for  wider  usefulness 

With  Synalar,  a high  degree  of 
efficacy  does  not  mean  high  price. 
And— a small  quantity  goes  a long  ‘ 
way.  Thus,  your  patients  can 
often  obtain  the  “economy”  of  a 
hydrocortisone  preparation  with 
the  proved  efficacy  of  a potent,  | 
truly  advanced  steroid. 


***  9 I ■ ■'  ' ■“  ■ ' 

f luocinolone  acetonide  ^ 


For  everyday  topical  steroid  therapy 

Synalarp.oi% 

fluocinolone  acetonide 

provides  economy  in  two  practical  dosage  forms 


For  general  use,  the  most 
economical  and  widely  applicable 
concentration  of  Synalar  is  0.01% 
Cream  in  a water- washable,  van- 
ishing cream  base.  Synalar  Solu- 
tion 0.01%  is  especially  valuable  in 
dermatoses  involving  moist,  inter- 
triginous  areas  or  hairy  sites 
where  creams  and  ointments  do 
not  spread  or  penetrate  readily. 
Synalar  Solution  is  a unique 
dosage  form -clear,  nongreasy, 
cosmetically  elegant. 


Product  I nformalion 

Contraindications:  Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a history  of 
hypersensitivity  to  any  of  the  components. 
Precautions:  Synalar  preparations  are  virtually 
nonsensitizing  and  nonirritating.  However,  the 
solution  may  produce  burning  or  stinging  when 
applied  to  denuded  or  fissured  areas.  In  some  pa- 
tients with  dry  lesions,  the  solution  may  increase 
dryness,  scaling  or  itching.  Where  severe  local 
infection  or  systemic  infection  exists,  the  use  of 
systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids 
have  not  been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on 
pregnant  patients,  in  large  amounts,  or  for 


prolonged  periods  of  time.  Side  Ejects:  Side 
effects  are  uncommon  with  topical  corticosteroids. 
As  with  all  drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under  certain 
conditions.  In  such  cases  the  agent  should  be 
discontinued  and  appropriate  measures  taken. 
Availability:  Synalar  (fluocinolone  acetonide) 
Cream  0.025%  — 5,  15  and  60  Cm.  tubes  and  425 
Cm.  jars.  Cream  0.01%—  15,  45  and  60  Cm.  tubes 
and  1 20  Cm.  jars.  Solution  0.01%  — 20  and  60  cc. 
plastic  squeeze  bottles.  Ointment  0.025%—  15  and 
60  Cm.  tubes.  Neo- Synalar®  (neomycin  sulfate 
0.5%  [0.35%  neomycin  base],  fluocinolone  acetonide 

0.025%)  Cream  — 5,15  and  60  Gm.  tubes. 


fluocino<or>e  acetonide  — an  original  steroid  from 
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When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-1. 

(norethindronelmg.cmestranol0.05mg.) 

Turn  page  for  contraindications,  precautions  and  side  effects. 


Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in 
the  individual  patient. 


Prescribing  Information 
Contraindications : Patients  with  any 
symptoms  or  history  of  thrombo- 
phlebitis, pulmonary  embolism,  liver 
dysfunction  or  disease,  carcinoma 
of  breast  or  genital  organs,  or  un- 
diagnosed vaginal  bleeding. 
Warnings:  Discontinue  medication 
pending  examination  if  there  is  sud- 
den partial  or  complete  loss  of  vision, 
proptosis,  diplopia  or  migraine.  If 
examination  reveals  papilledema  or 
retinal  vascular  lesions,  medication 
should  be  withdrawn.  The  safety  of 
Norinyl-1  in  pregnancy  has  not  been 
demonstrated.  If  a patient  misses 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  continu- 
ing the  medication.  If  she  has  not  ad- 
hered to  the  prescribed  schedule, 
pregnancy  should  be  considered  at 
the  first  missed  period.  Active  ingre- 
dients of  oral  contraceptives  have 
been  detected  in  the  milk  of  mothers 
who  received  these  drugs ; the  signifi- 
cance to  infants  has  not  been  de- 
termined. 

Precautions:  Pretreatment  physical 
should  include  examination  of  the 
breasts  and  pelvic  organs,  as  well  as 
a Papanicolaou  smear.  If  endocrine 
or  liver  function  tests  are  abnormal 
during  therapy,  repeat  tests  are  rec- 
ommended after  the  drug  has  been 
withdrawn  for  two  months.  Follow- 
ing administration  of  drug,  preex- 
isting uterine  fibromyomata  may 
increase  in  size.  Careful  observation 
and  caution  are  required  for  patients 
with  symptoms  or  history  of  epi- 
lepsy, migraine,  asthma,  cardiac  or 
renal  dysfunction,  cerebrovascular 
accident,  psychic  depression,  and 
diabetes.  In  cases  of  undiagnosed 
vaginal  bleeding,  adequate  diagnos- 
tic measures  are  indicated.  Possible 
long-term  effects  of  the  drug  on  pitu- 
itary, ovarian,  adrenal,  hepatic  or 
uterine  function  must  await  further 
studies.  The  physician  should  be 
alert  to  the  earliest  manifestations 
of  thrombophlebitis  and  pulmonary 
embolism.  The  drug  should  be  used 
judiciously  in  those  young  patients 
in  whom  bone  growth  is  not  com- 
plete. The  age  of  the  patient  consti- 
tutes no  absolute  limiting  factor, 
although  treatment  with  Norinyl-1 
may  mask  symptoms  of  the  climac- 
teric. The  pathologist  should  be 
advised  of  Norinyl-1  therapy  when 
relevant  specimens  are  submitted. 


Side  Effects:  The  following  have 
been  observed  with  varying  incidenc 
in  patients  receiving  oral  contracep- 
tives : nausea,  vomiting,  gastrointes 
tinal  symptoms,  breakthrough 
bleeding,  spotting,  change  in 
menstrual  flow,  amenorrhea,  edema 
chloasma  or  melasma,  breast  chang 
(tenderness,  enlargement  and 
secretion),  change  in  weight  (increai 
or  decrease),  changes  in  cervical 
erosion  and  cervical  secretions, 
suppression  of  lactation  when  given 
immediately  postpartum,  cholestati 
jaundice,  migraine,  rash  (allergic), 
rise  in  blood  pressure  in  susceptible 
individuals,  mental  depression. 
Although  the  following  side  effects, 
have  been  reported  in  users  of  oral 
contraceptives,  no  cause  and  effect 
relationship  has  been  established: 
anovulation  posttreatment,  premen 
struallike  syndrome,  changes  in 
libido,  changes  in  appetite,  cystitis- 
like syndrome,  headache,  nervous- 
ness, dizziness,  fatigue,  backache, 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema 
nodosum,  hemorrhagic  eruption,  an 
itching.  The  following  occurrences 
have  been  observed  in  users  of  oral 
contraceptives  (a  cause  and  effect 
relationship  has  neither  been  estab- 
lished nor  disproved) : thrombo- 
phlebitis, pulmonary  embolism, 
neuroocular  lesions. 

The  following  laboratory  tests  may 
be  altered  by  the  use  of  oral  contra- 
ceptives; increased  sulfobromo- 
ph  thalein  and  other  hepatic  functioi 
tests,  coagulation  tests  (increase  in 
prothrombin,  factors  VII,  VIII,  IX 
and  X),  thyroid  function  (increase  ir 
FBI  and  butanol  extractable  protein- 
bound  iodine  and  decrease  in  T* 
values),  metyrapone  test,  preg- 
nanediol  determination. 


norethindrone  — an  original  steroid  from 

SYNTEXS 

LABORATORIES  INC., PALO  ALTO.  CALIF. 


Here's  why 

Norinyl-1  makes 
medical  sense. 


The  ieffectiveness  of  Norinyl-1  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  offer  additional  pro- 
tective mechanisms.. . (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Untreated  Patient  Norinyl-1  Patient 


Cervical  mucus  at  midcycle  is  usually  thin  and  watery,  with  Cervical  mucus  at  midcycle  is  scanty,  viscous— with  Spinn- 


new  low  dose  of  time-proved  ingredients 
established  norethindrone/mestranol  ratio 
lower  patient  cost 


(norethindronelmg.c  mestranol  0.05mg.) 


Spinnbarkeit  (stretchability)  of  15  to  20  cm. 


Endometrium  of  untreated  patient  is  receptive  to  the  fertil- 
ized ovum  during  secretory  phase. 


Norethindrone  in  Nofinyl-1  accelerates  secretory  phase,  sup 
presses  glandular  and  vascular  development.  ■ 


In  Arizona... 

These  Syntex  men  serve  the  physician 


Jerry  Aslanian 
Phoenix,  Arizona 
955-4215 


Joseph  Hill 
Scottsdale,  Arizona 
946-1305 


Donald  Osborne 
San  Diego,  California 
296-2685 


Robert  Palmer 
Tucson,  Arizona 
325-6655 


SYNTEX  E 
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Board  Of  Family  Practice? 


From  the  Board  of  Directors  of  the  Arizona 
Academy  of  General  Practice,  in  a response  to 
a motion  made  in  a meeting  held  July  30,  1967, 
comes  a letter  requesting  consideration  for  re- 
producing an  article  appearing  in  the  March/ 
April  edition  of  CALIFORNIA  GP. 

This  same  group  recognizes  the  possibility  of 
controversy  arising  should  the  article  be  publish- 
ed, and  further  recognizes,  and  so  states,  that 
controversy  may  result  in  a better  understanding. 

The  title  of  the  article  is  “More  and  Better 
GP’s  — Fewer  and  Better  Surgeons,”  and  being 
unsigned,  is  reproduced  as  a reprint  editorial  in 
this  issue  of  ARIZONA  MEDICINE  on  page 
1115. 

We  would  take  no  particular  stand  on  the 
article  itself,  but  reproduce  it  and  invite  special 
attention  to  the  editorial  comment  immediately 
following  the  article.  Portions  of  the  editorial 
comment  are  extracted  for  special  thought  and 
consideration.  They  are  as  follows; 

“To  feel  that  the  offering  of  a Board  Certifi- 
cate (Board  of  Family  Practice)  as  a means  of 
attracting  students  to  careers  in  so-called  family 
practice  is  grossly  overvaluing  the  importance 
of  certification.” 

“Medicine  is  becoming  more  complex  on  one 
hand  but  treatment  and  care  are  just  as  often 
more  simplified  and  effective.  In  many  cases  a 
general  practitioner  is  able  to  adecjuately  handle 
cases  today  that  were  specialty  cases  just  twenh 
years  ago.” 

An  inevitable  choice  is  again  presented.  ARI- 
ZONA MEDICINE  feels  that  no  problem  is 
insoluable  as  long  as  both  sides  are  adecpiateR- 
presented,  weiglied  and  evaluated  and  an  impar- 
tial, practical,  and  unemotional  conclusion  is 
reached. 

Roland  F.  Schoen,  M.D. 

Editor 
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^ ^George  wants  to  know  if  it’s  okay  to  take  his  cold 
medicine  now.  Doctor,  instead  of  seven  o’clock?” 


The  long-continued  action  of  Novahistine  LP 
should  help  you  both  get  a good  night's  sleep. 
Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  round-the-clock  relief  by  help- 
ing clear  congested  air  passages  for  freer  breathing. 
Novahistine  LP  also  helps  restore  normal  mucus 
secretion  and  ciliary  activity— normal  physiologic 
defenses  against  infection  of  the  respiratory  tract. 
Use  cautiously  in  individuals  with  severe  hyper- 
tension, diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that 
drowsiness  may  result.  Each  Novahistine  LP  tablet 
contains:  phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 

NOVAHISTINr  LP 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


Maybe  you  don’t  want 

your  patients  to  halve  Hygroton®chiorthaiidone 


Ilaybe  your  patients  complain: 

yhy  don’t  they  make  a tablet  I don’t  have  to  halve? 


Jase  see  brief  prescribing  summary  at  the  end  of  advertisement. 


Maybe  you  abandoned  Hygroton  chlorthalidone 
because  there  wasn’t  a convenient  half  strength 


atlons:  Hypertension  and  many  types  of 
la  involving  retention  of  salt  and  water. 

-aindications:  Hypersensitivity  and  most 
i of  severe  renal  or  hepatic  disease. 

ing:  With  the  administration  of  enteric- 
d potassium  supplements,  which  should 
ed  only  when  adequate  dietary  supple- 
ation  is  not  practical,  the  possibility  of 
bowel  lesions  (obstruction,  hemor- 
I,  and  perforation)  should  be  kept  in 
Surgery  for  these  lesions  has  fre- 
:ly  been  required  and  deaths  have  oc- 
d.  Discontinue  enteric-coated  potas- 
suppiements  immediately  if  abdominal 
distention,  nausea,  vomiting,  or  gastro- 
inal  bleeding  occur. 

/ith  caution  in  pregnant  patients,  since 
•ug  may  cross  the  placental  barrier  and 
se  reactions  which  may  occur  in  the 
(thrombocytopenia,  hyperbilirubinemia, 
id  carbohydrate  metabolism,  etc.)  are 
tial  problems  in  the  newborn. 

lUtions:  Antihypertensive  therapy  with 
iton  should  always  be  initiated  cau- 
y in  postsympathectomy  patients  and 
ients  receiving  ganglionic  blocking 
s or  other  potent  antihypertensive  drugs, 
•are.  Reduce  dosage  of  concomitant 
'pertensive  agents  by  at  least  one-half, 
turates,  narcotics  or  alcohol  may  po- 
te  hypotension.  Because  of  the  possi- 
of  progression  of  renal  damage,  peri- 
letermination  of  the  BUN  is  indicated, 
ntinue  if  the  BUN  rises  or  liver  dysfunc- 
> aggravated.  Hepatic  coma  may  be 
)itated. 

olyfe  imbalance,  sodium  and/or  potas- 
Jepletion  may  occur.  If  potassium  deple- 
hould  occur  during  therapy,  Hygroton 
J be  discontinued  and  potassium  sup- 
mts  given,  provided  the  patient  does 
ive  marked  oliguria. 

special  care  in  cirrhosis  or  severe 
Tiic  heart  disease  and  in  patients  re- 
g corticosteroids,  ACTH,  or  digitalis, 
sstriction  is  not  recommended. 

se  Reactions:  Nausea,  gastric  irritation, 
ng,  anorexia,  constipation  and  cramp- 
izziness,  weakness,  restlessness,  hy- 
'cemia,  hyperuricemia,  headache,  mus- 
amps,  orthostatic  hypotension,  aplastic 
a,  leukopenia,  thrombocytopenia, 
ulocytosis,  impotence,  dysuria,  transient 
a,  skin  rashes,  urticaria,  purpura,  nec- 
ig  angiitis,  acute  gout,  and  pancreatitis 
epigastric  pain  or  unexplained  G.l. 
oms  develop  after  prolonged  adminis- 
1.  Other  reactions  reported  with  this 
of  compounds  include:  jaundice,  xan- 
a,  paresthesia,  and  photosensitization. 

ge  Dosage:  One  tablet  with  breakfast 
)r  every  other  day. 

bility:  White,  single-scored  tablets  of 
|.  and  aqua  tablets  of  50  mg.,  in  bot- 
100  and  1000.  (B)46-230-D 

II  details,  please  see  the  complete 
Ibing  information. 


Pharmaceuticals 
on  of 

Chemical  Corporation 
hy.  New  York 


Here’s  the  Hygroton 
they  don’t 
have  to  halve 


New  Hygroton  50  ng. 
from  Geigy 


to  go  with 

the  Hygroton  100  mg. 
you  know 


HY.5406 


a;t  the  site  of  infe 
(where  it  counts) 


riCtifK- 


Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food^** 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations. Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone. 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 
staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 


attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 

Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Now  available: 

New!  Ready-mixed  Ilosone  Liquid  125! 
(Contains  erythromycin  estolate  equiva- 
lent to  125  mg.  erythromycin  base  per 
5-cc.  teaspoonful.) 


Ilosone* 


/1(;4 


Erythromycin  Estolate 


( See  next  page  for  prescribing  information.) 
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Ilosone/the  most  active  oral  form  of  erythromycin 


Description:  Ilosone  is  the  most  active  form  of 
oral  erythromycin  that  has  been  developed.  Be- 
cause it  is  stable  in  acid,  well  absorbed,  and 
excreted  in  lesser  amounts  in  the  bile,  it  pro- 
vides faster,  higher,  and  longer-lasting  levels  of 
antibacterial  activity  (ABA)  in  the  serum,  even 
when  taken  with  food,  than  do  comparable  doses 
of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections 
caused  by  micro-organisms  sensitive  to  its  ac- 
tion—especially  staphylococci,  hemolytic  strep- 
tococci, and  pneumococci. 

It  has  been  effective  in  streptococcus  infec- 
tions, particularly  acute  bacterial  pharyngitis 
and  tonsillitis;  staphylococcus  disease,  includ- 
ing soft-tissue  infections,  furunculosis,  ab- 
scesses, cellulitis,  carbuncles,  and  wound 
infections ; pneumococcus  pneumonia  and  acute 
bronchitis  with  pneumococci  on  culture,  bron- 
chopneumonia, and  otitis  media. 

In  serious  staphylococcus  infections,  eryth- 
romycin preparations  should  be  used  only  in 
combination  therapy  with  other  antimicrobial 
agents;  surgical  procedures  should  be  per- 
formed when  indicated,  and  large  doses  of  the 
antimicrobial  agents  should  be  employed. 

Penicillin  is  the  drug  of  choice  for  syphilis  and 
gonorrhea,  but  Ilosone  in  multiple  500-mg.  doses 
has  been  useful  in  patients  with  a history  of 
penicillin  allergy.  Also,  other  infections  due  to 
susceptible  bacteria  in  patients  hypersensitive 
to  penicillin  or  other  antibiotics  may  be  con- 
sidered for  treatment  with  Ilosone. 

Contraindications : Known  history  of  sensitiv- 
ity to  this  drug;  preexisting  liver  disease  or 
dysfunction. 

Adverse  Reactions:  Hepatic  dysfunction  with 
or  without  clinical  jaundice  has  been  reported 
infrequently.  Changes  in  liver  function  tests 
indicative  of  intrahepatic  cholestasis  appear  to 
be  the  result  of  individual  idiosyncrasy.  Find- 
ings subsided  when  treatment  was  discontinued. 
Occasionally,  symptoms  simulated  extrahepatic 
obstructive  jaundice  or  the  colic  of  biliary  tract 
disease. 

When  jaundice  appeared  to  be  related  to  use 
of  the  drug,  laboratory  findings  were  character- 
ized by  increased  direct-reacting  bilirubin,  ele- 
vated alkaline  phosphatase  levels,  negative  or 
weakly  positive  cephalin  flocculation  and  thymol 
turbidity  tests,  elevated  serum  glutamic  oxala- 


cetic  transaminase  levels,  peripheral  eosino- 
philia,  and  normal  cholecystograms. 

Gastro-intestinal  disturbances  not  associated 
with  hepatic  effects  and  occasional  allergic 
manifestations  (urticaria,  skin  eruptions,  and, 
rarely,  anaphylaxis)  have  been  reported.  The 
normal  intestinal  gram-negative  bacterial  flora 
is  not  appreciably  altered  by  erythromycin 
drugs. 

Administration  and  Dosage:  Ilosone  is  admin- 
istered orally. 

Infants  and  children  under  twenty-five 
pounds,  5 mg.  per  pound  every  six  hours; 
twenty-five  to  fifty  pounds,  125  mg.  every  six 
hours.  Adults  and  children  over  fifty  pounds, 
250  mg.  every  six  hours. 

For  severe  infections,  double  the  dosage. 
When  larger  doses  are  indicated,  consider  par- 
enteral erythromycin  therapy.  In  beta-hemolytic 
streptococcus  infections,  maintain  treatment 
for  ten  days  to  prevent  rheumatic  fever  or 
glomerulonephritis. 

In  syphilis,  a total  of  20  to  30  Gm.  is  admin- 
istered. in  divided  doses  for  ten  to  fifteen  days. 
Close  follow-up  is  necessary  since  erythromycin 
drugs  have  not  had  adequate  evaluation  in  all 
stages  of  syphilis.  Examination  of  spinal  fluid 
is  recommended  during  follow-up. 

In  gonorrhea,  the  dosage  is  500  mg.  four 
times  a day  for  four  days.  Patients  with  a sus- 
pected lesion  of  syphilis  should  have  a dark-field 
examination  before  receiving  antibiotics  and 
monthly  serologic  tests  for  three  months.  For 
detailed  information,  consult  the  package 
literature. 

How  Supplied:  Pulvules®  Ilosone,  Capsules, 
N.F.,  125  mg.*  and  250  mg.* 

Ilosone  Liquid  125,  Oral  Suspension,  U.S.P., 
125  mg.*  per  5-cc.  teaspoonful. 

Ilosone,  125,  for  Oral  Suspension,  N.E,  125 
mg.*  per  5-cc.  teaspoonful. 

Ilosone  Drops,  5 mg.*  per  drop. 

Tablets  Ilosone  Chewable,  N.E,  125  mg.* 

*Base  equivalent.  [080967] 

References:  1.  Griffith,  R.  S..  and  Black.  H.  R. : Am.  J.  M.  Sc., 
2^7.69,  1964.  2.  Griffith,  R.  S.,  and  Black,  H.  R. : Antibiotics  & 
Chemother.,  I2;398,  1962.  3.  Hirsch,  H.  A.,  Pryles,  C.  V..  and 
Finland,  M.:  Am.  J.  M.  Sc..  2S9.198,  1960. 

Additional  information  available  to 
physicians  upon  request.  Eli  Lilly  and 
Company , Indianapolis,  Indiana 
16206. 
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Arizona  Medicine 


If  you  could  put 
lareyton’s  charcoal  filter 
on  your  cigarette, 
you’d  have 
a better  cigarette. 


Of  course  we  can’t  guarantee  it’ll  smoke  as  smooth  as  aTareyton. 


NewTareyton  100’s  with  the  charcoal  filter. 
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SOCIEDAD  MEDICA  DE  ESTADO  UNIDOS  DE  NORTE  AMERICA  Y MEXICO 

President.— Alfonso  Topete  Duran,  M.D.,  Professor  of  Surgery Edificio  Profesional,  Guadalajara,  Jalisco,  Mexico 

President-Elect— James  Nauman,  M.D 1603  N.  Tucson  Blvd.,  Tucson,  Arizona 

Vice  President— Eduardo  Gonzalez  Murguia,  M.D Prisciliano  Sanchez— 1081  Guadalajara,  Jalisco,  Mexico 

Secretary  for  the  United  States— Robert  A.  Witzeman,  M.D 222  West  Osborn  Road,  Phoenix,  Arizona  85018 

Secretary  for  Mexico— Felix  Michel  Alatorre,  M.D Munguia— 316,  Guadalajara,  Jalisco,  Mexico 

Treasurer  for  the  United  States— Lucy  A.  Vemetti,  M.D 333  West  Thomas  Road,  Phoenix,  Arizona  85013 

Treasurer  for  Mexico— Jorge  E.  Riggen  Davila,  M.D Parroguia  138,  Guadalajara,  Jalisco,  Mexico 

Exec.  Secretary  for  the  United  States— Mrs.  Virginia  E.  Bryant...  333  West  Thomas  Road  if-207,  Phoenix,  Arizona  85013 
Executive  Secretary  for  Mexico— Mr.  Alfredo  Patron  Venus  if 51  Sur,  Mazatlan,  Sinaola,  Mexico 


COMMITTEES  1967-68 

NOTE:  The  President,  President-elect  and  Secretary  are  ex-officio 
members  of  all  Committees  unless  otherwise  specified. 

ARTICLES  OF  INCORPORATION  & BY-LAWS  COMMITTEE: 
Charles  E.  Henderson,  M.D.,  Chairman  (Phoenix) 

BENEVOLENT  AND  LOAN  FUND  COMMITTEE:  Daniel  T. 
Cloud,  M.D.,  Chairman  (Phoenix) 

CENTRAL  OFFICE  ADVISORY  COMMITTEE;  John  P.  Heile- 
man, M.D.,  Chairman  (Phoenix) 

GOVERNMENTAL  SERVICES  COMMITTEE:  WilUam  B.  Steen, 
M.D.,  Chairman  (Tucson) 

GRIEVANCE  COMMITTEE;  Paul  B.  Jarrett,  M.D.,  Chairman 
(Phoenix) 

HISTORY  AND  OBITUARIES  COMMITTEE:  Roland  F.  Schoen, 
M.D.,  Chairman  (Casa  Grande) 

INDUSTRIAL  RELATIONS  COMMITTEE:  Thomas  H.  Taber, 
Jr.,  M.D.,  Chairman  (Phoenix) 

LEGISLATIVE  COMMITTEE:  Carlos  C.  Craig,  M.D.,  Chairman 
(Phoenix) 

MEDICAL  ECONOMICS  COMMITTEE:  Ian  M.  Chesser,  M.D., 
Chairman  (Tucson) 

PROCUREMENT  AND  ASSIGNMENT  COMMITTEE:  Joseph  M. 
Greer,  M.D.,  Chairman  (Phoenix) 

PROFESSIONAL  COMMITTEE:  William  G.  Payne,  M.D.,  Chair- 
man (Tempe) 

PUBLIC  RELATIONS  COMMITTEE:  Richard  O.  Flynn,  M.D., 
Chairman  (Tempe): 

PUBLISHING  GOMMITTEE:  Roland  F.  Schoen,  M.D.,  Chair- 
man (Casa  Grande). 

SCIENTIFIC  ASSEMBLY  COMMITTEE:  Reginald  J.  M.  Zeluff, 
M.D.,  Chairman  (Phoenix) 


COUNTY  MEDICAL  SOCIETY  OFFICERS  1967-68 

APACHE:  Herman  A.  Kling,  M.D.,  President,  Box  359,  Springer- 
ville;  A.  Burgess  Vial,  M.D.,  Secretary,  Box  390,  Springer- 
ville. 

COCHISE:  Kenneth  A.  Dregseth,  M.D.,  President,  444  Taylor 
Drive,  Sierra  Vista;  Joseph  Stickler,  M.D.,  Secretary,  Box 
1181,  Bisbee. 

COCONINO:  R.  T.  McDonald,  M.D.,  President,  713  N.  Beaver 
Street,  Flagstaff;  Gerald  T.  McMahon,  M.D.,  Secretary, 
1355  N.  Beaver  Street,  Flagstaff. 

GILA;  Whitney  R.  White,  M.D.,  President,  Drawer  M,  Miami; 
David  B.  Gilbert,  M.D.,  Secretary,  Physicians  & Surgeons 
Clinic,  Payson. 


GRAHAM:  Frederick  W.  Knight,  M.D.,  President,  618  Central 
Avenue,  Safford;  Jack  L.  Bennett,  M.D.,  Secretary,  618  Cen- 
tral Avenue.  Safford. 

GREENLEE:  Robert  V.  Horan,  M.D.,  President,  Morenci  Hos- 
pital, Morenci;  James  W.  Gilbert,  M.D.,  Secretary,  P.  O. 
Box  1537,  Glifton. 

MARICOPA:  John  A.  Ash,  M.D.,  President,  1835  W.  Missouri, 
Phoenix;  Donald  F.  Schaller,  M.D.,  Secretary,  555  W.  Cat- 
lina  Drive,  Phoenix. 

(Society  Address:  2025  North  Central  Avenue,  Phoenix) 
MOHAVE;  John  G.  Lingenfelter,  M.D.,  President,  809  East  Beale 
Street,  Kingman;  John  J.  Standifer,  M.D.,  Secretary,  412 
East  Oak  Street,  Kingman. 

NAVAJO:  Harry  S.  Beckwith,  M.D.,  President,  East  2nd  & 
Golorado  Avenue,  Winslow;  William  R.  Engvall,  M.D.,  Sec- 
retary, 1500  Williamson  Avenue,  Winslow. 

PIMA:  James  E.  Brady,  Jr.,  M.D.,  President,  Craycroft  Medical 
Center,  Suite  406,  Tucson;  Seymour  I.  Shapiro,  M.D.,  Secre- 
tary, Bldg.  24,  Med.  Square,  1601  N.  Tucson  Blvd.,  Tucson. 
(Society  Address:  2555  East  Adams  Street,  Tucson) 

PINAL:  William  J.  Clemans  HI,  President,  1616  Main  Street, 
Florence;  Robert  L.  Hyde,  M.D.,  Secretary,  1616  Main 
Street,  Florence. 

SANTA  CRUZ:  Delmar  R.  Mock,  M.D.,  President,  309-11  Du- 
quesne  Avenue,  Patagonia;  Charles  S.  Smith,  M.D.,  Secre- 
tary, Gebler  Building,  Nogales. 

YAVAPAI:  E.  Charles  Bill,  M.D.,  President,  Marcus  J.  Lawrence 
Hospital,  Cottonwood;  William  R.  Shepard,  M.D.,  Secre- 
tary, 1003  Division  Street,  Prescott. 

YUMA:  Harold  N.  Gordon,  M.D.,  President.  1832  8th  Avenue. 
Yuma;  Chauncey  D.  Buster,  M.D.,  Secretary,  2540  4th 
Avenue,  Yuma. 

WOMAN’S  AUXILIARY  TO  THE  ARIZONA  MEDICAL 
ASSOCIATION  - 1967-68 

President Mrs.  Elvie  B.  JoUey  (Mila) 

Box  919,  Bisbee,  Arizona 

President-Elect  Mrs.  Richard  P.  Timmons  (Evelyn) 

5302  N.  69th  Place,  Scottsdale,  Arizona 

1st  Vice  President  Mrs.  William  H.  Lyle  (Jill) 

2601  Walking  Horse  Lane,  Yuma,  Arizona 

2nd  Vice  President Mrs.  Robert  J.  Oliver  (Nicld) 

910  N.  Wilmot  Road,  Tucson,  Arizona 

Secretary  Mrs.  Frederick  W.  Jensen,  Jr.  (Alice) 

310  East  McLellan  Road,  Phoenix,  Arizona 

Treasurer Mrs.  James  L.  Parsons  (Carolyn) 

5251  E.  Hawthorne  Place,  Tucson,  Arizona 
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ArMA  REPORTS 


BENEVOLENT  AND  LOAN  FUND 
COMMITTEE 

Meeting  of  the  Benevolent  and  Loan  Fund  Committee 
of  The  Arizona  Medical  Association,  Inc.,  held  Sunday, 
August  20,  1967,  in  the  Central  Office  of  the  Association, 
Suite  201,  Safari  Building,  4601  North  Scottsdale  Road, 
Scottsdale,  Arizona,  convened  at  10:15  a.m.,  Daniel  T. 
Cloud,  M.D.,  Chainuan,  presiding. 

ROLL  CALL 

PRESENT:  Drs.  Cloud,  Daniel  T.,  Chairman;  Dudley, 
Jr.,  Arthur  V.,  President  Elect;  DnVal,  Merlin  K.;  Dyster- 
heft,  Arnold  H.,  President;  Ochsner,  Albert  J.  Staff  — 
Mr.  Carpenter,  Robert,  Executive  Secretary 

EXCUSED:  Drs.  Buffmire,  Donald  K.;  Heileman, 
John  P.,  Secretary;  Landeen,  Ered  H.,  Trea.surer. 

MINUTES 

Approved  minutes  of  the  meeting  of  the  Benevolent 
and  Loan  Fund  Committee  held  October  2,  1966,  as 
printed  and  circulated  among  the  members. 

MEDICAL  STUDENT  LOANS  GRANTED 

Reaffirmed  mail  vote  approval  of  the  following  medi- 
cal student  loans  to  residents  of  Arizona  between  the 


period  October  2,  1966,  to  date: 

Name  Amount 

Altfas,  Jules  R $1,500.00 

Ceorge  Washington  University,  7/14/67 

Fisher,  Charles  E 1,100.00 

University  of  S.  California,  2/  2/67 

Gibbs,  Stephen  D 1,500.00 

Creighton  University,  7/25/67 

Goyette,  Richer!  E 1,500.00 

Baylor  University,  7/14/67 

Hill,  McArthur  700.00 

University  of  Tennessee,  12/27/66 

Mobley,  David  F 1,500.00 

University  of  Tennessee,  8/11/67 

Murhpy,  III,  James  900.00 

University  of  Cal.,  Los  Angeles,  10/12/66 

Prebil,  Kenneth  J 1,500.00 

University  of  Tennessee,  3/10/67 

Risser,  Christian  1,500.00 

University  of  Tennessee,  5/19/67 

Severance,  James  M 1,000.00 

University  of  Colorado,  12/  2/66 

Udall,  Jr.,  John  N 1,500.00 

Temple  University,  10/12/66 

Warden,  Glenn  D 1,500.00 

University  of  Utah,  6/28/67 


FINANCIAL  REPORT 

VNB  Trust  Account  No.  120-03068  reflects  a cash 
balance  as  of  July  31,  1967,  of  $32,981.27.  Outstanding 
loan  balance  as  of  July  31,  1967,  of  $5,103.63. 

VNB  Trust  Account  No.  170-04714  reflects  a cash 
balance  as  of  July  31,  1967,  of  $11,311.01.  On  the 
basis  of  the  VNB  conversion  factor  of  12.5,  amount 
available  for  loans:  $141,387.62.  Loans  authorized  to 
July  31,  1967:  current  amount  outstandings  — $114,- 
436.01;  amount  authorized  but  not  disbursed:  $6,700.— 
00;  total  commitment:  $121,136.01.  Ma.ximum  available 
to  loan  as  of  July  31,  1967:  $20,251.61. 


On  the  basis  of  prior  authorization  of  the  Board  of 
Directors,  November  20,  1966,  “that  the  total  amount  of 
the  then  outstanding  student  loans  to  which  the  Associa- 
tion s guarantee  would  apply,  would  at  no  time  exceed 
seventy-five  irercent  (75%)  of  the  then  total  budget  (1967 
- $197,658.00),  plus  an  amount  as  determined  by  cur- 
rent accounting  sufficient  to  cover  the  transfer  of  loans 
from  the  old  Trust  to  the  new  Trust,”  such  maximum 
authorization,  as  of  1967,  would  he  $172,.576.40.  Taking 
into  account  the  sum  of  $121,136.01,  representing  loans 
authorized  to  July  31,  1967,  a total  sum  of  $51,440.39 
represents  the  maximum  authorized  to  loan  as  of  July 
31,  1967.  This  latter  sum  is,  of  course,  subject  to  avail- 
able funds.  It  was  pointed  out  that,  on  appropriate 
authority,  additional  sums  of  $1,000.00  each  were  trans- 
ferred from  the  Scholarship  Fund  to  VNB  Trust  No. 
170-04714,  December  8,  1966,  and  July  10,  1967.  For 
the  record,  the  following  loan  was  transferred  from  VNB 
Trust  No.  120-03068  to  No.  170-04714: 

Name  Date  Original  Loan 

Amount  of 

Rodriguez,  Gilbert  M.  4/  1/67  $1,500.00 

Funds  available  for  Scholarship  Grants,  as  of  July 
31,  1967,  total  $10,106.35.  Such  authorized  grants  are 
limited  to  $500.00  per  student  applicant. 

Charles  A.  Frazer,  M.D.,  on  January  3,  1967,  e.xe- 
cuted  a Payout  Note  in  the  total  sum  of  $7,713.60, 
combining  his  indebtedness  with  interest  providing  for 
120  installment  payments  of  $64.28  monthly  commenc- 
ing February  15,  1967.  Dr.  Frazer  has  been  called  to 
service  as  a Captain  in  the  Army  Medical  Corps.  Re- 
negotiation is  sought. 

BENEVOLENT  ACCOUNT 

For  the  record,  the  “Benevolent  Account”  as  of  Jan- 
uary 1,  1967,  reflects  a balance  on  hand  of  $6,644.05. 

MEDICAL  STUDENT  LOAN 
CANCELLATION 

J.  William  Fitz,  of  Tucson,  was  granted  a medical 
student  loan  on  August  11,  1966,  in  the  sum  of  $1,200.00. 
Under  date  of  October  6,  1966,  Mr.  Fitz  was  granted  a 
scholarship  in  the  sum  of  $500.00.  At  his  request,  the 
medical  student  loan  was  reduced  in  like  amount  to 
$700.00.  The  transaction  for  this  loan  has  not  been 
consummated  to  August  31,  1967;  therefore,  for  the 
record,  the  initial  loan  of  $1,200.00  is  reduced  to  $700.00 
and  the  latter  amount  cancelled. 

VNB  TRUST  NO.  170-04714 

For  the  record,  the  interest  rate  associate  with  VNB 
Trust  No.  170-04714  was  increased  from  6%  to  6/2% 
per  annum,  effective  October  3,  1966. 

Dr.  Cloud  reported  that  negotiations  have  been  con- 
cluded between  this  Association,  the  Valley  National 
Bank  and  tlie  American  Medical  Association  Education 
and  Research  Foundation,  realizing  the  transfer  of  the 
Arizona  Medical  Student  Loan  Program,  inchuling  all 
outstanding  indebtedness,  to  the  AMA-ERE.  'I’he  pro- 
gram providing  medical  student  loans  for  Arizona  resi- 
dents will  continue  under  agreement  between  AMA- 
ERF  and  the  Valley  National  Bank.  This  Association 
will  be  identified  with  the  continuing  program  witl\ 
the  right  of  prior  review  of  rejections  should  such  occur. 
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Tliis  total  accomplishment  has  been  realized  with  the 
full  cooperation  of  all  three  parties  concerned. 

MEDICAL  STUDENT  LOAN 
REPAYMENTS 

For  the  record,  the  following  medical  student  loans 
have  been  paid  in  full  with  interest  from  October  2, 


1966,  to  date: 

Amount  of 

Name 

Date 

Original  Loan 

Anderson,  Alfred  E. 

8/11/64 

$1,500.00 

Minson,  Ronald  B. 

9/  1/60 

1,500.00 

Schooler,  Richard  A. 

7/31/61 

1,500.00 

Schoor,  Jr.,  Wagner  J. 

3/  1/60 

1,000.00 

MEDICAL  STUDENT  LOAN 
APPLICATIONS 

It  was  determined  to  forward  to  AMA-ERF  for  its 
review  and  consideration  the  following  medical  student 
loan  applications  with  all  supporting  data  available:  (a) 
Gary  D.  Barham  (Sophomore),  University  of  Louisville— 
$1,500.00;  (b)  Kelley  Kaesler  (Junior),  University  of 
Tennessee— $-1,500.00;  (c)  Robert  W.  Lawrence  (Sopho- 
more), University  of  New  Mexico— $500.00;  (d)  Kennetli 
J.  Prebil  (Sophomore),  University  of  Tennessee— $1,500.- 
00;  (e)  Christian  F.  Risser  (Sophomore),  University  of 
Tennes.see— $1,500.00;  (f)  M.  Angela  Skelton  (Sopho- 
more), St.  Louis  University— $1,500.00;  (g)  Daniel  Lee 
Neel  (Freshman),  University  of  Utah— $1,500.00;  and 
(h)  John  Nicholas  Udall,  Jr.  (Junior),  Temple  Univer- 
sity-$l, 500.00. 

INTERN-RESIDENT  LOAN 
APPLICATIONS 

Harold  S.  Cypert,  M.D.,  of  Phoenix,  and  Theodore 
Daehler,  M.D.,  likewise  of  Phoenix,  each  currently  en- 
gaged in  a residency  training  program,  irreviously  ex- 
pressed interest  in  obtaining  a loan.  Each  was  advised 
that,  due  to  financial  limitations,  this  Association  found 
it  necessary  to  limit  medical  student  loans  at  that  time 
to  the  four  years  of  medical  school.  With  the  consolida- 
tion of  the  two  loan  programs  now  in  effect,  it  was 
authorized  that  each  of  these  applicants  be  so  informed, 
suggesting  application  direct  with  AMA-ERF. 

SCHOLARSHIP  APPLICATIONS 
FOR  REVIEW 

Following  review  of  applications  filed,  the  following 
scholarships  ($500.00  each)  were  awarded:  (a)  Jane  E. 
Berrier  (Scottsdale),  graduate  of  ASU,  to  attend  Wash- 
ington University;  (b)  Judy  Katlrleen  Munyon  (Phoenix), 
a graduate  of  ASU,  to  attend  the  University  of  Arizona; 
(c)  Michael  A.  Platt  (Tucson),  graduate  of  U of  A,  to  at- 
tend the  University  of  Arizona;  and  (d)  Lowell  W.  Rog- 
ers (Phoenix),  a graduate  of  the  U of  A,  to  attend  Johns 
Hopkins  University. 

The  case  of  Roy  W.  Buterbaugh  (Tempe),  graduate  of 
ASU,  who  attended  the  University  of  Colorado,  awarded 
a scholarship  October  2,  1966,  was  reviewed.  He  was 
dropped  from  tire  Freshman  class  because  of  his  failure 
to  meet  the  academic  requirements  for  the  first  se- 
mester. 

Richard  F.  Martin  (Phoenix),  graduate  of  NAU,  with- 
draws his  application  for  a scholarship.  While  he  planned 


to  attend  the  University  of  Arizona,  he  was  not  ac- 
cepted. He  appears  on  its  alternate  list.  He  plans  to  con- 
tinue study  at  the  U of  A to  obtain  his  Master’s  De- 
gree. He  hopes  to  be  acceptable  in  1968. 

Daniel  Lee  Neel  (Ajo),  graduate  of  ASU,  to  attend  the 
University  of  Utah,  recently  submitted  his  application 
for  a scholarship.  It  is  currently  being  processed.  Fol- 
lowing receipt  of  all  information  necessary,  it  was  de- 
termined to  review  this  application  with  supporting  data 
through  communication  and  mail  vote  of  each  member. 

AMA-ERF  CONTRIBUTION 

It  was  suggested  that  at  a later  date  the  Association 
may  wish  to  consider  an  annual  contribution  to  AMA- 
ERF. 

MEETING  ADJOURNED  AT  12:30  P.M. 

John  P.  Heileman,  M.D.,  Secretary 
By  Robert  Garpenter 
Executive  Secretary 


MEDICAL  ECONOMICS  COMMITTEE 

Meeting  of  the  Medical  Economics  Gommittee  of  The 
Arizona  Medical  Association,  Inc.,  held  Sunday,  August 
27,  1967,  in  the  Gentral  Office  of  this  Association,  Suite 
201,  Safari  Building,  4601  North  Scottsdale  Road,  Scotts- 
dale, Arizona,  convened  at  3:30  p.m.,  Ian  M.  Ghesser, 
M.D.,  Ghairman,  i^residing. 

ROLL  CALL 

PRESENT:  Drs.  Brown,  Harvey  G;  Ghesser,  Ian  M., 
Ghairman;  Dudley,  Jr.,  Arthur  V.,  President-Elect;  Drs. 
Dysterheft,  Arnold  H.,  President;  Hardenbrook,  Richard 
G.;  McDonald,  Richard  T.;  McGregor,  Jr.,  John  G.; 
Ricker,  John  H.  Staff  — Messrs.  Garpenter,  Robert,  Exe- 
cutive Secretary;  Robinson,  Bruce  E.,  Assistant  Executive 
Secretary.  Guests  — Drs.  Grouch,  Boyden  L.;  Price,  Er- 
nest H.;  McGarver,  Robert  R.;  Nau,  Jr.,  Garl  L.;  Esqui- 
vel, Raymundo  J.;  Sergent,  Warren  F. 

EXGUSED:  Drs.  Garreras,  Miguel  A.;  Heileman, 
John  P.,  Secretary;  Hoffman,  George  L;  Spencer, 
Steven  S. 

MINUTES 

Minutes  of  the  meeting  of  the  Medical  Economics 
Committee  held  February  24,  1967,  approved. 

Attention  was  directed  to  the  fact  that  Dr.  Richard 
G.  Hardenbrook,  present  at  the  meeting  of  the  Medical 
Economics  Committee  held  December  3,  1966,  was 
inadvertently  e.xcluded  from  the  Roll  Call.  It  was  direct- 
ed that  he  be  recorded  as  present  at  that  meeting. 

INDUSTRIAL  COMMISSION  OF  ARIZONA 

Dr.  Chesser  hriefed  the  assembly  as  to  the  status 
of  negotiations  with  the  Industrial  Commission  of  Ari- 
zona relating  to  fees.  With  the  adoption  of  Resolution 
No.  11  by  the  House  of  Delegates  of  this  Association  in 
1965,  this  organization  or  any  of  its  committees  or  of- 
ficers were  prevented  from  negotiating  with  municipal, 
federal  or  state  agencies  on  any  basis  other  than  the 
usual,  customary  and  reasonable  fee  concept. 

It  then  became  necessary  to  first  negotiate  with  the 
Federal  Government,  through  its  Office  of  Civilian 
Health  and  Military  Personnel  of  the  United  States 
referred  to  as  OCHAMPUS  (formerly  Office  of  De- 
pendents’ Medical  Care),  now  covering  the  retired  mili- 
tary personnel  and  their  dependents  as  well  as  depend- 
ents of  active  military  personnel,  on  the  basis  of  the 
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UCR  concept.  This  was  accomplished  with  some  varia- 
tions inasmuch  as  the  Federal  Government  required  at 
that  time  a ceiling  schedule  which  was  used  for  screen- 
ing puiposes.  Physicians  now  bill  on  the  basis  of  their 
UCR  charges,  and  claims  are  screened  in  Denver,  Colo- 
rado, or  by  the  Professional  Committee  of  Blue  Shield, 
the  latter  being  the  Fiscal  Administrator  for  the  Govern- 
ment. 

Ihe  Mouse  of  Delegates  in  1966,  realizing  that  the 
Industrial  Commission  Fee  Schedule  then  in  effect  would 
be  open  for  negotiation  on  the  first  of  July  of  1967, 
recommended  to  this  Committee,  through  the  Board  of 
Directors,  that  it  negotiate  likewise  on  the  basis  of  the 
UCR  concept.  Realizing  that  the  Industrial  Commission 
was  not  capable  of  negotiating  on  this  basis  (the  law 
specifying  a fee  schedule),  nevertheless,  this  organization, 
by  letter,  communicated  with  the  ICA,  requesting  the 
opening  of  negotiations  to  realize  the  directive  of  its 
House.  Commissioner  Frank  G.  Murphy,  Chairman  of 
ICA,  responded,  citing  the  statutory  fee  schedule  re- 
quirement. The  then  existing  fee  schedule  followed  the 
1964  California  Relative  Value  Study,  applying  a factor 
of  4.5.  A factor  of  6 is  about  as  close  as  possible  to 
achieve  the  UCR  concept.  ICA,  keenly  aware  that  the 
adoption  of  a conversion  factor  of  6 would  represent  a 
33ys%  increase  in  fees  over  a three-year  period,  requested 
the  Association  to  submit  statistical  data  and  other  rel- 
evant information  in  support  of  such  increase.  It  is  not 
intended  to  negotiate  on  a three-year  basis.  Effort  was 
pursued  to  acquire  the  necessary  statistical  data,  and  a 
number  of  meetings  have  been  held  during  which  the 
matter  of  ho.spital-based  radiologists  was  also  discussed, 
pointing  out  the  inequities  in  payment  or  non-payment 
of  radiologists  for  fees  covering  inpatient  industrial 
patients.  This  latter  i^roblem  has  yet'  to  be  resolved. 
The  position  of  the  anesthesiologists  was  then  discussed 
and,  of  course,  the  Association  is  aware  of  its  recent 
action  serving  notice  on  ICA  that  only  emergency  cases 
will  be  considered  following  a given  date.  ICA  has  had 
other  internal  difficulties,  and  further  meetings  have 
been  deferred  pending  the  outcome  of  deliberations  of 
the  Medical  Economics  Committee  in  meeting  today. 
With  regard  to  the  investigation  of  the  ICA  currently 
being  pursued,  this  Association  has  offered  assistance. 
In  correspondence  with  the  Medical  Director  of  ICA, 
he  advised  that  the  investigation  is  not  complete  and 
may  not  be  for  some  time.  Eurther,  until  some  report 
is  made  by  the  Investigating  Committee  to  the  Gov- 
ernor, and  made  a matter  of  public  record,  he  felt 
that  it  might  be  inappropriate  for  the  medical  profession 
to  pursue  the  matter  of  a fee  schedule  at  the  present 
time.  This  does  not  inqily,  however,  that  the  Commis- 
sion does  not  or  will  not  be  amenable  to  the  sugges- 
tion of  a new  fee  schedule  on  the  basis  of  the  UCR  fee 
concept.  It  appears  that  within  the  past  two  weeks  the 
Medical  Director  now  feels  that  negotiations  should  be 
pursued. 

Dr.  Dysterheft,  having  recently  returned  from  a meet- 
ing in  Chicago,  Illinois,  stated  that  tliere  is  ample  evi- 
dence throughout  the  country  that  our  course  is  right; 
that  unilateral  action  is  unwise;  and  that  we  should 
pursue  negotiations  on  the  Association  level. 


Considerable  discussion  ensued.  It  was  pointed  out 
that  the  medical  profession  is  not  asking  for  an  increase 
in  fees.  It  is  insisting  that  it  be  paid  the  usual,  custom- 
ary and  reasonable  fee  charged  its  patients  and  tliose 
under  other  similar  programs.  A doctor  should  not  be 
required  to  justify  to  the  Commission  his  charges  or 
to  anyone  else  excepting  his  patient  and  his  own  con- 
science. In  further  discussing  the  UCR  concept,  it  was 
pointed  out  that  a factor  of  6 across  the  board  may  not 
reflect  the  usual,  customary  and  reasonable  fee  of  all 
sections  of  medicine  and  it  may  well  be  to  achieve  the 
UCR  concept  it  might  require  the  establishment  of  a 
separate  factor  for  each  section. 

It  was  concluded  that  negotiations  with  the  Indus- 
trial Commission  of  Arizona  be  continued  to  the  end 
that  the  UCR  fee  concept  be  adhered  to,  establishing 
an  appropriate  factor  or  sectional  factors  as  may  be  in- 
dicated, said  negotiations  to  be  actively  pursued  to 
realize  a satisfactory  settlement  at  the  earliest  possible 
time. 

MEETING  ADJOURNED  AT  5:15  P.M. 

John  P.  Heileman,  M.D. 

Secretary 

By  Robert  Carpenter 

Executive  Secretary 


SCIENTIFIC  ASSEMBLY  COMMITTEE 

Meeting  of  the  Scientific  Assembly  Committee  of  The 
Arizona  Medical  Association,  Inc.,  held  Saturday,  Sep- 
tember 9,  1967,  in  the  Lanai  Room  of  the  Safari  Hotel, 
4611  North  Scottsdale  Road,  Scottsdale,  Arizona,  con- 
vened for  dinner  at  6:05  P.M.,  Reginald  J.  M.  Zeluff, 
M.D.,  Chairman,  presiding. 

ROLL  CALL 

PRESENT:  Drs.  Currin,  John  E.;  Dudley,  Jr.,  Arthur 
V.,  President-Elect;  Dysterheft,  Arnold  H.,  President; 
Gordon,  Allan  L.;  Gregory,  T.  Richard;  Grossman,  Ray- 
mond; Heileman,  John  P.,  Secretary;  Kent,  Jr.,  George 
B.;  Nelson,  Arthur  R.;  Nichols,  Paul  J.,  Assistant  Chair- 
man; Phillips,  Melvin  W.;  Zeluff,  R.  J.  M.,  Chairman. 
Guests— Drs.  Manning,  Phil  R.,  Associate  Dean  of  Post- 
graduate Medical  Education,  University  of  Southern  Cal- 
ifornia School  of  Medicine,  Los  Angeles;  Landeen,  Fred 
H.,  Treasurer,  ArMA;  Mr.  Miller,  Raymond  PI.,  Field 
Service  Representative,  AMA.  Staff— Messrs.  Boykin,  Paul 
R.,  Convention  Manager;  Carpenter,  Robert,  Executive 
Secretary;  Robinson,  Bruce  E.,  Assistant  Executive  Sec- 
retary. 

EXCUSED:  Drs.  Ben-Asher,  M.  David;  Bregman, 
Edward  IP;  Bright,  Daniel;  Carlson,  John  S.;  Flynn, 
Richard  O.,  Vice  President;  McDonald,  Richard  T.; 
Martin,  Richard  J.;  Aloody,  Deward  C.;  Sattenspicl, 
Edward;  Saylor,  Blair  W. 

MINUTES 

The  minutes  of  the  meeting  of  the  Scientific  Assem- 
bly Committee  held  June  17,  1967,  were  appro\'cd  as 
printed  and  circulated  among  the  members  by  motion 
regularly  made  and  carried. 

BOARD  OF  DIRECTORS  ACTIONS  — 
July  9.  1967 

Review  of  Annual  Meeting  P’acilities  for  1969  and  1970 
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The  Committee  received  reports  from  the  Chairman, 
Dr.  Zeluff,  and  the  staff  relative  to  meeting  facilities 
in  the  Phoenix  area  for  future  meetings  of  ArMA.  These 
reports  concerned  the  facilities  of  the  Ramada  Inn,  the 
Westward  Ho  Hotel,  the  TowneHouse,  the  Safari  Hotel, 
the  Camelback  Inn,  the  Biltmore  Hotel  and  the  Mountain 
Shadows  Resort. 

The  Committee,  by  motion  regularly  made  and  car- 
ried, recommended  that  the  1969  Annual  Meeting  of  the 
Arizona  Medical  Association  be  held  in  the  Safari  Hotel, 
Scottsdale. 

Policy  Change— Specialty  Societies  Use  of  Guest  Speakers 

The  Committee  expressed  appreciation  for  the  action 
of  the  Board  of  Directors  in  permitting  specialty  soci- 
eties use  of  guest  orators  without  fee  wherein  all  partici- 
pants are  registered  for  the  general  meeting. 

ArMPAC  Dinner— Other  Meeting  Restrictions 

The  Committee,  by  motion  regularly  made  and  car- 
ried, adopted  the  Board’s  directive  that  Thursday  evening 
be  limited  to  the  ArMPAC  dinner  affair. 

Schedule  of  Social  Affairs 

The  Committee  reviewed  at  length  the  suggestions 
of  the  Board  of  Directors  relative  to  scheduling  of 
social  affairs  and  determined  to  recommend  the  fol- 
lowing: 

Wednesday  evening,  April  24,  1968— Steak  Fry  and 
Reception 

Thursday  evening,  April  25,  1968— ArMPAC  Dinner 

Friday  evening,  April  26,  1968— President’s  Reception 
and  Banquet 

Following  further  lengthy  discussion  and  by  motion 
regularly  made  and  carried,  the  Committee  recommend- 
ed that  the  registration  fee  for  the  1968  Annual  Meeting 
be  placed  at  $15.00,  to  include  two  tickets  to  the  Steak 
Fry  and  one  breakfast  panel  discussion;  and  that  the 
President’s  Banquet  receive  special  attention  as  to  pub- 
licity, the  fee  for  attendance  to  be  determined  later 
but  in  the  area  of  $20.00  per  couple  as  may  cover  the 
cost  of  food  and  appropriate  entertainment. 

Uniformed  Guard 

The  Committee,  by  motion  regularly  made  and  car- 
ried, recommends  that  the  Board  of  Directors  recon- 
sider its  actions  of  July  9,  1967,  permitting  a uniformed 
guard  assuring  that  all  in  attendance  at  the  1968  Annual 
Meeting  are  duly  registered  and  authorized  to  attend. 
Press  Relations— Publicity 

Having  information  that  the  Public  Relations  Com- 
mittee of  ArMA  had  conducted  a poll  of  its  members, 
voting  nine  to  five  in  favor  of  employment  of  a public 
relations  firm  to  conduct  the  publicity  and  press  rela- 
tions for  the  1968  Annual  Meeting,  on  motion  regularly 
made  and  carried  the  Committee  voted  six  to  three  in 
favor  of  supporting  the  recommendations  of  the  Public 
Relations  Committee. 

SCIENTIFIC  PROGRAM 

The  Chairman  introduced  Phil  R.  Manning,  M.D., 
Associate  Dean  of  Postgraduate  Medical  Education,  Uni- 
versity of  Southern  California  School  of  Medicine,  Los 
Angeles,  who,  together  with  the  Committee,  held  lengthy 
discussion  in  the  area  of  the  Scientific  Program,  many 


valid  and  worthwhile  suggestions  being  obtained  for 
development. 

The  Committee  directed  its  Chairman,  Dr.  Zeluff, 
in  cooperation  with  Dr.  Manning  to  prepare  their  recom- 
mendations for  subjects  of  presentation  and  faculty  for 
future  review  and  approval. 

HOSTING  OF  GUEST  SPEAKERS 

The  Committee  determined  to  await  finalization  of 
the  program  to  direct  assignments  for  hosting  guest 
speakers  but  did  reiterate  its  desire  to  use,  where  pos- 
sible, the  Newcomers  for  this  purpose. 


SPORTS  PROGRAMS 

The  report  of  the  survey  of  the  membership  regarding 
sports  activities  was  reviewed  indicating  the  following: 


Doctors 

Wives 

Preference 

Activity 

Preference 

9 

Bowling 

10 

8 

Bridge 

16 

29 

Golf 

13 

18 

Tennis 

11 

By  motion  regularly  made  and  carried,  the  Committee 
recommended  that  the  Woman’s  Auxiliary  be  requested 
to  arrange  for  bridge  games  for  those  desiring  to  play, 
without  financial  support;  that  Dr.  Dale  H.  Stannard, 
Chairman,  Golf  Committee,  arrange  for  the  Aimual  Golf 
Tournament,  with  $100.00  appropriated  for  prizes;  and 
that  Dr.  and  Mrs.  Paul  J.  (Jim)  Nichols  arrange  for 
tennis,  with  $25.00  appropriated  for  prizes. 

ANNUAL  MEETING  PROGRAM 

Considerable  discussion  was  held  on  the  Scientific 
Program  for  the  Annual  Meeting,  the  schedule  to  be 
determined  upon  by  the  Chairman  and  Dr.  Manning. 

FINANCES 

Contributions  for  Scientific  Program 
Pfizer  Laboratories,  Inc. 

Dr.  Zeluff  reported  that  Pfizer  Laboratories  have 
offered  to  financially  support  the  Annual  Meeting  by 
underwriting  the  expenses  of  a guest  orator,  which  was 
heartily  endorsed  by  the  Committee. 

Physicians  and  Surgeons  Underwriters 

The  Committee  was  informed  that  the  Physicians  and 
Surgeons  Underwriters  Corporation  of  Minneapolis  had 
offered  to  underwrite  the  expenses  of  a selected  mal- 
practice panel  participant,  should  the  same  be  included 
in  the  program. 

It  was  determined  to  respond  with  thanks;  however, 
a malpractice  panel  is  not  currently  being  considered  for 
the  1968  Annual  Meeting. 

Mead  Johnson 

A communication  from  H.  Patterson  Mack,  M.D., 
Mead  Johnson,  offering  to  defray  expenses  and  honor- 
arium for  a guest  speaker  in  the  area  of  “Cancer  Chem- 
otherapy” from  a list  provided  by  the  Company,  was 
reviewed. 

The  Committee  directed  response  with  thanks  and 
request  for  the  list  of  speakers,  to  determine  whether  or 
not  the  program  as  ultimately  designed  will  accommodate 
such  speaker. 

Guest  Speaker  Arrangements 

At  the  request  of  the  Board  of  Directors,  the  Com- 
mittee considered  at  length  ArMA’s  policy  of  travel. 
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expenses  and  honorariums  for  its  guest  speakers.  Dr. 
Manning  also  commented  upon  the  practices  of  the 
University  of  Southern  California  in  this  area  of  agree- 
ment indicating  as  a preference  for  each  guest  speaker, 
one  round  trip  jet  coach  fare  or  seven  (7)  cents  per  mile 
of  auto  travel,  one  hundred  dollars  ($100.00)  per  day 
of  scientific  presentation  and  hotel  and  meal  reimburse- 
ment witli  exacting  limitations  for  each,  any  expenses 
for  entertainment  or  wife  or  family  participation  to  be 
borne  by  the  guest  speaker.  It  was  further  indicated  that, 
on  completion  of  the  program  and  guest  speaker  assign- 
ments, ArMA  could  anticipate  an  exact  statement  of 
costs  in  advance. 

By  motion  regularly  made  and  carried,  the  Com- 
mittee recommends  adoption  of  the  University  of  South- 
ern California  plan  as  outlined  above  for  reimbursement 
of  its  guest  speakers. 

NEWCOMERS  PROGRAM 

By  motion  regularly  made  and  carried,  the  Com- 
mittee recommends  continuation  of  the  Newcomers  Pro- 
gram, wherein  members  of  ArMA  for  less  than  two  years 
receive  special  recognition  on  registration  badges  and 
one  ticket  to  the  specialty  society  luncheon  of  their 
choice  is  paid  by  ArMA. 

COMMERCIAL  EXHIBIT  AWARDS 
PROGRAM 

The  Committee,  by  motion  regularly  made  and  carried, 
recommended  that  prizes  for  the  commercial  exhibit 
attendance  awards  program  be  provided  by  the  Associ- 
ation in  the  amount  of  $300.00. 

MEDICARE  FISCAL  AGENT 
PARTICIPATION 

The  Committee  received  a communication  from  Aetna 
Life  Insurance  Company  requesting  time  during  the 
1968  Annual  Meeting  to  present  a report  of  its  fiscal 
administration  of  the  Medicare  program  and  the  privi- 
lege of  hosting  a hospitality  room. 

By  motion  regularly  made  and  carried,  the  Com- 
mittee recommends  that  Aetna  present  its  Medicare  fiscal 
report  during  the  first  meeting  of  the  House  of  Dele- 
gates on  Tuesday,  April  23,  1968,  and  that  they  be 
permitted  to  host  a hospitality  room  only  in  the  event 
it  is  manned  at  all  times  by  representatives  well  versed 
in  Part  B Medicare  matters. 

REGISTRATION  BADGE  CASES 

Following  inspection,  the  Committee  approved  the 
Identa-kit  badge  case  on  recommendation  of  Dr.  Richard 
Flynn  for  the  1968  Annual  Meeting. 

COMMUNICATIONS 

Woman’s  Auxiliary 

The  Committee  expressed  appreciation  for  the  inter- 
est of  the  Woman’s  Auxiliary  in  the  affairs  of  the 
Annual  Meeting  and  assures  them  of  all  possible  cooper- 
ation and  recognition. 

Diabetes  Subcommittee 

The  Committee  was  informed  that  Marguerite  S. 
Williams,  M.D.,  Chairman,  Subcommittee  on  Diabetes, 
wished  to  obtain  space  for  an  exhibit  during  the  1968 
Annual  Meeting. 

The  Committee  directed  that  Dr.  Williams  be  re- 
quested to  submit  a complete  description  and  operational 


data  for  the  proposed  exhibit  for  review  and  consider- 
ation. 

MEETING  ADJOUNRED  AT  10:10  P.M. 

John  P.  Heileman,  M.D. 
Secretary 


BOARD  OF  DIRECTORS 

Meeting  of  the  Board  of  Directors  of  The  Arizona 
Medical  Association,  Inc.,  held  Sunday,  September  10, 
1967,  in  the  Convention  Center  of  the  Safari  Hotel, 
Scottsdale,  Arizona,  convened  at  10:05  a.m.,  Richard 
O.  Flynn,  M.D.,  Vice  President  and  Chairman,  presiding. 

ROLL  CALL 

PRESENT:  Drs.  Beckwith,  Harry  S.;  Brooks,  Jack  E.; 
Derickson,  Philip  G.;  Dew,  Philip  E.;  Dexter,  Richard 
L.;  Dudley,  Jr.,  Arthur  V.,  President-Elect;  Dysterheft, 
Arnold  H.,  President;  Flynn,  Richard  O.,  Vice  President 
and  Chairman;  Grobe,  James  L.;  Heileman,  John  P., 
Secretary;  Henderson,  Charles  E.;  Jarrett,  Paul  B.;  Lan- 
deen,  Fred  H.,  Treasurer;  Melick,  Dermont  W.;  Moody, 
Deward  G.;  Price,  Robert  A.;  Rhu,  Jr.,  Hermann  S.; 
Sattenspiel,  Edward;  Schoen,  Roland  F.;  Standifer,  John 
J.;  Steen,  Wilham  B.  Counsel— Mr.  Jacobson,  Edward. 
Staff— Messrs.  Carpenter,  Robert,  Executive  Secretary, 
ArMA;  Robinson,  Bruce  E.,  Assistant  Executive  Secre- 
tary, ArMA;  Boykin,  Paul  R.,  Executive  Secretary, 
BOMEX.  Guests— Drs.  Ash,  John  A.,  President,  Maricopa 
County  Medical  Society;  Chesser,  Ian  M.,  Chairman, 
Medical  Economics  Committee,  ArMA;  Dregseth,  Ken- 
neth A.,  President,  Cochise  County  Medical  Society; 
Kahle,  John  F.,  Chairman,  ArMPAC  Board  of  Directors; 
Mr.  Miller,  Raymond  H.,  AMA  Field  Representative. 

EXCUSED:  Drs.  Cloud,  Daniel  T.;  Finke,  Howard  W.; 
Young,  Woodson  C. 

WELCOME 

The  Chairman,  in  behalf  of  the  Board  of  Directors, 
extended  a cordial  welcome  to  and  introduced  John  A. 
Ash,  M.D.,  President,  Maricopa  County  Medical  Society; 
Kenneth  A.  Dregseth,  M.D.,  President,  Cochise  County 
Medical  Society;  Ian  M.  Chesser,  M.D.,  Chairman,  Med- 
ical Economics  Committee;  John  F.  Kahle,  M.D.,  Chair- 
man, ArMPAC  Board  of  Directors;  and  Mr.  Raymond 
H.  Miller,  AMA  Field  Representative. 

MINUTES 

Approved  minutes  of  the  meeting  of  the  Board  of 
Directors  held  July  9,  1967. 

ArMPAC  BOARD  OF  DIRECTORS 

DR.  KAHLE:  At  the  last  meeting  of  tliis  Board,  there 
was  an  additional  appropriation  of  $500 
authorized  for  educational  purposes.  We 
received  the  check.  Actually,  I have  no 
good  tidings  for  the  Board  whatsoever. 
Our  membership  this  year  to  date  is 
142.  It  is  disheartening.  This  is  the  “off 
year.’’  We  should  be  increasing  our 
membership  and  build  up  the  treasury. 
Our  goal  is  350  minimal.  Obviously, 
the  summer  vacation  period  has  retarded 
progress  in  our  objectivity.  We  must  in- 
crease the  membersliip.  With  the  suc- 
cessful year  of  1966  behind  us,  it  was 
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anticipated  there  would  be  no  problem 
in  increasing  the  membership.  No  little 
effort  has  been  expended  to  achieve  this 
objective.  At  the  last  annual  meeting  of 
the  AMA,  full  support  was  given  the 
PAG  movement.  Inclusion  of  a volun- 
tary ArMPAC  contribution  along  with 
the  regular  annual  component  society 
dues  billing  is  the  “key”  to  the  buildup 
of  membership  participation.  Many  states 
have  been  doing  this,  and  PAG  member- 
ship, as  the  result  thereof,  has  increased 
as  much  as  80%.  It  is  clearly  pointed  out 
that  such  PAG  contribution  is  non-tax 
deductible.  The  funds  thus  collected  must 
be  kept  separate  and  turned  over  to 
ArMPAG,  who  has  the  responsibility  of 
accounting  for  its  disbursements.  Such 
procedure  will  require  the  approval  of 
the  respective  county  societies.  Maricopa 
Society,  in  the  past,  has  included  in  their 
annual  dues  billing  a separate  statement 
providing  for  the  ArMPAG  contribution. 

In  hand  is  a written  opinion  by  Gounsel,  who  briefly 
reviewed  its  content.  It  has  been  the  opinion  that  dues 
and  contributions  to  ArMPAG  should  be  paid  directly 
to  ArMPAG  by  the  individuals  concerned  rather  than 
being  funneled  through  the  Arizona  Medical  Association 
to  ArMPAG.  Arizona  statutes  provide  that  it  is  unlawful 
for  a corporation  organized  or  doing  business  in  the  State 
to  make  any  contribution  of  money  or  anything  of 
value  for  the  purpose  of  influencing  an  election.  While 
Gounsel  continues  to  be  of  the  opinion  that  separate 
billing  is  legally  preferable,  it  is  cognizant  of  the  in- 
creased ArMPAG  revenue  anticipated  through  joint  bill- 
ing. If  the  proposed  procedure  is  adopted,  ArMPAG  dues 
should  be  set  forth  separately  on  the  dues  statement. 
It  is  understood  the  activities  of  ArMPAG  preclude  the 
deductibility  of  the  dues  paid  to  it.  Perhaps  this  should 
be  indicated  on  the  statement.  It  would  be  wise  for 
ArMA  to  make  a charge  to  ArMPAG  for  a proportionate 
part  of  the  costs  of  collecting  dues,  including  costs  of 
items  such  as  stamps,  envelopes,  and  other  billing  ex- 
penses. 

On  motion  regularly  made  and  unanimously  carried, 
recommendation  is  to  be  made  to  the  component  cormty 
medical  societies  that  the  procedure  of  joint  billing, 
including  the  annual  dues  of  county,  state  and  national, 
together  with  a non-deductible,  voluntary  ArMPAG 
contribution,  so  designated,  to  be  followed;  and  that 
a copy  of  counsel  opinion  dated  August  28,  1967,  be 
included  with  the  notice  forwarded  to  the  component 
societies  annually  by  the  Association  setting  forth  the 
dues  of  both  state  and  national  and  date  due. 

MEDICAL  ECONOMICS  COMMITTEE 

Ian  M.  Ghesser,  M.D.,  Ghairman  of  the  Medical 
Economics  Committee,  reported  in  detail  the  results  of 
negotiations  with  the  Industrial  Commission  of  Arizona 
in  an  endeavor  to  establish  the  usual,  customary  and 
reasonable  fee  concept.  The  Medical  Economics  Com- 
mittee met  August  27,  1967,  and  at  that  time  it  was 


determined,  inasmuch  as  the  statute  requires  a fee 
schedule,  the  current  California  Relative  Value  Study 
be  applicable  with  a factor  of  6 for  surgery  and  7 for 
medicine.  It  was  indicated  that  the  factor  of  6 would 
be  more  or  less  acceptable  to  anesthesia  and  surgery 
but  not  for  medical.  The  recent  position  of  the  Anes- 
thesiologists was  reviewed.  Discussion  with  IGA  con- 
cerning the  radiological  contract  was  carried  out,  and 
the  decision  placed  the  burden  on  the  hospitals  with 
or  without  Hospital  Association  action.  IGA  has  indicated 
that  it  would  negotiate  only  with  the  Arizona  Medical 
Association  through  its  Medical  Economics  Gommittee 
and  would  not  negotiate  with  any  other  group  within 
the  Association.  It  determined  that  the  Galifomia  Rela- 
tive Value  Study  with  minor  changes  will  be  used  as 
the  basis  for  negotiation.  The  contract  will  cover  a period 
of  one  year  with  annual  re-negotiation,  if  necessary.  Rules 
will  be  changed  on  negotiation  with  the  Medical  Econ- 
omics Gommittee  based  on  complaints  received  and 
obvious  inequities.  It  is  the  demand  of  this  Association 
that  the  appropriate  factor  of  6 be  applied  to  the 
surgical  section  of  the  GRVS  and  that  a factor  of  7 be 
applied  to  the  medical  section,  which  will  correspond 
more  closely  with  the  UGR  fee  concept  (this  in  com- 
parison to  the  factor  of  4. .5  in  effect  during  the  past 
three  years).  IGA  has  contended  that  the  application 
of  a factor  of  6 would  increase  its  costs  .33y3%.  Gonsider- 
able  statistics  have  been  developed,  and  Dr.  Ghesser 
proceeded  to  summarize  them  on  the  blackboard  for 
the  enlightenment  of  the  assembly.  Fees  paid  to  chiro- 
practors have  increased  in  the  past  year  by  50%.  The 
problem  IGA  is  faced  with  involving  increased  costs  is 
not  due  to  medical  services,  but  is  in  actuality  due  to 
costs  involving  compensation,  occupational  disease  and 
rehabilitation.  Over  a three-year  period  such  costs  have 
increased  over  $4,000,000  not  involving  payments  to 
physicians,  said  physicians  in  fact  receiving  a sum  of 
$3,000  more  in  1966  over  1965.  On  the  basis  of  total 
premium  dollar  paid,  medical  costs  will  represent  only 
an  increase  of  2.5%. 

It  is  recommended  by  Dr.  Ghesser  that  the  previously 
recited  just  demands  of  ArMA  be  made  at  this  time 
to  the  Industrial  Gommission;  that  simultaneously  a press 
conference  be  called,  with  knowledgeable  members  of 
the  community  present,  to  inform  the  press  what  is 
actually  happening  and  what  the  percentages  actually 
mean  before  IGA  releases  such  figures;  and  that  ArMA 
offer  IGA  and  the  people  of  Arizona  its  full  cooperation 
in  properly  and  effectively  governing  its  membership 
in  the  application  of  the  new  fee  schedule. 

On  motion  regularly  made  and  unanimously  carried, 
it  was  determined  that  the  presentation  by  Dr.  Ghesser 
relating  to  the  existing  problem  be  accepted  in  its  en- 
tirety; that  the  study  be  reproduced  in  writing  by  Dr. 
Ghesser;  that  each  member  of  this  Association  receive  a 
copy  in  order  that  he  may  be  fully  aware  of  the  situation; 
and  that  Dr.  Ghesser  be  authorized  to  pursue  the  objeet- 
ive  of  the  whole  program  with  dispatch. 

Voluntary  Health  Agencies 

Dr.  Melick  called  attention  to  the  importance  of  the 
activation  of  the  Subcommittee  on  Voluntary  Health 
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Agencies,  referred  to  the  Medical  Economics  Committee, 
in  the  light  of  the  forthcoming  meeting  in  Scottsdale 
scheduled  to  be  held  February  next.  Dr.  Chesser  agreed 
to  pursue  this  project. 

ArMA  HOUSE  OF  DELEGATES 

Medicare  Intermediary 

In  response  to  action  of  the  House  of  Delegates,  April 
29,  1967,  in  the  adoption  of  Resolution  No.  10  of  1966, 
recommending  to  the  United  States  Department  of 
Health,  Education  and  Welfare  that,  as  soon  as  may  be 
appropriate,  Arizona  Blue  Shield  Medical  Service  be 
designated  as  the  fiscal  intermediary  for  Medicare  for 
the  State  of  Arizona  under  Title  XVIII,  Part  B,  Public 
Law  89-97,  Thomas  M.  Tierney,  Director  of  the  Bureau 
of  Health  Insurance  of  the  Department  of  HEW,  by 
letter  dated  August  1,  1967,  advises  that,  “We  have 
no  basis  to  consider  terminating  our  contract  with  the 
Aetna  Life  Insurance  Company.”  He  firrther  states;  “We 
are,  of  course,  most  anxious  that  the  Medicare  Program 
be  accepted  by  the  medical  profession,  and  the  expressed 
concerns  and  desires  of  physicians  and  surgeons  are  con- 
sidered in  the  formulation  of  our  policies  and  procedures 
for  administration  of  the  program.  It  is  within  this 
framework  that  we  reviewed  the  resolution  of  the  Ari- 
zona Medical  Association,  Incorporated.  While  we  con- 
sider this  to  be  a significant  pronouncement,  we  do  not 
belive  that  it  overrides  other  important  considerations, 
foremost  of  which  are  our  contractual  commitments  to 
the  present  carrier.” 

On  motion  regularly  made  and  unanimously  carried, 
the  Board  authorized  further  communication  with  the 
Department  of  Health,  Education  and  Welfare  to  give 
favorable  consideration  to  its  request  when  considering 
renewal  of  the  contract  in  1968;  and  that  the  Congres- 
sional Delegation  of  Arizona  be  communicated  with, 
urging  their  cooperation  and  influence  to  achieve  this 
objective. 

Medical  Foundation 

The  House  of  Delegates  of  this  Association,  in  meeting 
held  April  29,  1967,  adopted  a Substitute  Resolution  for 
Resolutions  numbered  20  and  21,  expressing  favor  in  the 
establishment  by  its  members  of  non-profit  foundations 
stipulating  that  the  Association  may  provide  counsel  to 
those  of  its  members  requesting  help  in  the  establish- 
ment of  such  non-profit  foundations. 

Kent  E.  Durfee,  M.D.  (Phoenix),  in  accordance  with 
this  resolution,  seeks  counsel  and  help  of  the  Association 
in  establishing  such  a foundation  to  receive  gifts  and 
donations  eventually  to  establish  a treatment  center  for 
children  in  need  of  psychiatric  therapy  who  cannot  af- 
ford to  pay. 

It  was  determined  that  this  Association,  at  this  time, 
cannot  afford  to  provide  legal  counsel  to  its  members 
seeking  help  in  the  establishment  of  non-profit  founda- 
tions. This  project  might  well  be  referred  to  the  pro- 
posed Subcommittee  on  Vokmtary  Health  Agencies 
under  the  Medical  Economics  Committee,  when  acti- 
vated, for  its  review.  The  Board  directed  that  Dr.  Durfee 
be  so  informed. 


BOARD  OF  DIRECTORS 

ArMA-BOMEX  Staff  Assistance 

Counsel  rejported  that  he  had  inspected  the  Opinion 
of  the  Attorney  General  (Opinion  67-12-L)  relating  to 
part-time  employment  of  Association  personnel  by  the 
Board  of  Medical  Examiners  and  part-time  employment 
of  Board  personnel  by  the  Association.  The  Board  has 
the  right  to  hire  part-time  personnel,  so  long  as  the 
employee’s  other  job  neither  conflicts  with  nor  is  in- 
compatible with  his  state  job.  And,  similarly,  a state 
employee  may  take  private  part-time  employment  pro- 
vided the  same  standards  are  met.  The  real  question 
at  issue  is  whether  such  employment  is  incompatible 
with  or  constitutes  a conflict  of  interest  with  the  act- 
ivities of  either  man  for  the  Board  of  Medical  Examiners. 
In  summary;  (1)  the  program  of  loaned  executives  is 
not  itself  prohibited  by  statute  or  case  law;  (2)  an  early 
administrative  recommendation  did  suggest  complete 
separation;  (3)  loaned  executives  are  prohibited,  how- 
ever, it  the  loaned  executive  is  making  decisions  in  the 
private  organization  which  conflicts  with  his  activities 
with  the  public  organization  or  if  his  activities  with 
the  private  organization  are  otherwise  incompatible  with 
his  public  duties— this  is  factual  determination  best  made 
by  those  closest  to  the  details  of  the  matter;  and  (4)  the 
books  of  account  should  be  kept  so  as  to  accurately 
charge  the  State  Board  only  a fair  share  of  the  cost  of 
the  services  rendered  to  it. 

CENTRAL  OFFICE  ADVISORY 
COMMITTEE 

Financial  Report 

Dr.  Landeen  reviewed  the  financial  report  covering 
the  first  eight  months  of  this  year  to  and  including 
August  31,  1967,  reciting  total  “REVENUES”  received 
amounting  to  $186,921.22  ($197,658.00  budgeted)  and 
“EXPENDITURES”  of  $133,858.81  ($205,788.28  bud- 
geted, as  amended). 

To  meet  existing  deficits,  the  following  additional 


appropriations  were  authorized; 

511  Dues  and  Contributions  $ 600.00 

521  Audit  30.00 

500  a Annual  Meeting  3,241.44 

500  1 Medical  Economics 100.00 

Report  of  the  Treasurer  accepted. 

Blue  Shield  Corporate  Body 


Approved  the  recommendation  that  the  Blue  Shield 
Corporate  Body  meeting  in  annual  meeting  concurrently 
with  the  annual  meeting  of  this  Association  be  asked 
to  contribute  a sum  of  $4,000.00  to  be  applied  toward 
the  costs  of  conduct  of  the  Blue  Shield  annual  meeting. 
Designated  Meeting  Expense 

Established  a policy  with  regard  to  payment  of  e.x- 
penses  of  Delegates,  Alternate  Delegates  and  Officers 
audiorized  to  represent  tliis  Association  on  official  busi- 
ness at  designated  meetings  and  in  attendance,  to  com- 
prise first-class,  round-trip  airplane  fare  and  a per  diem 
of  $40,  subject  to  adjustment  if  and  when  indicated. 
Hospitality-  Room 

It  was  determined  not  to  maintain  and  operate  a 
Hospitality  Room  during  tlie  AMA  Annual  and  Clinical 
meetings,  excepting  wlien  and  at  such  time  a member 
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of  the  Arizona  Delegation  is  running  for  office. 
Headquarters  Building  Program 

Authorized  the  Central  Office  Advisory  Committee 
to  explore  the  possibilities  of  constructing  a Central 
Office  Headquarters  Building  and  report  back  to  this 
Board. 

Membership  Classifications 

MARICOPA— J.  Epstein,  M.D.  (Phoenix)— Active,  granted 
Associate  (dues  exempt),  account  military 
service,  effective  1/1/68. 

Warren  Gorman,  M.D.  (Scottsdale)— Grant- 
ed Service  (ll  dues),  account  employment 
at  Arizona  State  Hospital  and  Barrow 
Neurological  Institute  (research),  effective 
2/2/66. 

R.  Donald  Hagerman,  M.D.  (Phoenix)— 
Active,  granted  Associate  (dues  exempt), 
account  residency  training,  effective 
1/1/68. 

R.  Michael  O’Harra,  M.D.  (Phoenix)— Act- 
ive, granted  Associate  (dues  exempt),  ac- 
count mihtary  service,  effective  1/1/68. 
Cecil  C.  Vaughn,  M.D.  (Phoenix)— Active, 
granted  Associate  (dues  exempt),  account 
residency  training,  effective  1/1/68. 

John  M.  Vivian,  M.D.  (Phoenix)— Active, 
granted  Associate  (dues  exempt),  account 
residency  training,  effective  1/1/68. 
Robert  Henry  Nuss,  M.D.  (Phoenix)  — 
Granted  Service  (ll  dues),  account  employ- 
ment at  Arizona  State  Hospital,  effective 
6/20/67. 

Thomas  F.  Moore,  M.D.  (Phoenix)  is  rec- 
ommended for  Associate  membership  (dues 
exempt),  account  residency  training,  ef- 
fective 6/19/67.  This  member  is  listed  as 
an  Active  member  of  Gila  County  Medi- 
cal Society,  dues  paid  1961  through  1965, 
suspended  account  dues  delinquency 
1/1/67.  It  was  determined  to  communicate 
further  with  Maricopa  County  Medical 
Society  for  clarification. 

GOVERNMENTAL  SERVICES 
COMMITTEE 

Comprehensive  Health  Planning 

Appointed  Stanford  F.  Farnsworth,  M.D.,  (Phoenix), 
member  of  the  Governmental  Services  Committee  to 
chair  the  Subcommittee  on  Comprehensive  Health  Plan- 
ning. Dr.  Farnsworth  accepted  the  appointment  for  the 
term  1967-69. 

Heart,  Cancer  and  Stroke 

Appointed  Dermont  W.  MeHck,  M.D.  (Phoenix),  a 
member  of  the  Governmental  Services  Committee  for 
the  term  1967-70,  to  chair  the  Subcommittee  ori  Regional 
Medical  Programs.  Dr.  Melick  accepted  the  appointment. 

Dr.  Melick  was -^recently  appointed  a Professor  of 
Surgery  at  the  University  of  Arizona  College  of  Medicine 
to  coordinate  the  activities  under  P.L.  89-239,  Heart, 
Cancer  and  Stroke.  He  reviewed  the  circumstances  sur- 
rounding this  appointment  and  the  history  to  date  of 
this  program.  A grant  of  $225,000  for  planning  has 
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been  obtained.  It  is  to  be  borne  in  mind  that  this  is  an 
educational  program  and  does  not  involve  the  care  of 
patients. 

On  motion  regularly  made  and  unanimously  carried, 
the  Association  determined  to  support  the  heart,  can- 
cer and  stroke  program. 

On  motion  regularly  made  aand  unanimously  carried, 
the  Board  authorized  a letter  to  be  forwarded  to  Merlin 
K.  DuVal,  M.D.,  Dean  of  the  College  of  Medicine  of 
the  University  of  Arizona,  expressing  the  pleasure  and 
satisfaction  of  this  Association  in  his  appointment  of 
Dr.  Dermont  W.  Melick  as  a Professor  of  Surgery  to 
coordinate  the  program  of  Heart,  Cancer  and  Stroke, 
P.L.  89-239,  it  being  its  feeling  that  the  private  practice 
of  medicine  will  be  well  served  through  this  eminently 
qualified  Officer  of  the  Association. 

Medicare 

The  Governmental  Services  Committee  previously  rec- 
ommended to  the  Board  of  Directors,  urging  its  approval: 
(1)  that,  in  cases  of  patients  whose  medical  care  is  the 
responsibility  of  the  county,  state  or  city  government 
and  who  are  also  eligible  for  Medicare  benefits,  the 
accepting  of  assignments  by  the  physician  for  80% 
of  his  fees  be  approved,  and  that  the  county,  state  or  city 
government  be  responsible  for  the  balance  of  the  fee 
(deductibles  and  co-insurance);  and  (2)  that  the  Arizona 
Medical  Association  establish  a statewide,  non-profit 
foundation  with  autonomous  county  chapters  which 
would  receive  Medicare  fees  for  the  indigent  Medicare 
patients,  and  fees  paid  for  services  on  Utilization  Review 
Committees,  and  from  other  sources,  the  foimdation  to 
carry  out  the  collection  aspects  of  the  program.  Each 
doctor  would  choose  whether  or  not  the  funds  collected 
would  stay  in  the  foundation  to  support  its  programs 
or  were  to  be  turned  over  to  him  (House  Substitute 
Resolution  Nos.  20  and  21,  adopted  April  29,  1967).  No 
action  was  taken.  Again,  the  Committee  refers  back  to 
the  Board  for  reconsideration  these  two  recommenda- 
tions, and  if  the  rationale  for  not  acting  at  this  time  is 
primarily  limited  to  fiscal  considerations,  that  this  be 
so  stated  and  the  opportunity  for  financing  be  done 
by  private  sources  in  the  community  of  physicians  with 
or  vvnthout  reimbursement  from  funds  obtained  in  the 
future. 

On  motion  regularly  made  and  unanimously  carried, 
the  Governmental  Services  Committee  is  authorized  to 
communicate  with  the  component  county  medical  soci- 
eties, informing  them  that  the  estabhshment  of  non- 
profit foundations  is  indeed  ethical,  but  the  Association 
will  be  unable  to  provide  legal  assistance. 

SCIENTIFIC  ASSEMBLY  COMMITTEE 

Annual  Meeting  Program 

Dr.  Dysterheft  reported  that  the  Scientific  Assembly 
Committee  met  Saturday  evening  last  and  seeks  endorse- 
ment of  certain  items  by  this  Board.  Reviewing  in  detail 
the  revised  format  of  the  meeting,  taking  into  account 
actions  of  this  Board  at  its  last  meeting,  the  Steak  Fry 
will  be  held  Wednesday  evening,  April  24,  1968;  the 
ArMPAC  dinner  to  be  held  Thursday  evening,  April 
25,  1968;  and  President’s  Reception  and  Banquet  to 
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be  held  Friday  evening,  April  26,  1968.  It  was  recom- 
mended that  the  registration  fee  be  established  at  $15 
to  include  two  tickets  to  the  Steak  Fry  and  one  ticket 
to  a breakfast;  and  that  a fee  of  $20  be  charged  for 
two  tickets  to  the  President’s  Reception  and  Banquet 
which  would  include  top  entertainment.  Considerable 
discussion  ensued. 

On  motion  regularly  made  and  unanimously  carried, 
the  Board  directs  that  the  Scientific  Assembly  Com- 
mittee be  informed  that  it  recommends  a continuation  of 
the  “package  deal”  to  include  the  President’s  Reception 
and  Banquet  (in  establishing  an  appropriate  registration 
fee). 

On  motion  regularly  made  and  unanimously  carried, 
tlie  Board  expressed  favor  in  hiring  a Uniformed  Cuard 
to  assure  registration  of  all  participants. 

It  was  determined  that  all  participants  in  the  1968 
Anual  Meeting  shall  register  and  that  the  component 
county  medical  societies  be  informed  well  in  advance  of 
elections  that  the  Delegates  and/or  Alternate  Delegates 
will  be  required  to  register  prior  to  their  being  seated. 
Those  who  do  not  choose  to  so  register  should  be  en- 
couraged not  to  accept  the  office. 

On  motion  regularly  made  and  unanimously  carried, 
that  there  be  hired  a Public  Relations  expert  to  handle 
publicity  before  and  during  the  annual  meeting  at  an 
estimated  cost  of  $1,500,  the  proposal  submitted  by  John 
S.  Turner  and  Associates,  was  so  directed  by  the  Board. 

On  motion  regularly  made  and  unanimously  carried, 
the  Board  approved:  (1)  that  the  Aetna  Life  Insurance 
Company,  Medicare  Fiscal  Intermediary,  be  granted 
permission  to  operate  a hospitality  room  during  the 
annual  meeting  at  the  Safari  Hotel  with  the  provision 
that  it  be  manned  at  all  times  by  representatives  of 
the  Company;  (2)  that  $300  be  allocated  within  the 
budget  for  the  purchase  of  exhibit  attendance  prize 
awards;  and  (3)  that  the  1969  Annual  Meeting  of  this 
Association  be  held  at  the  Safari  Hotel  in  Scottsdale. 

COMMUNICATIONS 

Congress  on  Socio-Economics 

Bruce  E.  Robinson,  Assistant  Executive  Secretary,  is 
authorized  to  attend  the  2nd  National  Congress  on 
Socio-Economics  of  Health  Care  sponsored  by  AMA  to 
be  held  at  the  Palmer  House,  Chicago,  Illinois,  March 
22  and  23,  1968. 

Congressman  Steiger 

Congressman  Sam  Steiger  reviews  current  legislation 
before  the  Congress  of  importance  to  Medicine  and 
medical  care,  seeking  comment  and  the  privilege  of 
consulting  in  the  future  on  matters  pertaining  to  the 
practice  of  Medicine.  RECEIVED. 

Cochise  County  Hospital 

Guy  B.  Atonna,  M.D.  (Douglas)  seeks  the  support  of 
this  Association  in  the  endeavor  to  retain  R.  G.  Willy, 
M.D.,  Radiologist,  serving  the  Cochise  County  Hospital, 
in  the  interests  of  the  health  and  welfare  of  the  popula- 
tion of  the  area.  It  was  reported  that  the  Board  of  Med- 
ical Examiners  have  been  in  contact  with  Dr.  Willy, 
the  problem  being  one  involving  licensure.  He  has  had 
two  temporary  licenses  of  six-months’  duration  each. 


and  the  law  does  not  provide  for  further  renewal.  It 
may  be  possible  for  him  to  obtain  a limited  license. 
RECEIVED. 

OTHER  BUSINESS 

By-Laws  Amendments 

Dr.  Charles  E.  Henderson,  Chairman  of  the  Articles 
of  Incorporation  and  By-Laws  Committee,  reviewed 
the  recommendations  of  that  Committee  in  meeting  held 
July  29,  1967,  recommending  certain  amendments  to 
the  Association  By-Laws. 

Chapter  IX— Dues  and  Assesments,  Section  1.  (b), 
amended  to  include:  MEMBERS  SUSPENDED  FOR 
FAILURE  TO  PAY  THE  ANNUAL  DUES  AND  AS- 
SESSMENTS CANNOT  BE  REINSTATED  UNTIL 
SUCH  INDEBTEDNESS  HAS  BEEN  DISCHARGED, 
SUCH  INDEBTEDNESS  TO  APPLY  ONLY  TO  THE 
ONE  YEAR  OF  DELINQUENCY,  BUT  THEN  ONLY 
AS  A NEW  MEMBER  ON  ELECTION  AND  ACCEPT- 
ANCE BY  THE  COUNTY  MEDICAL  SOCIETY. 

Chapter  IX— Dues  and  Assessments,  Section  5.,  delete: 
Exemption  from  payment  of  dues  and  special  assessments 
shall  become  effective  on  January  first  of  the  year  fol- 
lowing the  granting  of  such  exemption. 

Chapter  IX— Dues  and  Assessments,  Section  6.,  pro- 
vides for  refunds:  ANNUAL  DUES  MAY  BE  REFUND- 
ED TO  AN  ACTIVE  MEMBER  OR  THE  FAMILY 
OF  A DECEASED  ACTIVE  MEMBER,  ON  REQUEST 
THERFOR,  WITH  THE  APPROVAL  OF  BOTH  THE 
COUNTY  MEDICAL  SOCIETY  AND  THE  BOARD 
OF  DIRECTORS,  PROVIDED  SAID  DUES  WERE 
PAID  BETWEEN  JANUARY  FIRST  AND  PRIOR  TO 
THE  ESTABLISHED  DUES  DELINQUENCY  DATE 
OF  THE  YEAR  DUE,  IN  INSTANCES  WITHIN  SAID 
PERIOD  OF  (a)  DEATH  OF  AN  ACTIVE  MEMBER 
OR  (b)  HAVING  ENTERED  TEMPORARILY  EITHER 
THE  ARMED  FORCES  OR  AN  APPROVED  RESI- 
DENCY OR  OTHER  POSTGRADUATE  TRAINING 
PROGRAM.  THOSE  ACTIVE  MEMBERS  HAVING 
PAID  THEIR  ANNUAL  DUES,  ENTERING  TEMPOR- 
ARILY EITHER  THE  ARMED  FORCES  OR  AN  AP- 
PROVED RESIDENCY  OR  OTHER  POSTGRADUATE 
TAINING  PROGRAM  AFTE  THE  ESTABLISHED 
DUES  DELINQUENCY  DATE,  ON  REQUEST 
THEREFOR,  WITH  THE  APPROVAL  OF  BOTH  THE 
COUNTY  xMEDICAL  SOCIETY  AND  TPIE  BOARD 
OF  DIRECTORS,  MAY  HAVE  ONE-HALF  SUCfl 
ANNUAL  DUES  REFUNDED. 

Suggestion  was  offered  that,  possibly,  the  phrase  “OR 
OTHER  ACCEPTABLE  REASONS”  be  added  to  the 
above  Section  6. 

Chapter  VH— Standing  and  Special  Committees,  Sec- 
tion 4.  (a),  amended  to  include  an  additional  paragraph: 
THE  COMMITTEE  FURTHER  SHALL  HAVe"  THE 
POWER  TO  MAKE  DIRECT  SCHOLARSHIP  GRANTS 
TO  WORTHY  MEDICAL  SCHOOL  APPLICANTS 
FROM  FUNDS  DERIVED  FROM  INTEREST  THAT 
HAS  ACCRUED  ON  GENERAL  FUNDS  OF  THE 
ASSOCIATION  ON  DEPOSIT,  SUBJECT  TO  APPRO\'- 
AL  OF  THE  BOARD  OF  DIRECTORS. 

This  proposed  amendment  to  Section  4.  of  Chapter 
VII,  recited  above,  referred  back  to  the  Articles  of 
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Incorporation  and  By-Laws  Committee  for  further  con- 
sideration, clarification  and  comment  with  regard  to 
the  phrase:  “SUBJECT  TO  APPROVAL  OF  THE 
BOARD  OF  DIRECTORS.”  It  is  not  desirable  that 
each  scholarship  grant  be  approved  by  the  Board, 
which  is  not  the  intention.  It  is  desirable  that  the  Board 
retain  the  authority  to  determine  whether  scholarship 
grants  shall  continue  or  be  discontinued  at  its  pleasure. 

Chapter  VII— Standing  and  Special  Committees,  Sec- 
tion 4.  (b)  [Grievance]  to  provide  for  an  EXECUTIVE 
COMMITTEE;-THIS  COMMITTEE  SHALL  CON- 
SIST OF  TPIE  EXECUTIVE  OFFICERS  OF  THE  AS- 
SOCIATION: THE  PRESIDENT,  THE  PRESIDENT- 
ELECT, THE  VICE  PRESIDENT,  THE  SECRETARY, 
AND  THE  TREASURER.  EACH  SHALL  SERVE  IN 
THIS  CAPACITY  FOR  THE  TERM  OF  HIS  OFFICE. 
THE  COMMITTEE  SHALL  MEET  AS  FREQUENTLY 
AS  IS  DEEMED  NECESSARY,  PARTICULARLY  BE- 
FORE EACH  BOARD  OF  DIRECTORS  MEETING; 
IT  SHALL  REVIEW  ROUTINE  MATTERS  AND  COR- 
RESPONDENCE TO  BE  PRESENTED  TO  AND 
SUMMARIZED  FOR  BOARD  ACTION;  DEVELOP 
POLICY  POSITIONS  AND  ALTERNATIVES  FOR 
CONSIDERATION  AND  DECISION  OF  THE  BOARD; 
AND  TO  ACT  AS  AN  EXPLORATORY  GROUP  TO 
DEVELOP  AFFIRMATIVE  PLANS  FOR  THE  AS- 
SOCIATION TO  BE  CONSIDERED  AND  ACTED 
UPON  BY  TFIE  BOARD. 

Referring  to  the  above  recited  proposed  Section  4. 
(b)  of  Chapter  VII,  it  was  determined  that  the  Immedi- 
ate Past  President  should  be  a member  of  the  Executive 
Committee,  further,  that  comments  should  be  included 
that  the  Executive  Committee  shall  serve  as  a Central 
Office  Advisory  Committee. 

Chapter  VII— Standing  and  Special  Committees,  Sec- 
tion 4.  (C)  [(k)]  Governmental  Services— substitution  of 
the  word  “SECTIONS”  for  the  word  “subcommittees” 
proposed. 

Chapter  VII— Standing  and  Special  Committees,  Sec- 
tion 4.  (H)  [(f)]  Medical  Economics— substitution  of  the 
word  “SECTIONS”  for  the  word  “subcommittees”  pro- 
posed. 

Under  Chapter  VII— Standing  and  Special  Committees, 
Section  4.  (H)  [(f)]  Medical  Economics  (1),  recommended 
that  the  words  “GOVERNMENTAL  CONTRACTS”  be 
substituted  for  the  words  “Medicare  Contracts.” 

Chapter  VII— Standing  and  Special  Committees,  Sec- 
tion 4.  (I)  [(g)]  Professional— substitution  of  the  word 
“SECTIONS”  for  the  word  “subcommittees”  proposed; 
also,  establishment  of  a SECTION  ON  PERINATAL 
AND  MATERNAL  MORTALITY  outside  the  section 
on  Public  Health  proposed. 

Scholarships 

The  Benevolent  and  Loan  Fund  Committee  reported 
the  granting  of  scholarship  awards  to  Jane  E.  Berrier 
(Scottsdale),  graduate  of  ASU  to  Washington  University; 
Judy  K.  Munyon  (Phoenix),  graduate  of  ASU  to  Uni- 
versity of  Arizona;  Michael  A.  Platt  (Tucson),  graduate 
of  U of  A to  University  of  Arizona;  and  Lowell  W. 
Rogers  (Phoenix),  graduate  of  U of  A to  Johns  Hopkins 
University.  Each  scholarship  was  in  the  amount  of  $500. 


Communications  were  received  from  Jane  E.  Berrier 
and  Michael  A.  Platt  expressing  grateful  appreciation 
for  the  privilege  of  being  recipients  of  the  scholarship 
awards.  RECEIVED. 

Medical  Student  Loans 

In  the  absence  of  Daniel  T.  Cloud,  M.D.,  Chairman 
of  the  Benevolent  and  Loan  Fund  Committee,  it  was 
reported  that  negotiations  have  been  concluded  for  the 
transfer  of  the  ArMA  Medical  Student  Loan  Program  to 
AMA-ERF,  the  program  to  be  continued  under  the 
sponsorship  of  AMA-ERF,  ArMA  and  VNB. 

Medicine  and  Surgery  Act 

It  was  suggested  that  the  Legislative  Committee  re- 
view the  entire  Medicine  and  Surgery  Act  with  regard 
to  the  fifteen-year  requirement  for  reciprocity  and  pro- 
viding that  Professors  of  the  Medical  School  be  available 
for  consultation  in  private  hospitals. 

Medical  Museum 

Dr.  Dexter  reported  that  the  Pima  County  Medical 
Auxiliary  is  considering  the  desirability  of  establishing 
a State  Medical  Museum  at  Fort  Lowell  and  seeks 
authority  to  proceed.  It  was  determined  to  refer  this 
matter  to  the  History  and  Obituaries  Committee  for 
consideration. 

Neurologists 

Question  was  raised  with  regard  to  the  private  prac- 
tice vs.  the  Medical  School  in  Pima  County.  Dr.  Melick 
was  requested  to  ascertain  the  facts  and  report. 
Federal  Legislation 

Mr.  Ray  Miller,  AMA  Field  Representative,  reviewed 
activities  in  the  Washington  Office  and,  particularly, 
AMA’s  position  regarding  H.R.  12080,  the  Social  Security 
Amendments  of  1967.  This  Association  previously  con- 
ferred with  its  Senators  urging  approval  without  amend- 
ment to  that  portion  of  this  bill  relating  to  tlie  Medicare 
amendments.  Also  discussed  was  H.R.  6418  entitled 
Partnership  for  Health  Amendments  for  1967. 
MEETING  ADJOURNED  AT  3:50  P.M. 

John  P.  Heileman,  M.D. 

Secretary 


GOVERNMENTAL  SERVICES 
COMMITTEE 

Meeting  of  the  Governmental  Services  Committee  of 
The  Arizona  Medical  Association,  Inc.,  held  Sunday, 
September  17,  1967,  in  Suite  201,  4601  North  Scotts- 
dale Road,  Scottsdale,  Arizona,  convened  at  10:24  A.M., 
William  B.  Steen,  M.D.,  Chairman,  presiding. 

ROLL  CALL 

PRESENT:  Drs.  Cloud,  Daniel  T.;  Dew,  Phihp  E.; 
Dries,  Charles  P.;  Farnsworth,  Stanford  F.;  May,  Deraid 
G.;  Melick,  Dermot  W.;  Reed,  Wallace  A.;  Spendlove, 
George  A.;  Steen,  William  B.,  Chairman.  Staff— Mr.  Rob- 
inson, Bruce  E.,  Assistant  Executive  Secretary.  Guest— 
Mr.  Blazek,  James  J.,  Administrator,  Medicare  Claims, 
Aetna  Life  & Casualty. 

EXCUSED:  Drs.  Caldwell,  Hayes  W.;  Dudley,  Jr., 
Arthur  V.,  President-Elect;  Dysterheft,  Arnold  H.,  Pres- 
ident; Heileman,  John  P.,  Secretary;  McDonald,  R.  T.; 
Ochsner,  Albert  J.;  Yount,  Jr.,  Clarence  E. 
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MINUTES 

The  minutes  of  the  meeting  of  July  16.  1967,  were 
appro\ecl  as  distributed. 

CARRIER  — PART  B — 

AETNA  LIFE  & CASUALTY 

Mr.  Blazek  gave  a general  status  report  as  follows; 
Alleged  Complaints 

As  a result  of  the  invitation  in  “Medical  Memos”  to 
e.xpress  complaints  about  Aetna’s  service,  it  was  reported 
that  four  written  responses  were  received.  Three  of 
these  were  complimentary,  and  the  other  indicated  a 
misunderstanding  of  what  was  wanted.  Three  telephone 
responses  were  received,  two  of  which  were  compli- 
mentary and  the  other  was  for  information  regarding  a 
surgical  allowance. 

Employees 

Mr.  Blazek  advised  that  his  staff  has  been  reduced 
to  73. 

Claims 

It  was  reported  tliat  most  cases  were  being  processed 
in  a 3-to- 10-day  period;  about  4,000  claims  a week  are 
being  received.  At  present  no  claims  have  been  referred 
to  Review  Committees  for  action.  Mr.  Blazek  reported 
that  between  1%  and  2%  of  total  claims  have  had  to 
be  reduced  in  amount  paid  the  physicians. 

Governmental  Services  Review  Committee 
of  Central  Arizona 

It  was  regularly  moved  and  unanimously  carried  that 
the  Committee  approve  the  appointments  to  this  com- 
mittee as  follows:  Doctors  Herbert  Dozoretz,  Walter  R. 
Eicher,  Gerald  L.  Hansbro,  Frederick  W.  Jensen,  Horace 
S.  Kent,  Patrick  Moraca  (Chairman),  Wilfred  M.  Potter, 
and  Walter  O.  C.  Zuschke. 

Fee  Changes 

A general  discus.sion  was  held  on  the  need  for  pro- 
viding for  a gradual  change  in  fees  to  compensate  for 
the  rising  cost  of  living.  The  importance  of  gradual 
changes,  as  opposed  to  large  changes  every  five  or  ten 
years,  was  pointed  out. 

It  was  regularly  moved  and  unanimously  carried  that 
Dr.  Caldwell’s  subcommittee  develop  a set  of  guidelines 
or  criteria  for  determining  medical  fees  and  for  the 
gradual  change  in  these  fees.  This  subcommittee  is  also 
to  be  specifically  asked  to  rule  on  the  advisability  of 
having  a copy  of  all  Medicare  claims  reviewed  by  a 
committee  of  doctors,  as  is  done  with  the  dentists  in 
ICA  cases,  so  that  the  profession  will  have  the  oppor- 
tunity to  police  itself. 

SUBCOMMITTEE  ON  OEO  PROGRAMS 

Dr.  Philip  Dew,  Chairman,  reported  that  no  responses 
liave  been  received  from  the  various  counties  as  to 
possible  suggested  membersbip  on  this  subcommittee. 

Dr.  Dew  commented  on  the  development  of  the  Head 
Start  program  in  Tucson,  pointing  out  that  communica- 
tion needs  to  be  strengthened  between  the  medical  pro- 
fession and  the  staffs  of  the  OEO  programs  with  the 
medical  profession  taking  a greater  leadership  role. 

SUBCOMMITTEE  ON  TITLE  XIX 

Dr.  Reed  reviewed  the  acti\ities  of  this  subcommittee 
since  the  last  meeting. 


The  revised  Title  XIX  plan  was  reviewed  in  detail 
by  Dr.  Reed  and  Dr.  Farnsworth. 

It  was  regularly  moved  and  unanimously  carried  that 
the  revised  plan,  as  presented,  be  approved  by  this  Com- 
mittee and  that  Board  of  Directors  approval  be  sought 
by  a mail  vote.  Also  that  the  opportunity  be  given  the 
Arizona  Psychiatric  Society  to  submit  a program,  to 
include  psychiatric  services  that  could  be  added  to  the 
final  approved  revised  plan  in  a way  to  allow  the 
legislators  to  e.xclude  it,  as  opposed  to  allowing  the 
legislators  to  include  it. 

Title  XIX  Newsletter 

The  concept  of  the  Title  XIX  Newsletter  was  present- 
ed. It  was  pointed  out  that  this  is  an  effort  to  get  as 
much  understanding  of  Title  XIX  as  possible  on  the  part 
of  the  public. 

It  was  regularly  moved  and  unanimously  carried  that 
this  Newsletter  be  created  as  soon  as  possible. 

Appointment 

Dr.  Charles  P.  Dries,  Pediatrician,  was  appointed  as 
a member  of  the  Title  XIX  Subcommittee.  Said  appoint- 
ment was  approved  by  the  Committee. 

SUBCOMMITTEE  ON  MENTAL  HEALTH 

Dr.  Deraid  May  reviewed  in  general  the  history  and 
current  status  of  the  “mental  health  authority”  in  Ari- 
zona, as  well  as  the  various  current  pressures  to  change 
the  existing  “mental  health  authority”  which  currently 
rests  with  the  State  Health  Department. 

Dr.  May  indicated  the  question  of  a separate  Depart- 
ment of  Mental  Health  will  undoubtedly  be  raised  during 
the  next  session  of  the  Legislature.  He  urged  that 
ArMA  be  prepared  to  take  a position  should  this  mater- 
ialize. 

SUBCOMMITTEE  ON  COMPREHENSIVE 
HEALTH  PLANNING 

Committee  Structure 

Dr.  Stanford  F.  Farnsworth  reported  on  the  develop- 
ment of  his  subcommittee  stating  that  the  following 
Inive  accepted  appointment; 

Frederick  J.  Brady,  M.D.  — Tucson 

Merlin  K.  DuVal,  M.D.  — Tucson 

Donald  F.  Schaller,  M.D.  — Phoenix 

It  was  recommended  and  approved  tliat  Dennont  W. 
Melick,  M.D.,  also  be  appointed  to  this  subcommittee. 
General  Report 

Dr.  Farnsworth  reviewed  P.L.  89-749  in  considerable 
detail.  He  pointed  out  that  it  does  not  cover  all  health 
programs.  He  stated  that,  at  tliis  time,  tlie  Genernor 
lias  not  appointed  a single  state  agency  to  administer 
the  Law  which  prohibits  any  real  action  at  tliis  time. 
Funds  are  available  at  present  for  plaiming  but  eamiot 
be  used  until  a single  state'  agency  is  appointed. 

Dr.  Farnsworth  also  indicate'd  that  ameudments  to 
P.L.  89-749  arc*  being  debated  in  Gougre'ss  at  this  tiiiu'. 

State  Repr('sentati\e  Frank  Kellei's  proposed  Bill 
relating  to  this  matter  was  reiiewed. 

Dr.  f’arusworth  urged  that  the  State  .\ssoei;itiou  eoii- 
tinue  following  the  de\elopmeut  ol  this  Law  iu  .Ari- 
zona for  the  protection  of  the  medieal  proR'ssiou  iu 
Arizona. 
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Dr.  Steen  asked  that  Dr.  Farnsworth  and  Dr.  Spend- 
love  attempt  to  talk  with  the  Governor  for  further 
clarification  of  his  position  on  P.L.  89-749. 


SUBCOMMITTEE  ON  REGIONAL 
MEDICAL  PROGRAMS 

Dr.  Dermont  W.  Melick  was  welcomed  as  a new  mem- 
ber and  subcommittee  chairman  by  Dr.  Steen. 

Dr.  Melick  presented  his  concept  of  this  program  as 
follows: 

The  Heart-Stroke-Cancer  law  (89-239)  is  a vague 
conglomeration  of  words  in  the  minds  of  most  phys- 
icians. This  short  report  is  an  attempt  at  clarification. 
The  DeBakey  Commission  report  was  very  unpopular. 
It  came  in  for  a good  deal  of  justifiable  criticism.  It 
appeared  to  be  a direct  threat  to  the  present  practice 
of  medicine.  It  suggested  a takeover  where  salaried 
l^hysicians  would  be  employed  by  a center  to  which 
all  medical  and  surgical  problems  would  be  referred 
(and  under  duress  so  it  seemed)  for  definitive  treat- 
ment. This  concept,  if  implemented,  would  have  made 
the  practicing  physician  a second-rate  citizen  working 
under  unfavorable  conditions  without  responsibility  to 
or  loyalty  from  his  patients.  Obviously  no  j)hysician 
in  his  right  mind  would  tolerate  this  for  one  moment. 
Objections  were  raised  to  the  Commission  report.  Pert- 
inent suggestions  were  made  in  the  proper  places. 
The  DeBakey  Commission  recommendations  were 
neatly  emasculated,  disemboweled  and  deposited  in 
proper  burial  fashion  without  benefit  of  mourners. 
There  it  remains  today.  Ever  may  it  remain  interred. 

The  law  as  eventually  passed  is  one  that  allows  the 
practicing  physician  to  determine  his  own  fate.  It 
allows  him  to  give  to  his  x>atient  his  best  efforts  and 
knowledge  supplemented,  aided  and  abetted  by  meth- 
ods and  innovations  peculiar  to  the  accumulated 
medical  knowledge  available  as  of  the  immediate 
present.  The  success  of  the  effort  to  imiDlement  the 
Heart-Stroke-Cancer  law  rests  in  the  able  hands  of 
the  physicians  of  this  country.  To  date  the  physicians 
have  responded  in  commendable  fashion.  When  a 
satisfactory  understanding  of  the  law  is  accomplished, 
cooperation  from  the  physicians  has  resulted.  This 
understanding  does  not  come  easily.  Every  attempt 
must  be  made  at  a local  level  to  give  this  law  com- 
plete, full  and  searching  discussion.  If  criticism  is  to 
be  forthcoming  let  it  be  now  when  clear  answers 
may  be  offered.  If  suggestions  for  action  are  to  be 
seriously  considered,  let  them  be  jpresented  now  when 
they  can  be  given  adequate  study  in  order  to  arrive 
at  the  best  conclusions.  The  physicians  have  the 
ability,  understanding,  knowledge  and  humanitarianism 
to  make  this  law  one  of  great  benefit  to  their  patients. 
The  indirect  personal  benefits  to  the  physician  should 
be  immense.  Tire  specifics  of  the  law  will  be  discussed 
with  each  county  medical  association  at  the  con- 
venience of  their  membership.  It  would  be  hoped 
that  the  end  result  will  find  all  of  us  in  accord  in 
one  objecti\'e;  that  our  patients  sliall  not  want  for 
care  and  such  care  shall  be  delivered  at  the  highest 
quality  level  it  is  within  our  power  to  command. 


Dr.  Melick  also  presented  a suggested  chart  of  organ- 
ization which  provides  for  all  proposed  programs  to  be 
routed  through  the  county  medical  society  and  then 
through  the  State  Association  before  it  would  be  con- 
sidered by  the  Begional  Medical  Programs  staff. 

Considerable  discussion  ensued  on  the  great  potential 
and  possibilities  of  this  program. 

OTHER  BUSINESS 

Dr.  Spendlove  briefly  reported  on  the  new  Federal 
Driver’s  License  Regulations  which  are  in  the  process 
of  being  formulated. 

MEETING  ADJOURNED  AT  3;  10  P.M. 

John  P.  Heileman,  M.D. 

Secretary 

by  Bruce  E.  Robinson 

Assistant  E.xecutive  Secretary 


24-HOUR  AIR  AMBULANCE  SERVICE 


A.  L mooRe  & sons 


Mortuary  and  Air  Ambulance  Service 

Adams  at  Fourth  Ave.  / Phoenix  /AL  2-3411 


ARIZONA  MEDICINE 

Address  all  correspondence  to  the 
lournal  Offices 

4601  N.  Scottsdale  Rd.,  Scottsdale,  Ariz.  85251 

Bruce  E.  Robinson 
Business  Manager 


National  Representative 
State  loumals  West 
Melvin  B.  Tyler,  Advertising  Manager 
693  Sutter  Street 
San  Francisco,  California  94102 

“The  material  in  this  journal  is  not  copyrighted.  We  ask 
that  anyone  using  material  from  it  note  the  previous  publica- 
tion in  ARIZONA  MEDICINE.” 

CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of  scientific  arti- 
cles for  publication  in  ARIZONA  MEDICINE.  All  such  con- 
tributions are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Material  submitted  for  publication  in  ARIZONA  MEDI- 
CINE should  conform  to  the  following  policies: 

1.  Manuscripts,  including  references  or  bibliography,  should 
be  typewritten,  double-spaced,  on  one  side  of  the  paper  only, 
and  the  original  and  a carbon  enclosed. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as  fol- 
lowed by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Although  tire  Editors  try  to  catch  inaccuracies,  the  ulti- 
mate responsibility  is  the  author’s. 

4.  Articles  are  accepted  for  publication  only  if  they  are 
contiibuted  exclusively  to  this  journal.  Ordinarily,  contribu- 
tors will  be  notified  within  60  days  if  a manuscript  is  ac- 
cepted for  publication.  Every  effort  will  be  made  to  return  un- 
used manuscripts. 

5.  The  Journal  reserves  the  right  to  edit  all  material. 

6.  Reprints  will  be  supplied  to  the  author  at  printing  cost. 
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A Building  Block  approach 
to  treating  hypertension 


With  these  three  therapeutic  building  blocks 

you  can  create  a once-a-day  regimen  to  fit  almost  any  degree 

of  hypertension.  See  the  following  pages  for  details  . . . 


I' 

I 


I 


Consider  starting  your  hypertensives 
on  this  basic  thiazide 


A single  daily  dose  of  Enduron  provides 
sodium  excretion  around  the  clock 


Enduron  is  a true  24-hour  single-dose  thiazide. 
Its  sodium  excretion  is  not  squeezed  into  an 
abrupt  peak  during  the  first  several  hours.  It 
is  well-sustained  in  a plateau-like  effect— with 
little  reduction  for  the  first  12  hours,  and  de- 
cline thereafter  only  gradual. 


Potassium  loss,  by  contrast,  is  low.  It  reaches 
an  early  minor  peak,  then  subsides  rapidly. 
Moreover,  since  dosage  is  but  once  a day, 
there  is  but  one  daily  peak  of  potassium  loss. 
As  with  all  thiazides,  however,  dietary  potas- 
sium supplementation  should  also  be  con- 
sidered, especially  in  long  or  intensive  therapy. 

Use  Enduron  as  an  ideal  starting  therapy  in 
mild  hypertension.  Use  it  too,  as  a basic  thera- 
peutic building  block  with  which  other  agents 
can  be  joined,  for  managing  your  more  re- 
sistant hypertensives. 

Once  a day,  every  day 

ENDURON* 

MEIHYCIOIHIAZIDE 


gnuTCio- 


DAILY 

DOSAGE 

RANGE 

Minimum 

Usual 

Intermediate 

Maximum 

I 

-J 

^ J 

2.5  mg.  tablet 

5 mg.  tablet 

7.5  mg. 

10  mg. 

See  Brief  Summary  on  final  page  of  advertisement. 


To  build  added  response, 
shift  to  Enduronyl 


The  deserpidine  component  adds 
enhanced  antihypertensive  activity 


The  rauwolfia  component  of  Enduronyl  is  de- 
serpidine (Harmonyl®),  a purified  crystalline 
alkaloid  supplied  only  by  Abbott.  It  augments 
Enduron  with  its  own  antihypertensive  and 
tranquilizing  action. 

Thus  the  combined  clinical  effect  of  these  two 
therapeutic  building  blocks  in  Enduronyl  is 
greater  than  can  ordinarily  be  achieved  with 
either  alone. 

To  add  flexibility,  Enduronyl  comes  in  two 
strengths:  regular  and  Forte.  Both  provide  5 
mg.  of  Enduron.  The  variation  is  where  most 
helpful:  in  the  deserpidine.  The  tablets  are 
scored,  and  give  a surprisingly  wide  and 
economical  choice  of  once-a-day  doses  (see 
below). 

Choose  Enduronyl  for  your  patients  in  the 
broad  range  of  mild  to  moderate  hypertension. 
Patient  acceptance  is  excellent! 

Once  a day,  every  day 

ENDURONYi: 

ITHVCL0THIA2IDE  5 MG.  WITH  DESERPIDINE  D.25  MG. 

ENDURONYL  FORTE 

MEEHYCLOEHIAZIDE  5 MG.  WITH  DESERPIDINE  0.5  MG. 


Minimum 


Usual 


Intermediate 


Maximum 


DAILY 

DOSAGE 

RANGE 


2.5  mg.  methyclothiazide 
0.125  mg.  deserpidine 


5 mg.  methyclothiazide 
0.25  mg.  deserpidine 


7.5  mg.  methyclothiazide 
0.375  mg.  deserpidine 


10  mg.  methyclothiazide 
0.5  mg.  deserpidine 


DAILY 

DOSAGE 


RANGE 


2.5  mg.  methyclothiazide 
0.25  mg.  deserpidine 


5 mg.  methyclothiazide 
0.5  mg.  deserpidine 


7.5  mg.  methyclothiazide 
0.75  mg.  deserpidine 


10  mg.  methyclothiazide 
1 mg.  deserpidine 


; See  Brief  Summary  on  final  page  of  advertisement. 
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Eutonyl  affords  a different  kind  of 

basic  therapy  for  moderate  to  severe  cases 


Effect  tied  to  reduced  peripheral  vascular 
resistance;  no  central  depressant  action 


Eutonyl  is  a unique  nonhydrazine  agent.  It  is 
reported  to  act  by  reducing  peripheral  vascu- 
lar resistance. ’-2 

In  clinical  trials,  significant  reductions  in  mean 
blood  pressure  were  seen  in  84%  of  patients 
studied— all  were  moderate  to  severe  cases. 
Eutonyl  lowers  diastolic  in  proportion  to  sys- 
tolic, and  in  about  half  of  the  cases  studied, 
reductions  in  the  sitting  and  recumbent  posi- 
tions were  nearly  as  great  as  in  the  standing 
position. 

Most  important:  There  is  no  central  depressant 
action.  In  fact,  some  patients  reported  an  in- 
creased sense  of  well  being. 

Here,  then,  is  a highly  effective  basic  treatment 
for  moderate  to  severe  cases— and  one  that  will 
not  hamper  your  patient  with  lethargy  or  drow- 
siness while  on  treatment. 


Once  a day,  every  day 


EUTONYi: 

PARGYLINE  HYDROCHLORIDE 


PMCVUNE 

HHSO 

CHLOSIM 


Minimum 

Usual  starting 

Intermediate 

Maximum 

DAILY 

DOSAGE 

RANGE 

\ 

r:..-  y 

■-y 

3). 

e),  qj  E0,  3^ 

10  mg.  tablet 

25  mg.  tablet 

50  mg.  tablet 
or  as  needed 

200  mg. 

1.  Brest,  A.  N.,  et  at.,  Cardiac  and  Renal  Hemodynamic  Response  to  Pargyline,  Ann.  N.  Y.  Acad.  Sci.,  107-1016,  1963. 

2.  Winsor,  T .,  Pargyline  Hydrochloride,  Hypertension,  Urinary  Tryptamine,  and  Vascular  Reflexes,  Geriatrics,  19:598,  Aug.,  1964. 


See  Brief  Summary  on  final  page  of  advertisement. 


Eutron  adds  thiazide  for  enhanced 
therapy  with  milder  side  effects 


ABBOTT 


Only  a 7/4  mm.  span  between  standing  and  recumbent  pressures 
in  clinical  trials— reduced  chance  of  orthostatic  hypotension 


The  combining  of  Eutonyl  and  Enduron  in  Eu- 
tron permits  a significantly  greater  antihyper- 
tensive effect  than  with  either  agent  used 
alone.  This  in  turn  may  allow  therapeutic  suc- 
cess with  lesser  dosage— and  correspondingly 
milder  side  effects. 

A significant  finding  in  clinical  trials  was  the 
drug’s  action  in  lowering  blood  pressure  to 
nearly  equal  levels  in  all  body  positions.  Total 
average  spread  between  standing  and  recum- 
bent readings  (after  treatment)  was  only  7/4 
mm.  Hg. 

Thus,  in  your  moderate  to  severe  cases,  Eutron 
affords  a usually  smooth  course  of  therapy, 
often  with  reduced  likelihood  of  orthostatic  ef- 
fects. (The  usual  precautions  against  rising 
suddenly,  of  course,  will  always  apply.)  And, 
because  of  the  thiazide  component,  Eutron 
may  be  used  in  the  presence  of  congestive 
heart  failure. 


Once  a day,  every  day 

EUTRON™ 

PARGYLINE  HYDROCHLORIDE  25  MG. 
WITH  METHYCL0THIAZIDE5MG. 


Minimum 


Usual  starting 


Intermediate 


Maximum 


DAILY 

DOSAGE 

RANGE 


12.5  mg.  pargyline 
hydrochloride  and  2.5  mg. 
methyclothiazide 


25  mg.  pargyline 
hydrochloride  and  5 mg. 
methyclothiazide 


37.5  mg.  pargyline 
hydrochloride  and  7.5  mg. 
methyclothiazide 


50  mg.  pargyline 
hydrochloride  and  10  mg. 
methyclothiazide 


See  Brief  Summary  on  final  page  of  advertisement. 
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ENDURON* 


ENDURONYi: 


MEIHyCLlIHIAZlOE 


Each  tablet  contains 
Methyclothiazide  5 mg.  with 
Deserpidine  0.25  mg.  or  0.5  mg. 


Indications:  Enduron  is  used  to  control  edema  and  mild 
to  moderate  hypertension;  also  used  with  other  drugs  for 
hypertension.  Enduronyl  is  used  in  mild  to  moderately 
severe  hypertension;  when  used  with  Enduronyl,  more 
potent  agents  can  be  given  at  reduced  dosage  to  mini- 
mize undesirable  side  effects. 

Contraindications:  Neither  Enduron  nor  Enduronyl  should 
be  used  in  severe  renal  disease  (except  nephrosis)  or 
shutdown;  in  severe  hepatic  disease  or  impending  hepatic 
coma;  in  patients  sensitive  to  thiazides.  Hepatic  coma 
has  been  reported  as  a result  of  hypokalemia  in  patients 
receiving  thiazides. 

Enduronyl  is  contraindicated  in  patients  with  severe 
mental  depression  and  suicidal  tendencies,  active  peptic 
ulcer,  or  ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  reactions  in  pa- 
tients with  a history  of  allergy  or  asthma.  If  added  potas- 
sium intake  is  indicated,  dietary  supplementation  is  rec- 
ommended. Enteric-coated  potassium  tablets  should  be 
reserved  for  cautious  use  only  when  adequate  dietary 
supplementation  is  not  practical  because  those  tablets 
may  induce  serious  or  fatal  small  bowel  lesions  consisting 
of  stenosis  with  or  without  ulceration.  These  small  bowel 
lesions  have  caused  obstruction,  hemorrhage  and  per- 
foration frequently  requiring  surgery.  Medication  should 
be  discontinued  immediately  if  abdominal  pain,  disten- 
sion, nausea,  vomiting  or  Gl  bleeding  occurs. 
Precautions:  Use  thiazides  with  caution  in  severe  renal 
dysfunction,  impaired  hepatic  function,  or  progressive 
liver  disease.  In  surgical  patients,  thiazides  may  reduce 
the  response  to  vasopressors  and  increase  the  response 
to  tubocurarine.  Use  thiazides  with  caution  in  pregnancy 
(bone  marrow  depression,  thrombocytopenia,  or  altered 
carbohydrate  metabolism  have  been  reported  in  certain 
newborn  infants).  Also  reported  have  been:  blood  dys- 
crasias  including  thrombocytopenia  with  purpura,  agran- 
ulocytosis and  aplastic  anemia;  elevations  of  BUN, 
serum  uric  acid,  or  blood  sugar.  Symptomatic  gout  may 
be  induced.  Antihypertensive  response  may  be  enhanced 
following  sympathectomy. 

Use  Enduronyl  with  caution  in  patients  with  a history 
of  peptic  ulcer,  as  rauwolfias  may  increase  gastric  secre- 
tion. Discontinue  at  the  first  sign  of  mental  depression. 
Rauwolfia  alkaloids  may  increase  hypotensive  effects  of 
surgery  or  anesthesia,  and  should  be  discontinued  two 
weeks  prior.  They  also  lower  the  convulsive  threshold 
and  shorten  seizure  latency.  In  epilepsy,  dosage  adjust- 
ment of  anticonvulsant  medication  may  be  necessary. 
Alcohol,  barbiturates,  or  narcotics  may  potentiate  action 
of  deserpidine. 

Adverse  Reactions:  During  intensive  or  prolonged  ther- 
apy, guard  against  hypochloremic  alkalosis  and  hypo- 
kalemia (especially  the  latter  if  patient  is  on  digitalis). 
All  patients  should  be  observed  for  signs  of  hyponatremia 
(“low-salt”  syndrome).  Reported  thiazide  reactions  in- 
clude: anorexia,  nausea,  vomiting,  diarrhea,  headache, 
skin  rash,  dizziness,  paresthesia,  weakness,  photosensi- 
tivity, jaundice,  and  pancreatitis. 

Reported  rauwolfia  reactions  include:  nasal  stuffiness, 
nausea,  weight  gain,  diarrhea,  aggravation  of  peptic  ui- 
cer,  epistaxis,  skin  eruption,  and  reduction  of  libido  and 
potency.  Excessive  drowsiness,  fatigue,  weakness,  and 
nightmares  may  signal  early  signs  of  mental  depression. 


EUTONYL* 


EUTRON™ 


PAUGVEINE  HVDROCHEOBIDE 


Each  tablet  contains 
Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 


Indications:  For  treatment  of  patients  with  moderate  to 
severe  hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  Not  recommended  for  patients  with 
mild  or  labile  hypertension  amenable  to  therapy  with 
sedatives  and/or  thiazide  diuretics  alone.  It  is  desirable 
to  establish  the  dosage  of  Eutron  by  administering  com- 
ponent drugs  separately. 


Contraindications:  Pheochromocytoma,  advanced  renal 
disease,  increasing  renal  dysfunction,  paranoid  schizo- 
phrenia and  hyperthyroidism.  Hepatic  coma  has  been 
reported  as  consequence  of  hypokalemia  with  thiazide 
therapy.  Until  further  experience  is  gained  not  recom- 
mended for  patients  with  malignant  hypertension,  chil- 
dren under  12,  or  pregnant  patients. 

Concomitant  use  of  the  following  is  contraindicated: 
other  monoamine  oxidase  inhibitors;  parenteral  forms  of 
reserpine  or  guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine  and  ami- 
triptyline, or  similar  antidepressants;  methyidopa.  2 week 
interval  should  separate  therapy  and  use  of  these  agents. 

Methyclothiazide  is  contraindicated  in  patients  with 
known  sensitivity  to  thiazides. 

Warnings:  Pargyline  hydrochloride  is  a monoamine  oxi- 
dase inhibitor.  Warn  patients  against  eating  cheese,  and 
using  alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When  indicated, 
alcohol,  narcotics  (meperidine  should  be  avoided),  anti- 
histamines, barbiturates,  chloral  hydrate,  and  other  hyp- 
notics, sedatives,  tranquilizers,  or  caffeine,  may  be  used 
cautiously  in  reduced  dosage.  In  emergency  surgery  Va 
to  Vs  the  usual  dose  of  narcotics,  analgesics,  and  other 
premedications  should  be  used  avoiding  parenteral  ad- 
ministration where  possible.  Carefully  adjust  dose  of  an- 
esthetics to  response  of  patient.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Warn  patients  about  the  possibility  of  postural  hypo- 
tension. Those  with  angina  or  coronary  artery  disease 
should  not  increase  physical  activity  with  an  improve- 
ment in  well  being.  Pargyline  may  lower  blood  sugar. 

Avoid  use  of  enteric-coated  potassium  tablets,  as 
these  may  induce  serious  or  fatal  small-bowel  lesions 
consisting  of  stenosis  with  or  without  ulceration.  These 
small-bowel  lesions  have  caused  obstruction,  hemor- 
rhage and  perforation  frequently  requiring  surgery.  Med- 
ication should  be  discontinued  immediately  if  abdominal 
pain,  distension,  nausea,- vomiting  or  Gl  bleeding  occurs. 
These  products  contain  no  added  potassium  salts  and  if 
added  potassium  intake  is  desired,  dietary  supplemen- 
tation is  recommended.  Coated  potassium  tablets  should 
be  reserved  for  cautious  use  when  adequate  dietary 
supplementation  is  impractical.  In  patients  with  a his- 
tory of  allergy  or  asthma  the  possibility  of  sensitivity 
reactions  should  be  considered. 

Precautions:  Measure  blood  pressure  while  patient  is 
standing  to  determine  antihypertensive  effect.  Use  with 
caution  in  hyperactive  or  hyperexcitable  persons.  Such 
persons  may  show  increased  restlessness  and  agitation. 
Withdraw  drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  increasing  drug 
effects  or  elevation  of  BUN  and  other  evidence  of  pro- 
gressive renal  failure;  withdraw  drug  if  such  alterations 
persist  and  progress.  Use  with  caution  in  patients  with 
liver  disease.  As  with  all  new  drugs,  complete  blood 
counts,  urinalyses,  and  liver  function  tests  should  be 
performed  periodically.  With  prolonged  therapy,  examine 
patients  for  change  in  color  perception,  visual  fields 
and  fundi.  Also  reported  have  been:  blood  dyscrasias 
including  thrombocytopenia  with  purpura,  agranulocytosis 
and  aplastic  anemia;  elevations  of  BUN,  serum  uric  acid, 
or  blood  sugar.  Symptomatic  gout  may  be  induced.  In 
surgical  patients  thiazides  may  reduce  response  to  vaso- 
pressors and  increase  response  to  tubocurarine. 

Adverse  Reactions:  Pargyline  may  be  associated  with 
orthostatic  hypotension.  Mild  constipation,  slight  ede- 
ma, dry  mouth,  sweating,  increased  appetite,  arthralgia, 
nausea  and  vomiting,  headache,  insomnia,  difficulty  in 
micturition,  nightmares,  impotence,  delayed  ejaculation, 
rash,  and  purpura  have  been  encountered  with  pargy- 
line. Hyperexcitability,  increased  neuromuscular  activ- 
ity (muscle  twitching)  and  other  extrapyramidal  symp- 
toms have  been  reported  in  a few  patients  with  reduced 
cardiac  reserve. 

During  intensive  or  prolonged  therapy,  guard  against 
hypochloremic  alkalosis  and  hypokalemia  (especially 
the  latter  if  patient  is  on  digitalis).  Observe  all  patients 
for  signs  of  hyponatremia  (“low  salt”  syndrome). 

Reported  thiazide  reactions  also  include  anorexia, 
nausea,  vomiting,  diarrhea,  headache, 
dizziness,  paresthesia,  weakness,  skin 
rash,  photosensitivity,  jaundice,  and  pan- 
creatitis. Nocturia  has  been  observed 
with  the  combination.  vogovsR 
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Hebe 

knew 

what  every 
doctor 
should 
know... 


“Hebe,  Cup-bearer  to  the  Gods."  An  early  steel  engraving. 


Hebe,  bless  her  heart  and  good  sense,  knew  that  wine  was  man's— and  the  gods' 
—first  medicine,  the  supreme  mild  tranquilizer  for  the  past  5,000  years  or  more. 

Hebe  served  her  wine  as  ambrosia  to  calm  the  jitters  of  Zeus,  Poseidon,  Hermes, 
and  other  early  executives,  including  her  husband  Hercules.  It  came  from  the 
classic  vine,  vitis  vinifera,  from  which  we  get  our  magic  in  California  today. 

What  about  you.  Doctor?  Do  you  use  the  wisdom  of  wine  to  aid  your  therapy 
in  many  types  of  cases?’^  Let  us  prescribe  for  you  our  free  book,  "USES  OF  WINE 
IN  MEDICAL  PRACTICE:  A SUMMARY."  25  years  of  worldwide  medical  re- 
search is  yours  for  the  asking. 

And  your  wife?  Wouldn't  she  enjoy  our  very  latest  free  booklet,  "CALIFORNIA 
WINE  COOKERY  AND  DRINKS,"  designed  to  make  her  a veritable  Hebe  in 
your  home?  Write  us  today. 

Here's  to  you,  Doctor,  your  family  and  your  patients.  Happier  days  with  wine ! 

*Rx  WINE:  4 ounces  with  lunch  and  dinner  daily.  Wine 
stimulates  gastric  flow;  can  help  the  convalescing  pa- 
tient; can  aid  the  patient  lacking  appetite;  can  help  re- 
lieve anxiety;  can  help  patients  suffering  from  the 
malabsorption  syndrome;  helps  hospital  and  geriatric 
home  morale;  helps  to  make  meal-time  pleasant  and  re- 
laxing. 

Just  address  WINE  ADVISORY  BOARD,  717  Market  Street,  San  Fran- 
cisco 94103,  on  your  professional  letterhead.  You  will  receive,  free: 
“USES  OF  WINE  IN  MEDICAL  PRACTICE,"  (62  pp.),  and  “CALI- 
FORNIA WINE  COOKERY  AND  DRINKS." 

WINE  ADVISORY  BOARD,  DEPT.  C-2,  717  MARKET  STREET,  SAN  FRANCISCO  94103 
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ORIGINAL  ARTICLES 


The  Clinical  Value  of 
Selective  Coronary  Angiography 


Alberto  Benchimol,  M.D. 
Harvey  C.  Tippit,  M.D. 
Ivan  G.  Maia,  M.D. 


The  indications  for  coronary  angiography  are  clearly  stated  by  the  authors. 
This  new  technique  is  now  being  widely  used  and  can  be  an  extremely 
useful  adjunct  to  other  diagnostic  procedures  in  clinical  cardiology. 


O INCE  the  introduction  of  selective  coronary 
angiography  by  Sones/  several  reports  by  oth- 
ers^'^^  have  confirmed  his  observations  and  this 
technique  has  gained  acceptance  in  medical 
centers  throughout  the  world  as  a valuable 
means  of  diagnosing  coronary  artery  disease 
and  other  causes  of  chest  pain. 

The  present  report  is  a review  of  our  exper- 
iences with  selective  coronary  angiography  over 
the  past  four  years.  During  this  period  (1963- 
1966)  we  have  performed  approximately  200 
such  procedures  in  patients  with  various  forms 
of  heart  disease.  Fig.  1-5. 

Indications  for  Coronary  Angiography 
1)  Patients  with  clinical  evidence  of  coronary 
artery  disease.  This  probably  includes  the  great- 
est number  of  patients  subjected  to  coronary 

from  the 

Institute  for  Cardiovascular  Diseases 
Good  Samaritan  Hospital,  Phoenix,  Arizona 

Supported  in  parts  by  grants  from  NIH  No.  HE11131-01,  South- 
west Foundation  for  Medical  Research  and  Education  and  Arizona 
Heart  Association 


angiograms.  Most  of  them  are  potential  candid- 
ates for  surgical  relief  of  coronary  disease.  The 
procedure  is  required  prior  to  a revascularization 
procedure,  such  as  the  Vineberg  operation,  in 
order  to  identify  the  severity  and  location  of 
the  obstructive  processes.  Internal  mammary 
artery  implantation  in  the  wall  of  the  left  ven- 
tricle (Vineberg’s  procedure)  and  its  variations 
can  give  some  relief  of  angina  pectoris  if  obstruc- 
tion is  predominantly  located  in  the  left  anterior 
descending  coronary  artery.  Fig.  2 & 4.  Posterior 
left  ventricle  implantation  or  right  ventricular  im- 
plantation can  also  be  accomplished,  rc([uiring 
the  use  of  an  intercostal  arter\'.  The  patient 
with  a single  obstructive  plaque  located  near  the 
ostium  of  a coronary  arter\'  may  be  a candidate 
for  direct  coronary  artery  surgery,  consisting  of 
an  endarterectomy  with  or  without  \ enous  graft. 
Coronary  angiography  must  be  performed  prior 
to  any  of  these  surgical  procedures  in  order  to 
locate  and  define  the  extent  of  the  disease  pro- 
cess. 
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2)  In  patients  with  evidence  of  coronary  art- 
ery disease  who  are  not  candidates  for  surgery 
this  technique  is  less  valuable.  However,  even 
in  those  patients  the  coronary  angiogram  pro- 
vides a map  of  the  coronary  tree  and  a better 
knowledge  of  the  degree  of  involvement  of  the 
coronary  system. 

3)  Patients  with  atypical  chest  pain.  This  is 
a large  group  of  patients  who  may  be  benefited 
by  coronary  angiograms.  The  physician  is  often 
confronted  with  the  clinical  problem  of  properly 
labeling  the  cause  of  “atypical  chest  pain.”  In 
some  instances  a diagnosis  of  angina  pectoris  is 
made  when  there  is  actually  no  coronary  artery 
disease  or  other  organic  heart  disease.  Fig.  5. 

The  diagnosis  of  coronary  atherosclerosis  is 
the  prerogative  of  the  physician,  sometimes  aided 
by  the  resting  or  exercise  electrocardiogram.  The 
patient  may  be  treated  with  any  of  a variety  of 
drugs.  The  diagnosis  naturally  arouses  anxiety, 
and  some  patients  may  become  addicted  to  nar- 
cotics used  to  relieve  “severe  angina  pectoris.” 
Case  1 of  the  appendix  is  a typical  example  of 
this  case. 

Coronary  angiograms  are  indicated  in  this 
group  of  patients  because  the  absence  of  any 
major  obstructive  process  in  the  angiogram  al- 
most excludes  coronary  disease  as  a cause  of 
chest  pain.  Occasionally,  however,  one  may  find 
patients  with  angina  pectoris  with  “normal”  maj- 
or vessels  of  the  angiograms  and  this  has  been 
attributed  to  a small  vessel  disease. 

4)  Patients  without  chest  pain  but  with  non- 
specific electrocardiographic  abnormality.  The 
electrocardiographer  in  his  desire  to  help  the 
physician  will  at  times  “overread”  the  electro- 
cardiogram, and  that  may  “confirm”  an  unwar- 
ranted diagnosis  of  coronary  atherosclerosis,  to 
the  patient’s  detriment.  Most  of  these  patients 
have  non-specific  abnormalities  on  the  electro- 
cardiogram and  the  angiograms  are  usually  nor- 
mal. The  other  facet  of  the  problem  is  the  case 
of  a patient  whose  electrocardiogram  is  diag- 
nostic of  an  infarction,  but  the  physician  will  not 
accept  the  diagnosis  of  coronary  artery  disease 
because  of  the  absence  of  symptoms.  Fig.  5 Most 
such  patients  probably  have  experienced  asymp- 
tomatic myocardial  infarction  and  have  signifi- 
cant coronary  disease.  The  risk  of  sudden  death 
due  to  an  arrhythmia  or  other  complication  of 


coronary  artery  disease  is  great  in  this  group 
of  patients  and  it  is  critical  that  the  correct  diag- 
nosis be  established.  The  diagnosis  is  particularly 
important  if  the  patient  is  engaged  in  public 
transportation,  as  pertains  to  airplane  pilots, 
bus  drivers  and  the  like.  Coronary  angiography 
is  of  a great  value  in  both  groups  of  patients  by 
determining  whether  or  not  significant  obstruc- 
tive disease  is  present. 

5)  Patients  with  aortic  valve  disease  and  an- 
gina pectoris.  We  perform  coronary  angiograms 
in  all  adult  patients  with  aortic  valvular  disease 
who  are  candidates  for  surgical  correction  of  the 
valvular  lesion.  The  association  of  severe  coro- 
nary artery  disease  with  aortic  stenosis  makes 
the  prognosis  worse,  and  possible  benefits  from 
surgical  correction  of  the  aortic  valve  disease 
are  lessened.  We  do  not  believe  that  operations 
should  be  denied  to  these  patients  because  of 
the  presence  of  coronary  disease,  but  operative 
mortality  is  high  and  post-operative  improve- 
ment may  be  slight.  On  the  other  hand,  patients 
with  aortic  stenosis  may  have  severe  angina 
pectoris  in  the  absence  of  significant  coronary 
artery  disease  in  which  case  relief  of  angina 
pectoris  is  expected  after  proper  repair  of  the 
aortic  valvular  disease.  Case  2 of  appendix. 

6)  Certain  forms  of  congenital  heart  disease. 
Congenital  anomalies  of  the  coronary  arteries 
occur  in  a fair  number  of  patients  with  congen- 
ital heart  disease.  There  is  no  denying  the  ad- 
visability of  coronary  angiography  in  children 
suspected  to  have  the  well  recognized  picture 
of  anomalous  coronary  artery.  Another  group 
of  patients  particularly  likely  to  have  an  abnor- 
mal distribution  of  the  coronary  arteries  is  those 
with  corrected  transposition  of  the  great  vessels 
(Case  3 of  appendix),  tetralogy  of  Fallot  and 
perhaps  other  anomalies.  It  is  our  routine  to 
obtain  coronary  angiograms  during  cardiac  cath- 
eterization in  such  patients  in  order  to  delineate 
the  location  and  distribution  of  the  main  branch- 
es of  the  coronary  arteries.  The  angiographic 
findings  help  the  cardiac  surgeon  in  planning 
the  proper  approach  for  a cardiotomy. 

Technique 

The  technique  which  is  used  in  our  laboratory 
is  the  selective  coronary  angiography  as  origin- 
ally described  by  Sones.  The  patient  is  premedi- 
cated with  50  or  75  mg.  of  meperidine  (Demer- 
ol), 25  mg.  of  Phenergan  and  0.4  mg.  of  Atropine. 
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This  medication  is  given  intramuscularly  30 
minutes  prior  to  the  procedure.  The  right  ante- 
cubital  area  is  prepared  and  infiltrated  with  1% 
Carbocaine.  The  right  brachial  artery  and  the 
medial  anticubital  vein  are  exposed.  A #7Vz 
Sones  catheter  (positrol  U.S.  Cath)  is  introduced 
into  the  artery  and  advanced  to  the  ascending 
aorta.  A *8  Zucker  bipolar  electrode  catheter  is 
introduced  into  the  cubital  vein  and  advanced  to 
the  right  atrium.  The  bipolar  catheter  is  then 
connected  to  a portable  external  pacemaker  (Cor- 
dis), and  the  right  atrium  is  paced  at  a rate  just 
above  the  sinus  rate.  Throughout  the  procedure 
the  Sones  catheter  is  manipulated  with  fluoro- 
scopic control  using  a Siemens  6 inch  image 
intensifier  with  closed  circuit  television  system. 
The  tip  of  the  catheter  is  positioned  in  the  base 
of  the  aorta  near  the  ostia  of  the  coronary  arter- 
ies. The  order  of  entry  of  the  coronary  arteries 
is  variable.  A small  amount  of  75%  Hypaque 
(5  to  7 ml.)  is  injected  by  hand  through  the  cath- 
eter in  order  to  determine  the  position  of  the 
catheter  tip.  After  trial  and  error  the  ostia  of 
the  coronary  arteries  are  entered.  High  speed 
cineangiograms  are  obtained  in  multiple  pro- 
jections using  35mm.  Arriflex  camera  at  a frame 
speed  of  48  to  60  per  sec.  The  best  projections 
for  proper  study  of  the  coronary  tree  are  the 
left  anterior  oblique  position  at  45  degrees.  In 
addition  to  the  35  mm.  films  an  Elema-Schonan- 
der  unit  is  used  and  six  14  x 14  plates  are  exposed 
in  one  second.  For  each  exposure  5 to  7 ml.  of 
Hypaque  are  used.  The  number  of  injections  var- 
ies from  6 to  12. 

Lead  II  of  the  electrocardiogram  is  continu- 
ously monitored  and  a DC  defibrillator  is  on 
standby  throughout  the  procedure.  In  addition 
to  the  35  mm.  film,  video  tape  of  the  angio- 
grams is  obtained,  affording  immediate  play- 
back of  the  angiograms  (Ampex  video  tape  re- 
corder). 

Complications 

In  our  experience  which  now  amounts  to  210 
cases  there  has  been  no  mortality.  Major  arrhy- 
thmias occured  in  four  cases;  these  were  two 
episodes  of  ventricular  fibrillation  which  oc- 
curred during  injection  and  two  episodes  of  ven- 
tricular tachycardia.  All  were  promptly  treated 
by  means  of  DC  shock  with  immediate  restor- 


ation of  a normal  sinus  rhythm.  All  these  ar- 
rhythmias occurred  prior  to  use  of  atrial  pacing. 
An  additional  patient  with  severe  angina  pec- 
toris (15  to  20  episodes  a day)  developed  an 
acute  myocardial  infarction  five  days  following 
the  coronary  angiograms. 

In  four  to  six  percent  of  all  cases  the  radial 
pulse  could  not  be  obtained  after  repair  of  the 
brachial  artery,  presumably  because  of  throm- 
bosis of  the  artery.  None  were  incapacitated 
from  the  blockage  nor  required  surgical  cor- 
rection. 

Two  patients  developed  medial  nerve  causal- 
gia  after  infection  with  Pseudomonas  species  at 
the  sites  of  cutdown.  Neither  patient  was  per- 
manently disabled  by  that  complication. 

Discussion 

Our  experience  has  demonstrated  the  value  of 
selective  coronary  angiography  in  the  diagnosis 
of  atypical  chest  pain.  It  also  has  raised  a ques- 
tion as  to  the  validity  of  the  assumption  that 
everyone  past  30  to  40  has  coronary  artery 
disease,  an  expression  which  has  gained  popular- 
ity in  recent  years  and  is  beheved  by  many. 

It  cannot  be  doubted  that  the  combination  of 
several  laboratory  tests  (including  resting  and 
exercise  electrocardiograms,  vectorcardiograms 
and  apexcardiograms)  is  useful  in  establishing 
the  cause  of  chest  pain.  Coronary  arteriography 
has  added  considerably  to  our  understanding 
of  the  disease  process  and  it  should  be  used  in 
combination  with  all  other  ancillary  laboratory 
tests. 

A number  of  patients  with  angina  pectoris 
and  abnormal  coronary  angiograms  were  found 
to  have  normal  resting  and  exercise  electro- 
cardiograms. Yet  oi>e  must  be  aware  that  no 
test  available  to  the  physician  yields  a certiun 
diagnosis  of  coronary  disease  and  this  holds 
true  for  coronary  arteries,  isolated  small  phupies 
or  irregularity  of  the  lumen  without  major  ob- 
struction (less  than  60%  occlusion  of  the  lumen) 
in  a single  vessel  was  not  usually  associated 
with  angina  pectoris.  The  reverse  is  also  true: 
Angina  occurs  (rarely)  with  normal  major 
branches  of  the  coronary  arteries  on  the  migio- 
gram,  probably  on  the  basis  of  small  vessel 
disease  not  seen  on  the  angiogram. 
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Figure  1 

Normal  left  coronary  angiogram  in  30-year-old  male  without  history  of  heart  disease.  Note  the  short  trunk  of 
thp  main  left  coronary  artery  and  the  bifurcation  with  the  two  main  branches:  left  anterior  ascending  artery 
(follows  the  left  border  of  the  heart)  and  the  left  circumflex  artery  (medial  to  the  anterior  descending). 


J.R  -49m  TOTAL  OCCLUSION --  LEFT  ANT  DESC. 


I II  m qVR  qVL  qVF 


Figure  2 


Figure  2 

Abnormal  coronary  angiogram  in  a 49-year-old  male 
with  total  occlusion  of  the  left  anterior  descending 
coronary  artery  (LAD).  There  is  also  a major  occlusive 
process  at  the  take-off  of  the  left  circumflex  artery 
(LC).  Arrows  indicate  the  site  of  obstruction.  Frontal  (F), 
Saggital  (S)  and  Horizontal  (H)  planes  vectorcardiogram 
are  also  illustrated,  demonstrating  the  presence  of  an 
extensive  antero-lateral  myocardial  infarction.  Electro- 
cardiogram is  also  typical  of  an  antero-lateral  infarction. 


O.M.-54m.-  TOTAL  OCCLUSION  RIGHT  COR.  ART. 
INFERIOR  AND  LATERAL  MYOC.  INF. 


Figure  3 

Total  occlusion  of  the  main  trunk  of  the  right  coronary 
artery  (arrow)  in  a 54-year-old  male  with  chest  pain 
not  considered  to  be  angina  pectoris  and  with  electro- 
cardiographic evidence  of  an  inferior  and  lateral  wall 
myocardial  infarction. 
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T.C.-2I  M.-COMPLETE  BLOCK  LEFT  ANTER.  OESC. 


Figure  4 

Abnormal  coronary  angiogram  in  a 21-year-old  male 
with  complete  block  of  the  left  anterior  descending 
(LAD)  artery.  Collateral  circulation  from  the  circumflex 
artery  (CA)  bypasses  the  lesion  and  established  com- 
munication with  the  LAD  artery.  The  patient  had  typical 
history  of  myocardial  infarction. 


Figure  5 

Normal  coronary  angiogram  in  a 41-year-old  woman 
with  history  of  atypical  chest  pain  and  abnormal  electro- 
cardiogram showing  complete  left  bundle  branch  block. 
This  patient  was  diagnosed  as  myocardicpathy  of  un- 
known etiology. 

Summary  and  Conclusions 

This  paper  discusses  our  experience  with 
selective  coronary  angiography  in  210  patients 
with  various  forms  of  heart  disease  and  the 
opinions  which  we  have  derived  from  that  ex- 
perience. 

The  technique  was  found  to  be  useful  in  con- 
firming the  diagnosis  of  coronary  disease  and 
in  investigating  atypical  chest  pain.  Significant 
occlusion  (60%  or  more)  of  one  or  more  of  the 
major  coronary  arteries  was  almost  invariably 
associated  with  symptoms.  A small  portion  had 
what  was  thought  to  be  angina  pectoris  but 
lacked  significant  major  vessel  involvement. 
This  was  attributed  to  small  vessel  disease  not 
revealed  by  the  angiograms.  A number  of  pat- 
ients with  angina  pectoris  and  abnormal  coro- 
nary angiograms  were  found  to  have  normal 
resting  and  exercise  electrocardiograms. 


APPENDIX 

Case  1. 

A.  D.,  a 48-year-old  registered  nurse,  under- 
went hysterectomy-bilateral  oophorectomy  when 
she  was  only  17.  In  1957  she  was  hospitalized 
with  severe  anterior  chest  pain;  she  was  con- 
fined there  one  month  and  told  she  had  sus- 
tained a myocardial  infarction.  In  1962  she 
began  to  have  recurrent  pains  from  left  of  the 
sternum  to  the  left  infra-scapular  area,  and 
heaviness  in  the  left  arm.  These  discomforts 
occurred  during  exercise  and  nitroglycerin  failed 
to  give  relief.  She  became  confined  to  bed  and 
began  taking  narcotics  regularly  for  avoidance 
of  pain,  nausea  and  vomiting. 

On  physical  examination  the  blood  pressure 
was  120/60  mm.Hg.  Carotid  sinus  stimulation 
slightly  slowed  the  heart  but  did  not  relieve  her 
pain.  Tenderness  was  detected  inconsistently  and 
in  various  places  in  the  anterior  chest  wall. 
The  heart  and  peripheral  vasculature  appeared 
normal.  Chest  x-ray  showed  normal  heart  size. 
Tests  of  the  blood  and  urine,  the  electrocardio- 
grams of  the  1957  episode  were  reviewed  and 
they  showed  non-specific  abnormalities  of  the 
T waves. 

Coronary  arteries  were  visualized  by  angio- 
graphy. The  right  coronary  artery  was  normal; 
the  left  coronary  sinus  was  injected  and  the 
left  main  coronary  artery  and  main  parts  of 
the  anterior  deseending  and  circumflex  branches 
were  normal.  Pulmonary  arteriography  demon- 
strated normal  pulmonary  arteries. 

This  case  illustrates  the  problem  of  atypical 
chest  pain  in  a patient  who  has  become  addicted 
to  narcotics  because  of  the  diagnosis  of  “severe 
angina  pectoris.”  Normal  coronary  angiograms 
in  this  type  of  problem  definitely  ruled  out  coro- 
nary disease  as  a eause  of  chest  pain. 

Case  2. 

J.  C.,  a 59-year-old  man  who  at  the  age  of  53 
began  to  have  burning  sensation  in  the  sternum 
while  climbing  stairs.  This  began  to  occur  during 
his  work  as  a bricklayer  and  in  the  mornings 
whenever  he  walked  on  a level.  It  progressed 
until  he  could  not  walk  15  feet  without  pain.  He 
never  fainted  but  felt  dizzy  after  sitting  up  or 
lying  down  quickly  or  rolling  over  in  bed.  In 
September,  1966,  he  had  dyspnea  at  night  and 
had  to  sit  up  to  catch  his  breath.  Digitalis  \\as 
prescribed,  and  no  further  dyspnea  occurred. 
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On  physical  examination  the  arterial  pulses 
were  soft  and  sustained.  Blood  pressure  was 
110/60  mm.Hg.  A crescendo-decrescendo,  high 
pitched  murmur  filled  systole  and  suggested  the 
sound  of  sawing  wood;  it  was  loudest  at  the 
aortic  area  and  manubrium  and  was  heard  at  the 
left  sternal  border,  apex  and  carotid  arteries. 
There  was  a quiet,  high  pitched,  decrescendo 
diastolic  murmur  at  the  third  intercostal  space, 
left  sternal  border. 

Cardiac  catheterization  demonstrated  normal 
pressures  in  the  right  side  of  the  heart.  Retro- 
grade catheterization  of  the  left  ventricle  demon- 
strated a systolic  pressure  gradient  at  the  aortic 
valve  of  50-80  mm.Hg. 

Cineangiography  revealed  no  significant  mit- 
ral insufficiency  but  moderate  aortic  insuffici- 
ency with  opacification  of  the  left  ventricle 
from  the  aortic  root.  Coronary  arteriography  re- 
vealed widely  patent  coronary  arteries  and  retro- 
grade flow  oecurred  during  systole  from  the  left 
coronary  artery  to  the  aorta. 

On  December  22,  1966,  a calcified,  bicuspid 
aortic  valve  was  removed  and  replaced  with  a 
eaged  ball  prosthesis.  The  patient  had  a good 
post-oj>erative  recovery  and  was  discharged 
from  the  hospital  3 weeks  after  the  open  heart 
surgery. 

This  case  illustrates  the  presence  of  angina 
pectoris  due  to  severe  aortie  valvular  disease  in 
the  absence  of  any  significant  degree  of  coronary 
disease. 

Case  3. 

A.  T.,  29-year-old  housewife  with  a heart  mur- 
mur first  heard  at  age  of  6.  She  was  asympto- 
matic until  October  1965  when  she  experienced 
slight  chest  pain  and  fainted.  Thereafter,  she 
had  pains  to  the  left  of  the  sternum  and  under 
the  left  breast  which  were  only  occasionally 
associated  with  exercise,  and  she  felt  a cramping 
sensation  in  the  anterior  chest  accompanied  by 
lightheadedness  at  times. 


On  physical  examination  the  blood  pressure 
was  100/70  mm.Hg.  Pulse  was  80  and  regular. 
The  apical  impulse  was  normally  located  but 
sustained  and  there  was  a Grade  HI,  holosys- 
tolic  murmur  over  the  entire  precordium,  loudest 
at  the  left  sternal  border  in  the  fourth  intercostal 
space. 

Electrocardiogram  suggested  left  ventricular 
hypertrophy  and  strain.  Chest  x-ray  showed  an 
abnormal  upper  left  cardiac  border  suggesting 
an  abnormally  located  ascending  aorta  and  the 
vascular  base  of  the  heart  was  narrow. 

Cardiac  catheterization  revealed  no  abnormal 
gradients  at  the  valves.  Cineangiocardiography 
demonstrated  corrected  transposition  of  the  great 
arteries  without  valvular  deformity.  Coronary 
angiography  revealed  an  abnormal  position  of 
the  left  coronary  artery;  the  coronary  arteries 
were  free  from  obstruction. 

This  case  demonstrates  an  anomalous  distri- 
bution of  the  coronary  arteries  in  a patient  with 
congenital  heart  disease.  It  also  ruled  out  coro- 
nary artery  involvement  or  the  cause  of  an  atypi- 
cal chest  pain. 
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Gastric  hypothermia  may  be  of  considerable 
value  by  converting  potential  high-risk  emer- 
gency operative  procedures  into  elective  op- 
erations with  reduced  morbidity  and  mortal- 
ity. 
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T 

I HE  high  morbidity  and  mortality  associated 
with  emergency  surgery  for  massive  upper 
gastrointestinal  hemorrhage  have  stimulated  in- 
vestigators to  search  for  a more  satisfactory  treat- 
ment. Dr.  Owen  Wangensteen  published  his  first 
report^  on  gastric  hypothermia  for  massive  up- 
per gastrointestinal  hemorrhage  in  1958.  Prelim- 
inary studies  on  experimental  animals  clearly  es- 
tablished that  cooling  of  the  stomach  produced 
a significant  reduction  in  gastric  blood  flow,  acid 
secretion  and  digestive  activity.  These  altera- 
tions are  believed  to  be  the  prime  mechanisms'  " 
by  which  esophageal,  gastric  and  duodenal  hem- 
orrhage are  controlled. 

TABLE  I 

LOCAL  EFFECT  OF  GASTRIC  HYPOTHERMIA 

1.  Peptic  activity  is  essentially  suspended. 

2.  Gastric  secretion  of  HCL  is  diminished  by  75%  or 
more. 

3.  Gastric  blood  flow  is  decreased  about  60%. 

4.  Motility  of  stomach  and  G.I.  tract  slowi'd  down. 

5.  Antrum  still  responds  to  stimuli  (after  cooling)  — cold 
apparently  acts  directly  on  parietal  cells. 

6.  Rebound  appearance  of  gastric  secretion  usualb-  wath- 
in  2-6  hours  after  cessation  of  hypothenuia. 
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Gastric  cooling  also  produces  reduction  in  hepa- 
tic blood  flow\  renal  blood  flow"*  and  pancreatic 
enzyme  activity^  Gastric  hypothermia  readily 
induces  systemic  hypothermia  and  generally  re- 
quires application  of  external  heat*’®. 

TABLE  II 

CHANGES  PRODUCED  BY  GASTRIC 
HYPOTHERMIA  ON  OTHER  ORGANS 

1.  Reduction  of  hepatic  blood  flow  (30%).® 

2.  Fifty  to  sixty  percent  reduction  of  renal  blood  flow 
and  glomerular  filtration  rate.® 

3.  Reduction  of  pancreatic  enzyme  activity  and  reduc- 
tion of  intraperitoneal  fluid  production  in  experi- 
mentally produced  pancreatitis  (50%).® 

4.  Reduction  of  general  body  temperature.® 

Apparatus 

Gastric  cooling  is  achieved  by  the  circulation 
of  a chilled  ethyl  alcohol  solution  (50-95%) 
through  an  intragastric  baloon.  The  apparatus 
requires  a refrigeration  unit,  a pump,  thermom- 
eters and  a valve  control  mechanism  which  will 
maintain  constant  flow  and  fixed  inflation  of 
the  intragastric  balloon.  We  have  chosen  the 
Swenko  Gastric  Hypothermia  Machine  (Figure 
1 ) although  other  suitable  machines  are  avail- 
able to  the  medical  profession.  Figure  2 shows 
the  latex  balloons  of  varying  shapes  designed  for 
control  of  bleeding  in  the  duodenum,  stomach 
and  esophagus. 


Figure  I 


Technique 

At  the  Tucson  Veterans  Administration  Hos- 
pital all  patients  with  massive  upper  gastrointes- 


tinal hemorrhage  are  admitted  to  the  Surgical 
Service.  Blood  volume  is  restored  with  appro- 
priate electrolyte  solutions  and  an  adequate 
quantity  of  blood.  Gontinuous  nasogastric  suc- 
tion is  instituted  and  moderate  sedation  of  the 
patient  provided.  Should  this  conservative  regi- 
men fail,  the  stomach  is  thoroughly  evacuated 
of  its  contents  by  means  of  repeated  irrigation 
using  a large  bore  stomach  tube  and  gastric 
hypothermia  is  then  instituted.  Gomplete  evacu- 
ation of  blood  clots  and  other  contents  is  im- 
portant in  permitting  direct  contact  between  the 
intragastric  balloon  and  the  stomach  wall  for 
maximum  cooling  effect.  A small  nasogastric 
tube  is  first  replaced  to  serve  as  a monitor  for 
bleeding  after  cooling  is  instituted.  The  in- 
tragastric balloon  is  then  placed  in  the  stomach 
and  distended  to  a volume  between  400  and  600 
cc.  and  circulation  of  the  chilled  solution  at 
0 to  4-5  degrees  centigrade  is  begun. 

The  cooling  is  normally  continued  until  bleed- 
ing ceases  and  for  6-12  hours  after  its  cessation. 
The  balloon  may  be  left  in  place  for  an  addi- 
tional 12-24  hours  while  one  determines  if  bleed- 
ing should  recur.  If  bleeding  is  not  controlled 
after  four  or  five  intervals  of  cooling,  the  method 
is  considered  a failure  and  emergency  surgical 
intervention  is  instituted. 


Figure  2 
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TABLE  m 

SUMMARY  OF  RESULTS  OF  ESOPHAGOGASTRIC  HYPOTHERMIA 
IN  MASSIVE  UPPER  GASTROINTESTINAL  HEMORRHAGE 


Esophageal  varices 

Number  of 
patients 

Hemorrhage 

controlled 

Average  length 
of  hypothermia 

Death  from 
other  causes 

1 

1 

9 hrs. 

0 

Gastric  ulcer 

7 

7 

29  hrs. 

4 

Duodenal  ulcer 

9 

8 

46.4  hrs. 

2 

Steroid  ulcer 

1 

1 

16.5  hrs. 

0 

Marginal  ulcer 

1 

1 

96  hrs. 

0 

Unknown  etiology 

1 

1 

18  hrs. 

0 

Death  from 
hemorrhage 
0 
0 
1 
0 
0 
0 


During  the  cooling  procedure  the  physician 
has  adequate  opportunity  to  correct  fluid,  elec- 
trolyte and  blood  volume  deficits.  With  these 
properly  corrected  the  patient  is  in  a better  phy- 
siological state  to  tolerate  the  appropriate  sur- 
gical therapy  for  the  pathological  state  causing 
the  hemorrhage.  This  is  especially  important  in 
elderly  or  chronically  ill  patients. 

Discussion 

Gastric  hypothermia  has  been  shown  to  retard 
and  virtually  inhibit  gastric  digestion  as  shown 
experimentally  by  Wangensteen  and  his  groups. 
This  effect  is  produced  primarily  by  (a)  sup- 
ression  of  gastric  secretion,  (b)  depression  of 
peptic  activity,  and  (c)  diminution  of  gastric 
blood  flow.  The  authors,  like  others^,  believe 
that  these  are  the  major  mechanisms  in  controll- 
ing massive  upper  gastrointestinal  hemorrhage 
by  intragastric  cooling. 

This  experience  includes  the  use  of  intragas- 
tric hypothermia  23  times  in  20  patients  — 16 
patients  were  treated  in  the  Tucson  VA  Hos- 
pital and  4 in  other  Tucson  hospitals.  In  gen- 
eral, active  bleeding  is  controlled  within  two 
to  four  hours  after  institution  of  the  gastric 
hypothermia.  This  is  confirmed  by  the  absence 
of  fresh  blood  in  the  nasogastric  drainage  tube. 
Table  III  summarizes  our  overall  experience  with 
gastric  hypothermia. 

Upper  gastrointestinal  hemorrhage  was  con- 
trolled in  19  of  the  20  cases  presented.  In  one 
elderly  patient,  bleeding  continued  from  a large 
duodenal  ulcer  in  spite  of  13.5  hours  of  con- 
tinuous gastric  hypothermia.  This  patient  was 
not  subjected  to  surgical  treatment  in  view  of 
his  very  poor  physical  condition.  Death  occurred 
in  six  other  patients,  however,  such  was  caused 
by  a variety  of  complications  which  preceded 
the  use  of  hypothermia  and  not  as  a result  of 
its  failure  to  control  hemorrhage.  The  period  of 
cooling  ranged  from  3/2  hours  to  113  hours.  The 
average  age  of  these  patients  is  57  years,  the 
youngest  being  37  and  the  oldest  75.  AU  cases 
reported  have  been  massive  bleeders  not  res- 


ponding to  the  standard  conservative  regimen 
for  massive  upper  gastrointestinal  hemorrhage 
consisting  of  gastric  lavage  with  iced  saline, 
blood  transfusions  and  fluid  and  electrolyte  re- 
placement. When  these  proved  unsuccessful,  gas- 
tric hypothermia  was  instituted.  When  neces- 
sary definitive  surgery  was  performed,  the  pa- 
tient was  invariably  in  a better  physiological 
state,  tolerating  the  procedure  well  and  having 
a smoother  postoperative  course.  As  the  number 
of  cases  increase  our  enthusiasm  for  this  ad- 
junctive measure  also  increases.  It  must  be  em- 
phasized that  this  procedure  does  not  consti- 
tute definitive  treatment  for  the  cause  of  bleed- 
ing but  rather  an  important  adjunct  in  the  man- 
agement of  massive  upper  gastrointestinal  hem- 
orrhage. 


Summary 

1.  The  effects  of  gastric  hypothermia  on  the 
stomach  and  neighboring  organs  are  briefly  re- 
viewed. 

2.  The  safety  and  usefulness  of  this  procedure 
in  20  cases  have  convinced  the  authors  that  it 
should  be  more  freely  used  in  the  control  of 
massive  upper  gastrointestinal  hemorrhage. 

3.  The  technique  is  simple,  the  equipment 
relatively  inexpensive  and  the  results  gratifying. 

4.  In  most  cases  gastric  hypothermia  is  capable 
of  converting  an  emergency  operation  to  an  elec- 
tive procedure  and  thus  significantly  reducing 
morbidity  and  mortality  in  this  group  of  pa- 
tients. 
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Melvin  L.  Cohen,  M.D. 


Guide  to  Pediatric  Intravenous  Therapy 

A group  of  fundamental  concepts  which  any  physician,  treating  pediatric 
patients,  should  have  at  his  fingertips. 


I INTRODUCTION 

|t  is  not  the  purpose  of  this  paper  to  provide 
a substitute  for  basic  knowledge  in  the  physiol- 
ogy of  fluid  and  electrolytes,  nor  a substitute 
for  sound  clinical  judgment  and . careful  obser- 
vation. Rather  it  should  be  a starting  point  for 
the  institution  of  intravenous  therapy  in  the  most 
common  types  of  pediatric  problems.  Although 
twenty-four  hour  therapy  is  outlined,  one  should 
not  be  “committed”  to  this  length  of  time  if  the 
patients’  clinical  conditions  so  warrant  specific 
alterations  in  treatment. 

Needless  to  say,  the  novice  should  not  take 
it  upon  himself  to  utilize  this  guide  to  treat  sick 
children  without  basic  understanding  of  the 
normal  and  abnormal  physiological  principles. 
Nevertheless,  there  are  a large  number  of  phys- 
icians, well  trained  and  capable,  who  find  it 
necessary  to  administei  intravenous  fluids  in- 
frequently enough  so  as  to  make  impossible  the 
rapid,  accurate  decisions  for  fluid  therapy  under 

Director,  Pediatric  Residency  Program 
St.  Joseph’s  Hospital 
Phoenix,  Arizona 


urgent  or  semi-urgent  situations.  The  well  train- 
ed specialist  in  fluid  therapy  is  not  always  im- 
mediately available  when  time  may  be  of  the 
essence. 

This  author  has  not  performed  any  of  the 
original  investigation  necessary  for  the  estima- 
tion of  maintenance  and  deficit  requirements. 
Theoretical  and  investigative  considerations  will 
be  presented  at  a minimum,  and  the  reader  is 
referred  to  the  bibliography  for  the  original 
publications  written  by  experts  in  the  field. 

Your  attention  is  drawn  to  the  appendix  of 
this  article  where  the  most  popular  intravenous 
solutions  are  listed,  with  their  respective  electro- 
lyte concentrations.  In  addition,  concentrated 
electrolyte  solutions  presently  on  the  market  and 
readily  available  are  listed  for  quick  reference. 
For  practical  purposes  the  volume  of  water 
added  when  these  electrolyte  concentrates  are 
used  is  so  small  that  one  need  not  consider  it 
in  overall  therapy. 

In  an  effort  to  provide  a rapid,  ready  refer- 
ence as  an  aid  for  interns  and  residents  in  a 
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teaching  hospital,  a simple  “slide  rule”  guide 
has  been  devised  which  summarizes  the  text  of 
this  paper  for  intravenous  therapy  in  the  most 
common  pediatric  problems  (Figure  1). 

General  Considerations 

Fortunately  renal  compensatory  mechanisms 
generally  allow  for  errors  of  20-25%  or  more  in 
the  estimation  of  fluids  and  electrolytes,  pro- 
vided kidney  function  is  adequate.  Systems  based 
on  body  weight,  surface  area  and  caloric  ex- 
penditure have  all  been  utilized  successfully 
but  it  is  apparent  that  weight  alone  cannot  be 
used  as  a guide  without  allowing  for  the  propor- 
tionately higher  water  and  electrolyte  needs 
per  unit  of  body  weight  in  infants  and  children 
when  compared  with  larger  children  and  adults. 

The  methods  used  in  computing  the  values  on 
the  slide  rule  aid  will  be  briefly  reviewed  on 
the  following  pages.  Estimation  of  maintenance 
needs  is  largely  based  on  caloric  expenditure, 
and  dehydration  needs  on  body  weight.  In  each 
condition,  both  have  been  combined  to  give  the 
24  hour  requirements.  The  physician  may  utilize 
either  the  “estimated  24  hour  therapy”  guide  and 
use  the  solutions  he  so  desires  (see  appendix)  or 
the  “Treatment  Guide”  for  accomplishing  the 
same  approximate  end  results. 

Shock: 

In  general,  plasma,  blood,  or  expanders  are 
not  given  initially.  After  initial  hydration,  how- 
ever, approximately  10  ml/Kg  may  be  given 
when  indicated  in  addition  to  the  recommended 
24  hour  requirements  listed.  (The  slide  rule  does 
not  include  the  therapy  for  shock. ) 

Potassium: 

Intravenous  potassium  concentrations  should 
not  exceed  4 mEq/100  ml  (40  mEq/liter).  Potas- 
ium  is  added  as  a KCl  concentrate  unless  ex- 
cessive chloride  is  contraindicated  as  in  hyper- 
tonic dehydration.  In  the  latter  case  a potassium 
acetate  concentrate  is  used.  Total  potassium  def- 
icits are  not  given  because  replacement  of  total 
potassium  deficits  along  with  maintenance  re- 
quirements are  generally  not  possible  in  24 
hours.  However,  a safe  potassium  concentration 
is  suggested  for  administration  after  initial  hy- 
dration and  after  renal  function  is  established. 
Newborn: 

During  the  first  week  of  life  fluid  and  electro- 
lyte needs  are  unlike  older  infants.  Therefore 
this  guide  to  therapy  should  not  be  used  when 
treating  newborns. 


Rate  of  Flow: 

15  standard  drops  = 1 ml 

60  microdrops  = 1 ml 

4 microdrops  = 1 standard  drop 

microdrops/min.  = ml. /hr. 

By  using  the  “microdrop”  apparatus,  orders 
can  readily  be  written  as  ml. /hr.  with  little 
chance  of  error. 

MAINTENANCE  REQUIREMENTS 

Maintenance  requirements  are  based  on  cal- 
oric expenditure  following  the  formula  derived 
by  Holliday  and  Segar^  as  follows: 

Body  weight  0-10  Kg.— 100  Cal./Kg. 

Body  weight  10-20  Kg.— 1000  Cal.  plus  50  Cal. 

for  each  Kg.  over  10. 
Body  weight  over  20  Kg.— 1500  Cal.  plus  20  Cal. 

for  each  Kg.  over  20. 

These  estimates  of  caloric  expenditure  are 
based  on  normal  renal  and  insensible  watei’ 
losses  and  may  be  altered  by  body  temperature, 
thyroid  function,  environmental  temperature  and 
humidity,  ectodermal  defects,  renal  function, 
solute  load  and  other  metabolic  abnormalities. 
However,  for  the  majority  of  acutely  dehydrated 
infants  and  children  without  other  apparent  ab- 
normalities and  near  normal  renal  function,  these 
estimates  are  satisfactory  for  sick  patients  under 
circumstances  above  basal  conditions  (bed  pat- 
ient) but  below  the  requirements  estimated  for 
normal  living  conditions.  Approximately  7%  may 
be  added  for  each  degree  Fahrenheit  of  fever. 

Darrow^  estimates  caloric  expenditure  at  lower 
values  than  stated  above,  but  also  estimates 
water  requirements  at  higher  values/100  Cal. 
For  practical  purposes  the  final  values  per  24 
hours  are  little  different. 

Estimates  of  water  requirements  are  equal  to 
the  number  of  Calories,  Na  3 mEq/100  Cal,  K 
and  Cl  each  2 mEq/100  Cal. 

The  choice  of  solutions  for  maintenance  is  an 
individual  decision.  Glucose  water  with  added 
KCL  and  Na  lactate  (below)  is  perfectly  ade- 
quate. Prepared  solutions,  such  as  Isolyte  P 
(Baxter)  or  Electrolyte  *48  (Cutter)  are  even 
simpler. 

Example:  Body  weight  25  kg. 

Estimated  24  hour  therapy 

Water  Na  Cl  K 

1600  48~  32  32 
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Treatment  Guide 

1600  ml  5%  G/W  in  24  hrs. 

Add  Na  Lactate  3 mEq/100  ml 
Add  KCl  2 mEq/100  ml 

Isotonic  Dehydration 

In  infants  and  small  children  dehydration  is 
not  generally  clinically  detectable  before  5%  of 
the  body  weight  in  water  is  lost  (50  ml/Kg). 


This  amount  of  dehydration  can  most  often  be 
corrected  without  intravenous  therapy.  Dehy- 
dration of  more  than  15%  is  not  compatible  with 
life.  Moderately  severe  dehydration  can  be  con- 
sidered about  10%  reduction  in  body  weight  due 
to  loss  of  water.  This  latter  is  the  most  com- 
monly encountered  in  the  intravenous  treatment 
of  dehydration. 


SIDE  A 


SLIDE  RULE  GUIDE  TO  INTRAVENOUS  THERAPY 
BODY  WEIGHT  35  KG. 


SIDE  A 


1 NORMAL  MAINTENANCE  (no  dehydration) 

MOD  SEVERE  ISOTONIC  DEHYDRATION  (Na  I3O-I5O) 

1 Estimated  24  hr.  therapy 

Estimated  24  hr.  therapy 

1 Water  18OO  ml. 

Water  4600  ml. 

1 Sodium  54  mEq. 

Sodium  278  mEq. 

1 Chloride  36  mEq. 

Chloride  2OO  mEq. 

1 Potassium  36  mEq. 

Add  Potassium  3 mEq/100  ml.*  J 

Treatment  Guide 

Treatment  Guide  / 

5%  glucose  water  18OO  ml.  In  24  hrs. 

Ringer's  lactate  56O  ml.  in  1 hr.  I 

Add  Na  lactate  3 mEq/100  ml. 

i strength  Ringer's  lactate  2240  ml.  In  8 hrs.  1 

Add  KCl  2 mEq/100  ml. 

5^  glucose  water  1800  ml.  In  I5  hrs.l 

Add  to  5%  G/W  Na  lactate  3 mEq/100  ml,  \ 

Add  KCl  3 mEq/100  ml.*  \ 

MOD  SEVERE  HYPOTONIC  DEHYDRATION  (Na  below  I30) 

MOD  SEVERE  HYPERTONIC  DEHYDRATION  (Na  above  I50) 

Estimated  24  hr.  therapy 

Estimated  24  hr.  therapy 

Water  4600  “I* 

Water  4600  ml. 

Sodium  446  mEq. 

Sodium  194  mEq. 

Chloride  372  mEq. 

Chloride  0 mEq. 

Add  Potassium  3 mEq/100  ml.* 

Add  Potassium  3 mEq/100  ml.* 

Treatment  Guide 

Treatment  Guide 

Ringer's  lactate  560  ml.  in  1 hr. 

Ringer's  lactate  5^0  ml.  In  1 hr. 

Ringer's  lactate  2240  ml.  In  8 hrs. 

5%  glucose  water  4040  ml.  In  23  hrs. 

glucose  water  1800  ml.  In  15  hrs. 

Add  to  5%  G/W  Na  lactate  3 mF.q/100  ml. 

Add  to  glucose  water  Na  lactate  3 mEq/100  ml. 

and  K acetate  3 mEq/100  ml.* 

Add  KCl  3 mEq/100  ml.* 

[*  Potassium  may  be  added  only  after  Initial  hydrating  solution  and  after  adequate  urine  output  has 

been  established. 

SIDE  B 


SLIDE  RULE  GUIDE  TO  INTRAVENOUS  THERAPY 


SIDE  B 


PYLORIC  STENOSIS  WITH  MILD  DEHYDRATION 
BODY  WEIGHT  ^ KG. 

Estlir.atPd  24  hr.  therapy 
Water!  n^Q 
Sodlu.-nj  jQ 
Chloride!  h.n  ImLa. 

Add  Potassium  4 mE.q/100  ml.'* 


, ml. 

30  '"‘-q. 
iJ" 


Treatment  guide 
Normal  saline  joo  ml.  In 


hr. 


5%  glucose  water  650  23  hrs. 

2.5  mEq/100  ml. 


Add  to  5%  C/W  NaCl 
Add  KCl 


4.0  .mEq/100  ml. 


n) 

#2) 


SEVERE  DIABETIC  ACIDOSIS  AND  DEHYDRATION 
BODY  WEIGHT  25  KG. 

Estimated  24  hr.  therapy 
Water  4400  “1. 

Sodium  232  mEq. 

Chloride  168  mEq. 

Add  Potassium  4 mEqAoO  ml.* 

Treatment  Guide 

Normal  saline}  440. ml.  In  1 hr. 
glucose  water]  2000  iml.  In  5 hrs. 
Add  NaCl  or  Na  lactate!  6 lmEq/100  ml. 
10^  glucose  water!  RRnIml.  In  6 hrs. 
Add  to  this  G/W  NaCl mEq/100  ml. 

5^  or  105  glucose  water Tn no  Iml.  In  12  hrs. 

4 mEq/100  ml,* 


Add  KCl  to  ttZ  Ifi  & /4 


PYLORIC  STENOSIS  WITH  MOD  SEVERE  DEHYDRATION 


BODY  WEIGHT  ^ KG 
Estimated  24  hr.  t 
Water 
Sodium 
Chloride 
Add  Potassium 


herapy 

12  0(1  ml. 

,(  ml  q . 

_aJm6q. 

4 mEq/100  ml,* 


Treatment  guide 

Normal  saline  . i2(jml.  In  1 hr. 

5%  glucose  water] 1"  S hrs. 

Add  to  5^  G/W  NaCl  4 mEq/100  ml. 

Add  KCl  4 iriRq/inn  ml.* 
glucose  water  rT^ml.  In  15  hrs. 
Add  to  this  G/W  NaCl  'T  mEq/100  ml. 
Add  KCl  4 mEq/100  ml. 


RENAL  SHUT-DOWN  (Anuria) 


BODY  WEIGHT 
Estimated  24  1 
Water 
Sodium 
Chloride 
Potassium 


2 KG  . 

. therapy 

32£iml. 

0 mEq. 
0 mEq. 
0 mEq. 


Treatment  Guide 

10^  glucose  water)  Tgflml.  In  24  hrs. 
Add  continued  urine  and  Intestinal 
losses  of  water  and  electrolyte. 


* Potassium  may  be  added  only  after  Initial  hydra- 
tion and  after  adequate  urine  output  established. 
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In  adults  moderately  severe  dehydration  is 
chnically  evident  when  about  7.5%  of  the  body 
weight  in  water  is  lost.  This  is  understandable 
because  a smaller  percentage  of  the  total  body 
weight  in  adults  is  water.  Thus  a 10%  loss  in 
infants  is  comparable  to  a 7.5%  loss  in  adults 
when  one  considers  the  percentage  of  total  body 
water  lost.® 

The  figures  derived  for  the  estimation  of  def- 
icit fluids,  therefore,  are  based  on  a 10%  loss  in 
infants  and  gradually  reduced  to  a 7.5%  loss  in 
the  50  Kg.  patient. 

“Isotonic”  dehydration  is  reflected  by  near 
normal  serum  sodium  levels  and  could  be  term- 
ed “isonatremic”  for  this  discussion.  Certainly 
the  sodium  level  is  normal  in  most  diarrheal 
dehydration  patients,  when  chloride  is  frequent- 
ly high,  CO2  low  and  potassium  either  high, 
normal  or  low.  The  treatment  considered  here 
assumes  the  serum  sodium  is  above  130  mEq/ 
liter  and  below  150  mEq/liter.  It  also  assumes 
a moderate  or  severe  acidosis  exists,  and,  there- 
fore, imperically  corrects  this  acidosis  by  the 
addition  of  lactate  in  amounts  to  raise  the  CO2 
about  5 mEq/liter  (based  on  0.7  mEq  of  lac- 
tate/Kg/mEq).  The  potassium  guide  assumes  a 
normal  or  low  serum  level  and  is  added  in  what 
is  considered  safe  concentrations. 

Estimates  of  sodium  and  chloride  deficits  in 
isotonic  dehydration  are  based  on  balance  studies 
and  sound  physiological  principles  and  are  ap- 
proximately 8 mEq  and  6 mEq  per  100  cc  of 
deficit  water  respectively.  Altliough  potassium 
losses  are  generally  equal  to  or  greater  than 
chloride  losses,  replacement  of  the  total  potas- 
sium deficits  are  not  possible  in  the  first  24  hours 
because  it  is  withheld  from  initial  hydration,  is 
not  added  until  after  adequate  renal  function  is 
established,  and  is  limited  to  concentrations  be- 
low 40  mEq/liter.  For  these  reasons  the  total  24 
hour  potassium  requirements  are  not  stated. 

The  distribution  of  the  total  24  hour  therapy, 
as  described  under  “Treatment  Guide”  below 
allows  for  initial  hydration  the  first  hour,  total 
deficit  water  and  electrolytes  by  eight  hours,  and 
the  balance  (maintenance)  by  24  hours.  This 
distribution  is  recommended  regardless  of  choice 
of  solutions.  This  may  be  accomplished  by  giving 
one  fifth  the  deficit  volume  as  Ringer’s  Lactate 
for  initial  hydration  the  first  hour,  the  remaining 
deficit  as  Half  Strength  Ringer’s  Lactate  by 


eight  hours,  and  the  remainder  (maintenance)  by 
24  hours. 

Using  the  above  considerations  and  adding 
the  maintenance  requirements  previously  des- 
cribed, the  following  examples  are  representa- 
tive. 

Example  1:  body  weight  5 Kg,  moderately  severe 
isotonic  dehydration  (10%). 


Estimated  24  hour  therapy 

Water 

Na 

Cl 

Maintenance 

500 

15 

10 

Dehydration 

500 

40 

30 

Totals 

1000 

55 

40 

Treatment  Guide 

100  ml  Ringer’s  Lactate  in  1 hr. 

400  ml  Half  Strength  Ringer’s  Lactate  in 
8 hrs. 

500  ml  5%  G/W  in  15  hrs. 

Add  to  G/W  Na  Lactate  and  KGl  each 
Water  Na  Gl 
'6  mEq/100  ml. 

Example  2:  Rody  weight  50  Kg.,  moderately 
severe  isotonic  dehydration  (7.5%) 


Estimated  24  hour  therapy 

Maintenance 

2100 

63 

42 

Dehydration 

3750 

300 

225 

Totals 

5850 

363 

267 

Treatment  Guide 

750  ml  Ringer’s  Lactate  in  1 hr. 

3000  ml  Half  Strength  Ringer’s  Lactate  in  8 
hrs. 

2100  ml  5%  G/W  in  15  hrs. 

Add  to  G/W  Na  Lactate  and  KGl  each 
3 mEq/100  ml. 

Should  it  be  necessary  to  treat  a patient  with 
intravenous  fluids  who  is  considered  only  “mild- 
ly” dehydrated,  half  the  total  dehydration  water 
and  electrolyte  values  stated  above  would  suf- 
fice. 

Hypoionic  Dehydration 

Hypotonic  dehydration  here  is  defined  as 
hyponatremic  dehydration.  Although  the  diag- 
nosis is  based  on  tlie  serum  sodium  concentra- 
tion, the  low  sodium  (below  130  mEq/liter)  re- 
flects generally  a state  of  hypotonicity,  and, 
therefore,  is  an  index  of  solute  concentration  in 
the  body  water. 

The  total  water  required  to  treat  this  con- 
dition is  based  on  the  same  principles  described 
in  “isotonic”  dehydration.  However,  to  the  esti- 
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mated  sodium  and  chloride  deficits,  an  addition- 
al amount  of  NaCl  is  added  to  raise  the  serum 
sodium  to  a more  normal  level. 

Since  water  is  freely  diffusable  between  the 
intracellular  and  extracellular  compartments, 
and  since  for  practical  purposes  the  body  water 
can  be  estimated  at  60%  of  the  body  weight, 
the  pure  sodium  deficit  per  kilogram  can  be 
approximated  according  to  the  formula  0.6  times 
the  number  of  mEq.  Na  is  depressed  per  liter.® 
This  may  seem  inappropriate  to  base  the  def- 
icit of  a largely  extracellularcation  on  total 
body  water,  but  one  must  remember  that  the 
level  of  serum  sodium  is  measured  after  the 
redistribution  of  total  body  water  and  solute. 
For  practical  purposes,  regardless  of  how  low 
the  serum  sodium  may  be,  under  most  condi- 
tions of  dehydration  (water  intoxication  exclud- 
ed), a desirable  increase  in  the  serum  level 
over  the  first  24  hours  would  be  8-10  mEq/liter. 
Thus  the  amount  of  additional  NaCl  to  be  added 
to  usual  maintenance  and  dehydration  needs  per 
kilogram  can  be  derived  from  the  formula  0.6 
X 10  or  6 mEq.  The  resulting  deficit  needs  are 
not  unlike  those  outlined  by  Brusilow  and  Cooke.® 

Again  the  distribution  (Treatment  Guide) 
would  provide  for  initial  hydration  and  total  def- 
icits by  eight  hours,  and  the  balance  (mainten- 
ance) by  24  hours.  This  can  be  accomplished  by 
substituting  Ringer’s  Lactate  for  Half  Strength 
Ringer’s  Lactate  in  the  scheme  outlined  in  “Iso- 
tonic Dehydration.” 

Example:  Body  weight  5 Kg,  moderately  severe 
dehydration,  serum  Na  120  mEq/liter. 

Estimated  24  hour  therapy 


Water 

Na 

Cl 

Maintenance 

500 

15 

10 

Dehydration 

500 

40 

30 

Pure  Na  deficit 

30 

30 

Totals 

1000 

85 

70 

Treatment  Guide 

100  ml  Ringer’s  Lactate  in  1 hr. 

500  ml  Ringer’s  Lactate  in  8 hrs. 

500  ml  5%  G/W  in  15  hrs. 

Add  Na  Lactate  and  KCl  each  3 mEq/ 
100  ml. 

For  “mild”  dehydration,  half  the  estimates  of 
dehydration  water  and  electrolytes  may  be  used, 
but  the  pure  Na  deficits  would  be  unchanged. 
In  hyponatremic  states  of  abrupt  onset,  such 


as  in  water  intoxication,  especially  when  associ- 
ated with  a convulsive  state,  the  sodium  deficit 
can  be  replaced  more  rapidly  using  hypertonic 
(3%)  saline. 

Hypertonic  Dehydration 

Hypertonic  dehydration  infers  that  the  serum 
sodium  concentration  is  high  (above  150  mEq/ 
liter),  and  reflects  a state  of  hypertonicity,  since 
the  hypernatremia  is  an  index  of  a high  solute 
concentration  in  the  body  water. 

Although  the  total  water  required  to  treat  this 
condition  is  the  same  or  perhaps  less  than  in 
“isotonic”  dehydration,  the  sodium  replacement 
is  less.  Body  chlorides  in  hypernatremia  are  usu- 
ally in  excess  and  need  not  be  considered  in  re- 
placement.® The  assumption  is  made  that  a “pure 
water  deficit”  exists;  that  is,  a deficit  of  water 
without  electrolyte.  The  pure  water  deficit  can 
be  estimated  according  to  the  formula  4 ml  x 
weight  in  Kg.  x mEq  serum  Na  is  above  normal, 
derived  by  Holliday.®  Since  rapid  reductions  in 
serum  sodium  levels  may  produce  serious  com- 
plications, it  is  generally  never  wise  to  attempt 
a reduction  of  more  than  7-10  mEq  in  24  hours. 
Thus  a volume  of  water  equal  to  4 x Kg  x 10 
should  be  given  without  electrolytes  in  order  to 
drop  sodium  concentrations  at  a safe  rate.  The 
resulting  deficit  fluid  and  electrolytes  are  not 
unlike  those  outlined  by  Brusilow  and  Cooke® 
and  somewhat  above  those  estimated  by  Harrison 
and  Fineberg.^ 

Because  hypernatremia  can  only  be  suggested 
clinically,  initial  hydration  as  in  other  dehydra- 
tion states  can  be  given  while  awaiting  the  labor- 
atory confirmation.  The  balance  of  the  fluid 
and  electrolytes  are  then  spread  evenly  over  the 
remaining  portion  of  the  24  hour  period  in  order 
to  effect  a safe  rate  of  fall  in  serum  sodium. 
Naturally,  frequent  clinical  and  laboratory  re- 
evaluations  are  necessary  for  more  specific  al- 
terations in  therapy. 

Example:  Body  weight  5 Kg.  moderately  severe 
dehydration,  serum  Na  160  mEq/liter. 

Estimated  24  hour  therapy 


Water 

Na 

Maintenance 

500 

15 

Dehydration 

500 

(500) 

Pure  water  deficit 

(-200) 

(300) 

24 

Totals 

1000 

39 
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Treatment  Guide 

100  ml  Ringer’s  Lactate  in  1 hr. 

900  ml  5%  G/W  in  23  hours. 

Add  to  G/W  Na  Lactate  and  K Ace- 
tate each  3 mEq/100  ml. 

Pyloric  Stenosis 

Dehydration  occurring  from  vomiting  alone 
produces  specific  differences  in  the  body’s  chem- 
ical equilibrium  when  compared  with  other  de- 
hydrated states.  Repair  of  deficits  is  often 
necessary  before  surgery  is  undertaken.  With 
continued  loss  of  gastric  juices,  acid  (anion)  is 
lost  out  of  proportion  to  base  (cation).  The  re- 
sult is  a metabolic  alkalosis.  With  contraction 
of  the  extracellular  fluid  compartment,  there  is 
a strong  stimulus  for  renal  tubular  reabsorp- 
tion of  sodium,  and  with  chloride  depletion,  there 
is  a strong  stimulus  for  potassium  excretion. 
The  end  result  is,  therefore,  an  alkalosis  with 
low  serum  chloride  levels,  potassium  deficits  in 
excess  of  sodium,  and  a high  serum  GO2  level. 

Gorrection  of  deficits  may  require  more  than 
24  hours  in  severely  dehydrated  infants.  Esti- 
mation of  deficit  water  is  the  same  as  that  des- 
cribed in  “isotonic  dehydration”;  that  is,  5%  of 
body  weight  for  mild  and  10%  for  moderately 
severe  dehydration.  For  each  100  ml  of  water 
deficit,  sodium,  chloride  and  potassium  deficits 
are  approximately  6 mEq.,  12  mEq.  and  12  mEq., 
respectively.®  This  chloride  replacement  should 
effect  a safe  rate  of  return  of  serum  chloride 
concentration,  even  though  repeat  laboratory 
studies  may  dictate  continuation  of  therapy  after 
24  hours.  Again  the  total  water  and  sodium  defi- 
cit is  replaced  the  first  8 hours. 

The  total  potassium  deficit  can  never  be  re- 
placed in  the  first  day  of  therapy,  and  often  not 
even  before  surgery  is  performed.  After  initial 
hydration  and  renal  function  is  established  how- 
ever, potassium  is  added  at  maximum  allowable 
concentrations  (4  mEq/100  ml).  NaGl  and  KGl 
need  be  the  only  electrolytes  in  the  total  ther- 
apy. 

Example:  Weight  5 Kg.  moderately  severe  de- 
hydration from  pyloric  stenosis. 

Estimated  24  hour  therapy 


Water 

Na 

G1 

K 

Maintenance 

500 

15 

10 

10 

Dehydration 

500 

30 

60 

60 

Totals 

1000 

45 

70 

70 

Treatment  Guide 

100  ml  Normal  saline  in  1 hr. 

400  ml  5%  G/W  in  8 hrs. 

Add  NaGl  and  KGl  each  4 mEq/100  cc 

500  ml  5%  G/W  in  15  hrs. 

Add  NaGl  3 mEq/100  ml  and  KGl  4 
mEq/100  ml. 

Should  mild  dehydration  (5%)  be  present,  half 
the  above  stated  deficits  are  replaced  along  with 
the  usual  maintenance. 

Example:  Weight  5 Kg.,  mild  dehydration 
from  pyloric  stenosis: 

Estimated  24  hour  therapy 


Water 

Na 

G1 

K 

Maintenance 

500 

15 

10 

10 

Dehydration 

250 

15 

30 

30 

Totals 

750 

30 

40 

40 

Treatment  Guide 

100  ml  Normal  Saline  in  1 hr. 

650  ml  5%  G/W  in  23  hrs. 

Add  to  G/W  NaGl  2.5  mEq/100  ml  and 
KGl  4.0  mEq/100  ml. 

Diabetic  Acidosis 

The  problems  occurring  in  dehydration  due  to 
diabetes  mellitus  must  take  into  account  large 
deficits  of  water  and  electrolyte.  A safe  esti- 
mate of  water  deficit  in  most  cases  is  8%  of  the 
body  weight.  To  this  is  added  Na  8 mEq.  and  G1 
6 mEq.  per  100  ml.  Potassium  deficits  approxi- 
mate the  sodium  deficits  but  are  impossible  to 
correct  totally  until  after  oral  intake  has  been 
re-established,  even  though  potassium  is  admin- 
istered in  maximum  allowable  concentrations 
after  initial  hydration  and  after  renal  function 
has  been  established. 

Maintenance  needs  in  diabetes  can  be  as- 
sumed greater,  perhaps  V-k  times,  than  the  water 
and  electrolyte  needs  as  outlined  in  non-diabetic 
states.  Needless  to  say,  renal  solute  diuresis  is  the 
contributing  factor. 

An  attempt  is  made  to  provide  maximum  wa- 
ter (75%)  by  twelve  hours,  half  the  first  four 
hours.  All  the  sodium  is  given  in  the  first  twelve 
hours,  probably  75%  in  tlie  first  six  hours.  Glu- 
cose containing  solutions  may  safely  be  started 
after  initial  hydration,  and  potassium  as  soon 
as  renal  function  has  been  established.  After  six 
hours  it  may  be  advisable  to  increase  the  glucose 
intravenously  to  replace  glycogen  stores.  One 
strives  for  oral  liquids  by  six  to  twelve  hours, 
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with  the  balance  of  intravenous  fluids  influ- 
enced by  the  oral  intake. 

Acidosis  correction  with  alkali  is  advised  by 
some,  and  ill-advised  by  others.®’®  Insulin  will  al- 
low metabolism  of  ketone  bodies  and,^  in  effect, 
spontaneously  correct  acidosis.  Alkali  therapy 
is  generally  reserved  for  those  patients  with  a 
significantly  depressed  serum  pH.  It  is  probably 
safe  to  withhold  alkali  if  the  serum  CO2  is  above 
10  mEq/liter,  and  probably  safe  to  add  alkali 
below  this  level.  The  amount  administered 
should  elevate  the  serum  CO^  by  no  greater  than 
5 mEq/liter.  Sodium  lactate  or  sodium  bicar- 
bonate 0.7  mEq/Kg  given  imperically  should  ele- 
vate the  serum  CO^  by  1 mEq.  An  alternate 
method  would  be  to  add  alkali  to  correct  the 
“base  deficit”  by  no  more  than  10  mEq/liter, 
using  the  formula  0.3  mEq/Kg/mEq  of  base 
deficit  coiTCction  desired. 

The  total  water  and  electrolyte  as  outlined 
above  is  suggested  by  Holliday  and  Segar,  and 
its  distribution  over  the  twenty  four  hours  is  not 
unlike  that  recommended  by  Guest  and  West.^® 

Mention  is  not  made  of  the  other  important  as- 
pects of  diabetic  management,  such  as  insulin 
therapy  with  which  the  reader  should  be  thor- 
oughly familiar. 

Example:  Body  weight  10  Kg,  severe  diabetic 
acidosis. 


Estimated  24  hour  therapy 

Water  Sodium  Chloride 


Maintenance 

1500 

45 

30 

Deficits 

800 

64 

48 

Totals 

2300 

109 

78 

Treatment  Guide 

% of  total  water 

10%  230  ml.  Normal  saline  in  1 hr. 

45%  1000  ml.  5%  G/W  in  5 hrs. 

Add  NaCl  (or  Na  Lactate)  5 
mEq/100  ml. 

20%  460  ml.  10%  G/W  in  6 hrs. 

Add  NaCl  4 mEq/100  ml. 

25%  575  ml.  10%  G/W  in  12  hrs. 

Add  KCl  4 mEq/100  ml  to 
all  above  fluids  after  void- 
ing. 

Renal  Shut-Down 

Consideration  of  total  water  volume  in  the 
anuric  or  severely  oliguric  patient  is  given  here, 
and  no  attempt  is  made  to  cover  the  problems 
arising  in  the  pre-oliguric  phase  of  lower  ne- 
phron nephrosis  or  the  post-oliguric  (diuretic) 
phase  of  renal  diseases.  The  basic  guidelines  have 
been  set  forth  by  Holliday  and  Segar  and  are 
also  based  on  caloric  expenditure.  The  water  re- 
quirement in  anuria  is  estimated  at  about  20 


APPENDIX 

Common  Intravenous  Solutions 


Na 

Concentrations  in  mEq/  per  liter 

HCO3 

K Cl  (or  precursor) 

Normal  Saline  (0.9%) 

154 

154 

Half  Normal  Saline  (0.45%) 

77 

77 

3%  Saline 

513 

513 

5%  Saline 

855 

855 

Ringer’s  Lactate  (Hartmann’s) 

130 

4 109 

28 

Half  Strength  Ringer’s  Lactate 

65 

2 55 

14 

1/6  Molar  Lactate 

167 

167 

Ringer’s  Injection 

147 

4 155 

Lactated  Potassic  Saline  (Harrow’s) 

121 

35  103 

53 

Talbot-Butler’s  Solution 

40 

35  40 

20 

Isolyte  M (Baxter) 
Electrolyte  #75  (Cutter) 

Pediatric  Maintenance 

24 

20  22 

23 

Isolyte  P (Baxter) 
Electrolyte  #48  (Cutter) 

Gastric  Replacement 

63 

17  150 

Isolyte  G (Baxter) 
Electrolyte  #3  (Gutter) 

Lower  Intestinal  Replacement 

140 

10  103 

55 

Isolyte  E (Baxter) 
Polysal  (Cutter) 

Concentrated  Electrolyte  Solutions  (30  ml.  vials) 

NaCl 

Baxter 
3 mEq. /ml. 

Cutter 
4 mEq./ml. 

Na  Lactate 

3 mEq./ml. 

4 mEq./ml. 

KCl 

3 mEq./ml. 

2 mEq./ml. 

K Acetate 

— 

2 mEq./ml. 

NH4CI 

3 mEq./ml. 

4 mEq./ml. 
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inl/1000  Calories.  This  amount  should  replace 
insensible  losses  after  allowing  for  the  water 
produced  by  the  oxidation  of  fats,  carbohydrates 
and  proteins  and  the  water  produced  by  the  cata- 
bolism of  tissue  cells.  When  calculated  on  a 
square  meter  basis,  Weil  and  Wallace”  arrive  at 
the  same  approximate  water  volume.  To  this 
amount  continuing  water  and  electi-olyte  losses 
by  way  of  the  kidneys  and  gastrointestinal  tract 
are  added  based  on  the  previous  24  hour  output. 
Significant  alterations  in  serum  potassium,  so- 
dium and  calcium,  as  well  as  azotemia  and  di- 
alysis are  not  considered  here. 

Example:  Body  weight  30  Kg,  no  continued  in- 
testinal losses,  total  anuria  (1700  Calories). 

20  X 17  = Water/24  hours  = 340  ml.  (as 
10%  G/W) 

See  Appendix  for  solutions  available  for  gas- 
tric and  lower  intestinal  fluid  replacement. 
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' • EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbltal,  Caution:  May  be  habit  forming.  . , 21  mg. 

Ephedrine  HCl 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 

Precautions:  Usual  for  aminophylline-ephedrine- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  WO  and  WOO  tablets. 


MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & GO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  sirKe  1856 


Butazolidin®,  phenylbutazone 
In  Acute  Superficial  Thrombophlebitis 

Contraindications:  Edema;  danger  of  car- 
diac decompensation;  history  or  symptoms 
of  peptic  ulcer;  renal,  hepatic  or  cardiac 
damage;  history  of  drug  allergy;  history  of 
blood  dyscrasia.  The  drug  should  not  be 
given  when  the  patient  is  senile  or  when 
other  potent  drugs  are  given  concurrently. 
Large  doses  of  Butazolidin  alka  are  con- 
traindicated in  glaucoma. 

Warning:  If  coumarin-type  anticoagulants 
are  given  simultaneously,  watch  for  ex- 
cessive increase  in  prothrombin  time. 
Instances  of  severe  bleeding  have  oc- 
curred. Pyrazole  compounds  may  poten- 
tiate the  pharmacologic  action  of  sulfo- 
nylurea, sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiv- 
ing such  therapy.  Use  with  great  caution 
in  the  first  trimester  of  pregnancy. 

Precautions:  Before  prescribing,  care- 
fully  select  patients,  avoiding  those  re- 
sponsive to  routine  measures  as  well  as 
contraindicated  patients.  Obtain  a de- 
tailed history  and  a complete  physical 
and  laboratory  examination,  including  a 
blood  count.  The  patient  should  not  ex- 
ceed recommended  dosage,  should  be 
closely  supervised  and  should  be  warned 
to  discontinue  the  drug  and  report  im- 
mediately if  fever,  sore  throat,  or  mouth 
lesions  {symptoms  of  blood  dyscrasia); 
sudden  weight  gain  (water  retention); 
skin  reactions;  black  or  tarry  stools  or 
other  evidence  of  intestinal  hemorrhage 
occur.  Make  regular  blood  counts.  Dis- 
continue the  drug  immediately  and  insti- 
tute countermeasures  if  the  white  count 
changes  significantly,  granulocytes  de- 
crease, or  immature  forms  appear.  Use 
greater  care  in  the  elderly  and  in  hyper- 
tensives. 

Adverse  Reactions:  The  most  common 
are  nausea,  edema  and  drug  rash.  Swell- 
ing of  the  ankles  or  face  may  be 
minimized  by  withholding  dietary  salt, 
reduction  in  dosage  or  use  of  diuretics. 
In  elderly  patients  and  in  those  with 
hypertension  the  drug  should  be  discon- 
tinued with  the  appearance  of  edema.  The 
drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic 
ulcer.  The  patient  should  be  instructed 
to  take  doses  immediately  before  or  after 
meals  or  with  milk  to  minimize  gastric 
upset.  Mild  drug  rashes  frequently  sub- 
side with  reduction  of  dosage.  However, 
rash  accompanied  by  fever  or  other  sys- 
temic reactions  usually  requires  with- 
holding medication.  Purpuric  rash  has 
also  been  reported.  Agranulocytosis,  ex- 
foliative dermatitis,  Stevens-Johnson  syn- 
drome, or  a generalized  allergic  reaction 
similar  to  serum  sickness  may  occur  and 
require  permanent  withdrawal  of  medica- 
tion. Stomatitis,  salivary  gland  enlarge- 
ment, vomiting,  vertigo  and  languor  may 
occur.  Leukemia  and  leukemoid  reactions 
have  been  reported.  While  not  definitely 
attributable  to  the  drug,  a causal  relation- 
ship cannot  be  excluded.  Thrombocyto- 
penic purpura  and  aplastic  anemia  may 
occur.  Confusional  states,  agitation,  head- 
ache, blurred  vision,  optic  neuritis  and 
transient  hearing  loss  have  been  reported, 
as  have  hyperglycemia,  hepatitis,  jaun- 
dice, and  several  cases  of  anuria  and 
hematuria.  With  long-term  use,  reversible 
thyroid  hyperplasia  may  occur  infre- 
quently. Moderate  lowering  of  the  red 
cell  count  due  to  hemodilution  may  occur. 

Dosage  in  Acute  Superficial  Thrombo- 
phlebitis: Initial:  6 capsules  or  tablets 
daily  in  divided  doses  for  2 or  3 days. 
Maintenance:  3 capsules  or  tablets  daily. 
Usual  duration  of  therapy  is  5 to  7 days 
(rarely  beyond  10  days).  6509-V(B)R2 

*Stein,I.D.:  Presented  at  the  American  Acad- 
emy ot  General  Practice,  Dallas,  Sept.  1967. 

For  complete  details,  please  see  full 
prescribing  information. 


Acute  superficial  thrombophlebitis  before  treatment  After  5 days  of  Butazolidin  therapy 


In  acute  superficial  thrombophlebitis,  patients  were  usually  bedfast  for  2 to  4 weeks, 
tying  up  hospital  beds,  requiring  costly  nursing  care  and  time-consuming  procedures 
such  as  warm  soaks  and  packs. 

When  Butazolidin  was  added  to  the  usual  regimen,  960  of  1000  patients  obtained 
complete  resolution;  most  required  only  30  capsules  or  tablets;  relief  of  pain  and 
discomfort  and  regression  of  inflammatory  signs  and  fever  occurred  within  a few  days.* 

Side  effects  occurred  in  6%  of  the  1000  patients.  While  none  were  serious  or  long- 
lasting,  Butazolidin  can  produce  severe  side  effects  in  rare  instances.  Further,  not  every 
patient  can  take  Butazolidin.  Therefore,  select  patients  with  care  and  follow  them 
closely.  Contraindications,  Warning,  Precautions  and  Adverse  Reactions  are 
summarized  in  adjacent  column. 

Butazolidin  gets  bedfast  thrombophlebitics  out  of  bed,  fast.  Usual  duration  of  treatment 
is  5 to  7 days,  and  rarely  exceeds  10  days.  Try  it  and  see.  For  full  details,  please  refer 
to  the  complete  prescribing  information. 


Butazolidin®  alka 

Capsules: 

phenylbutazone,  100  mg.;  dried  aluminum  hydroxide 
gel,  100  mg.;  magnesium  trisilicate,  150  mg.;  hom- 
atropine  methylbromide,  1.25  mg. 

Butazolidin® 

phenylbutazone 

Tablets  of  100  mg. 


Geigy 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 


The  low  back  pain  that  is  most  frequently  seen  in  general  practice 
is  mechanical  in  nature,  i.e.,  postural  back  pain,  joint  dysfunction  and 
acute  back  strain. For  this  type  of  discomfort,  a conservative  regimen 
is  usually  sufficient  to  relieve  aches  and  pains,  and  to  help  keep 
the  patient  functioning.  Components  of  this  basic  program  include: 


Bed  "If  the  patient  is  in  the 
pain-spasm-cycle . . . there  is  no  alternative 
, or  substitute  for  absolute  bed  rest..."^ 


Heat  "A  very  valuable 
method  of  applying 
/ heat  at  home  is  a prolonged 


f .,  i hot  bath... 
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"Boards  should  be  ordered  under 
the  mattress . . . these  boards  act 
by  immobilizing  the  spine. 


Robaxin-750 


Indicated  for  relief  of  skeletal  muscle  spasm.  Contraindicated  in 
hypersensitive  patients.  Side  Effects  ( lightheadedness,  dizziness, 
drowsiness,  nausea)  may  occur  rarely,  but  usually  disappear  on  reduced 
dosage.  Hypersensitivity  reactions  develop  infrequently.  See  product 
literature  for  further  details.  Also  available:  Robaxin®  Tablets 
(methocarbamol,  500  mg.)  Robaxin  Injectable  (methocarbamol,!  Gm./lOcc.) 
References:  (1  ).  Godfrey,  C.M.:  Applied  Therap.  8.-950,  1966.  (2).  Gottschalk, 
LA.:  GP  33:91,  1966.  (3).  Rowe,  M.L.:  J.  Occup.  Med.  2:219,  1960. 

(4).  Cozen,  L:  South  Dakota  J.  Med.  18:26,  1965.  (5).  Soto-Hall,  R.: 

Med.  Sc.  14:23,1963.  (6) . Weiss,  M.  and  Weiss,  S.:  J.  Am.  Osteopath.  A. 

62:1 42,  1 962.  (7) . Feuer,  S.G.,  et  a/..-  New  York  J.  Med.  62:1 985,  1 962. 


(methocarbamol,  750  mg.  capsule- 
shaped tablets)  A well-tolerated* 
skeletal  muscle  relaxant,  methocar- 
bamol helps  relieve  spasm 
"...without  interfering  with  normal 
tone  and  movement."^  And  there 
is  little  likelihood  of  sedation.*^ 


[ROBINS 


A.  H.  ROBINS  COMPANY 
RICHMOND,  VIRGINIA  23220 


PRESIDENT’S  PAGE 


Dr.  Dysterheft 


The  PAC  movement  has  been  an  important  an- 
cillary activity  of  organized  medicine  for  over 
eight  years,  and  since  1961  an  increasing  number 
of  members  of  state  associations  and  the  Amer- 
ican Medical  Association  are  involved  in  PAC 
activity,  more  so  than  in  any  other  single  pro- 
gram. Sorry  to  say,  Arizona  is  far  down  the  list 
in  percentile  participation.  This  year  a mere 
handful  of  the  more  than  fifteen  hundred  state 
members  belong  to  ARMPAC. 

Recognizing  this  frustrating  condition,  ARMA’s 
Roard  of  Directors  recently,  in  reviewing  the 
total  picture,  passed  a motion  to  recommend 
to  the  county  societies  that  in  forthcoming  billing 
for  AMA-ARMA-County  dues  an  additional  bill- 
ing be  made  for  members’  voluntary  contribution 
to  ARMPAC  ($20.00  for  the  Society  member- 
plus  $20.00  for  his  wife).  It  was  noted  that  the 
entire  bill  could  be  paid  in  one  check.  The 
ARMPAC  dues  are,  of  course,  not  deductible, 
but  neither  is  this  combination  billing  an  in- 
fringement upon  ARMA’s  IRS  tax  deductible 
status. 

It  is  hoped  that  the  individual  county  societies 
will  see  their  way  clear  to  implement  this  res- 


olution. In  those  states  wherein  this  method  is 
used,  and  there  are  presently  twenty-six,  mem- 
bership has  sky  rocketed. 

ARMPAC  funds  in  no  small  way  have  in 
recent  years  changed  the  complexion  of  the 
representation  in  Congress  with  the  election  of 
many  representatives  and  senators  with  state 
PAC  support.  It  has  been  repeatedly  stated  that 
the  PAC  movement  has  gained  for  medicine 
precious  time,  has  brought  physicians  back  to 
the  mainstream  of  political  thought  and  partici- 
pation, stimulated  and  generated  sound  analysis 
of  the  candidate’s  credentials,  but  most  import- 
ant, has  effectively  placed  in  the  Congress  of  the 
United  States  individuals  sympathetic  and  friend- 
ly to  organized  medicine.  When  the  elections 
are  over  and  Congress  has  convened  it  must  be 
remembered  that  the  problem  of  asking  it  to  act 
wisely  on  health  matters  is  the  responsibility  of 
organized  medicine. 

Your  help  is  urgently  needed.  Join  ARMPAC 
today! 

Arnold  H.  Dysterheft,  M.D. 

President 
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Don’t  let  monilia 

cut  broad-spectrum  therapy  short... 


start  with 

Tetrex-F 

;etracycline  phosphate 
complex-nystatin 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract... 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  helps  you  circumvent  this  problem. 

The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complex  delivers  tet- 
racycline to  the  blood  rapidly.  Side  effects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
racycline therapy:  (1)  the  elderly  or  debili- 
tated, (2)  young  children,  (3)  the  diabetic, 

(4)  those  on  long-term  tetracycline  therapy, 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  with  a history  of  mondial  vaginitis. 

When  you  start  with  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los- 
ing control  elsewhere.  A good  start  for  a 
healthy  finish. 

PRESCRIBING  INFORMATION.  For  complete  information 
consult  Official  Package  Circular.  Indications:  Infections  of  res- 
piratory, gastrointestinal  and  genitourinary  tracts  and  skin  and 
soft  tissues  due  to  tetracycline-sensitive  organisms,  in  patients 
with  increased  susceptibility  to  monilial  infections.  Contraindi- 
cations: The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components.  IVarnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sunlight  should 
be  avoided  during  therapy.  .Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and  hep- 
atotoxicity  may  occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  conducted  initially  and  monthly  for  3 
months.  Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diar- 
rhea, flatulence,  proctitis,  vaginitis,  dermatitis,  and  allergic  re- 
actions may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Con- 
tinue for  10  days  in  Beta-hemolytic  streptococcal  infections. 
Administer  one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tetra- 
cycline phosphate  complex  equivalent  to  250  mg.  tetracycline 
HCl  activity  and  250,000  units  of  nystatin.  For  Oral  Suspension. 
125  mg.  tetracycline  and  125,000  u.  nystatin/5  ml.,  60  ml.  bottles. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


BRISTOL 
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Each  tablet  contains;  Codeine  Phosphate  gr.  Vi  (Warning- May  be  habit  forming), 

Phenacetin  gr.  2'-2,  Aspirin  gr.  3’A,  Caffeine  gr.  Vi. 

Despite  introduction  of  synthetic  substitutes,  efficacy  of  Empirin 
Compound  with  Codeine  remains  unchallenged. 


BURROUGHS  WELLCOME  & CO.  (U.s.A.)  iNC.,Tuckahoe,  n.y. 


Dear  Doctor: 


Wouldn’t  you  like  your  patients  to  learn  more 
about  the  contributions  made  by  the  world  of 
medicine  to  their  welfare?  So  that  they  can  better 
appreciate  the  efforts  of  the  health  team  to  keep 
them  in  good  health? 

To  tell  the  stories  of  medical  and  pharmaceu- 
tical advances  to  people  throughout  the  country, 
the  Pharmaceutical  Manufacturers  Association  is 
sponsoring  a unique  “magazine  within  a magazine.” 
It  is  called  Medicines  and  your  familfs  health  and  the 
first  issue  appears  in  the  November  Reader'^s  Digest. 


We  would  like  to  send  you  50  free  reprints  ( 
Medicines  and  your  family s health  for  use  in  yoi 
reception  room.  Your  patients  will  find  the  article 
in  this  issue  factual,  educational  and  of  immediat: 
personal  interest. 

Just  fill  out  the  coupon  . below  and  send  it  to  ui 


Order  Desk 

Pharmaceutical  Manufacturers  Association 
1 155  Fifteenth  St.,  N.W. 

Washington,  D.C.  20005 


Gentlemen; 

Please  send  me  50  free  copies  of 
Medicines  and  your  j amity’s  health. 


Name 


Street. 


City. 


State 


-Zip. 


o\ 
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Regional  Medical  Programs  — Part  II 


As  a result  of  the  views  that  were  expressed 
during  Public  Hearings  held  on  the  original 
Regional  Medical  Centers  legislation,  the  con- 
cept of  Centers  was  eliminated.  Instead,  the 
concept  of  a network  of  health-related  person- 
nel, facilities,  and  agencies  was  substituted.  This 
revision  was  accepted  immediately  by  the  Amer- 
ican Medical  Association  and  this  change  then 
became  the  primary  thrust  of  the  new  Bill.  Furth- 
ermore, by  focusing  on  the  practicing  physician 
as  the  active  agent  in  the  success  of  the  program, 
rather  than  as  a passive  instrument  between  a 
medical  eenter  and  the  patient,  it  was  not  only 
possible  to  protect  the  basic  principle  of  the 
American  system  of  distribution  of  health  ser- 
vices, but  seemingly  to  strengthen  it  at  the 
same  time. 

Thus,  in  its  official  version.  Public  Law  89- 
239,  the  Regional  Medical  Program  for  Cancer, 
Heart  Disease  and  Stroke  became  an  instrument 
through  which  every  person  working  in  the 
health  professions  may  find  himself  linked,  and 
in  communication  with,  his  colleagues  and  co- 
workers elsewhere  in  the  chain.  New  and  useful 
information  can  be  disseminated  rapidly  through- 
out the  network;  models  and  demonstrations  can 
be  set  up  and  information  about  them  relayed 
to  interested  persons  and  agencies  in  a given 
area;  instantaneous,  two-way  communications  be- 
tween practitioners  and  appropriate  consultants 
will  be  possible  — all  to  the  ultimate  benefit  of 
the  patient  who  may  be  afflicted  with  cancer, 
heart  disease  or  stroke. 

Not  enough  time  has  gone  by  since  the  new 
law  has  been  passed  for  anyone  to  take  a firm 
position  on  its  long-range  meaning  or  implica- 
tions. However,  there  is  at  least  some  evidence 
to  believe  that  its  provisions  will  have  three  im- 
portant “side  effects”  which  may  one  day  out- 
strip in  importance  the  primary  reasons  for  which 
the  legislation  was  passed.  First,  prior  to  the 
passage  of  this  legislation,  almost  all  federal 
funding  followed  certain  traditional  lines;  i.e.: 
it  went  to  states  and/or  political  subdivisions, 
to  institutions,  or  to  programs  that  are  categor- 
ical or  individual  within  institutions  or  com- 
munities. In  the  instance  of  the  Regional  Med- 


ical Programs  it  has  been  left  to  the  discretion 
of  those  who  are  involved  as  to  what  shall  con- 
stitute a “region”.  In  other  words,  a region  may 
be  less  than,  more  than,  or  the  exact  equivalent 
of  a recognizable  political  boundry  such  as  a 
state.  The  meaning  of  this  technique  of  financ- 
ing a federal  program  is  not  clear  yet.  We  are, 
of  course,  hopeful  that  major  contradictions  will 
not  be  involved  by  this  route  of  financing,  al- 
though some  other  major  health  programs  (not- 
ably Public  Law  89-749  — the  Comprehensive 
Health  Planning  Bill)  do  structure  federal  fi- 
nancing along  recognizable  political  jurisdiction- 
al lines.  This  may  pose  critical  problems  to  the 
teams  involved  in  their  implementation. 


Second,  in  the  same  way  that  the  Morrill  Act 
of  Civil  War  days  established  the  machinery 
by  which  the  Land  Crant  Universities  came  into 
existence  to  provide  both  education  and  service 
to  the  people  (primarily  through  agricultural 
experiment  stations  and  extension  divisions)  the 
Regional  Medical  Programs  Act  designates  the 
University  as  the  agency  around  which  a Region- 
al Medical  Program  must  be  structured.  Since 
many  people  hold  the  view  that  society  is  best 
served  by  the  University  when  it  maintains  an 
isolated  position  from  its  surrounding  commun- 
ity, the  assignment  to  the  University  of  respon- 
sibility for  demonstrations,  off-campus  extension 
work  and  programs  directly  related  to  the  end 
point  of  good  health  care  represents  a very 
substantial  change. 

Third,  the  Regional  Medical  Program  Act  will, 
for  the  first  time,  require  a high  level  of  collabor- 
ation and  cooperation  among  health  agencies 
and  health  professionals  of  different  philoso- 
phies, in  pursuing  the  objectives  of  the  legis- 
lation. By  law,  the  membership  of  the  Regional 
Advisory  Group  that  oversees  each  Regional 
Program  must  include  representation  from  medi- 
cine, nursing,  dentistry,  and  osteopathy,  along 
with  appropriate  lay  representation.  No  similar 
step  has  been  taken  in  the  past  in  a program 
that  was  this  important. 
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HOSPITAL  MEDICAL  I 
CENTER,  LTD. 


100  E.  FOURTH  ST.  SCOTTSDALE,  ARIZONA 


Adjoining  Scottsdale  Baptist  Hospital 

ALLERGIST 

Davis  I.  Amow,  M.D. 

R.  C.  Romero,  M.D. 

ANESTHESIOLOGIST 
Sue  Boyett,  M.D. 

AUDIOLOGY 

R.  Nelson  Miller,  Ph.D.,  D.A. 

FAMILY  COUNSELING 
Leo  Stein 

FAMILY  DOCTOR 

William  B.  McGahey,  M.D. 

John  A.  Martin  III,  M.D. 

GENERAL  SURGERY 

Boyd  H.  Metcalf,  M.D. 

INTERNAL  MEDICINE  & CARDIOLOGY 
Donald  L.  Corzine,  M.D. 

John  F.  Currin,  M.D. 

INTERNAL  MEDICINE 
GASTROENTEROLOGY 

Charles  Bergschneider,  M.D. 

OPHTHALMOLOGY 

Robert  L.  Yockey,  M.D. 

ORTHODONTIST 

James  C.  Toye,  D.D.S. 

PATHOLOGY 

C.  H.  Strickland,  M.D. 

Fred  C.  Schoene,  M.D. 

PERIODONTIST 

J.  Richard  Loughry,  D.D.S. 

PHYSICAL  MEDICINE 
Dennis  Harris,  M.D. 

THORACIC  CARDIOVASCULAR  SURGERY 
Carl  Impellitier,  M.D. 

UROLOGIC  SURGERY 

Wilfred  M.  Potter,  M.D. 

RADIOLOGY 

M.  Herbert  Nathan,  M.D. 

DENTISTRY 

Lumone  E.  Willmeng,  D.D.S. 

OTHERS 

Srutwa  Pharmacy 
Scottsdale  Opticians 

For  Leasing  Information  Call 
946-9091  or  946-5344 
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DON'T  BE  LULLED  BY  RELATIVE  LACK  OF  FLU  LAST  WINTER.  THIS 
WINTER  BE  PREPARED:  WHEN  THE  COMPLAINTS  ARE  COUGH  AND 

CONGESTION,  YOU  CAN  RELIEVE  THESE  SYMPTOMS  WITH  TUSSAGESIC 
TABLETS.  ONE  TIMED -RELEASE  TABLET  AT  MORNING,  MIDAFTERNOON  i 


■ AND  BEDTIME  BRINGS  UP  TO  Z4  HOURS'  RELIEF  FROM  TROUBLESOME 

'V 

COUGH  AND  STUFFED  AND  RUNNY  NOSE.  TUSSAGESIC  IS  THE  FAMOUS 
TRIAMINIC  FORMULA,  PLUS  THREE  OTHER  PROVED  CONSTITUENTS. 


MAKES  PATIENTS  MORE  COMFORTABLE.  FAST.  ASK  YOUR  DORSEY 
REPRESENTATIVE  FOR  SUPPLY  OF  STARTER  SAMPLES,  OR  IF  FLU  IS 


JM. 


1"'  ALREADY  EPIDEMIC,  PHONE  COLLECT.  SEE  BELOW. 

- ■ ; ft: . - ^ ^ ' 


each 

Tussagesic* 

timed-release  tablet  contains: 

Triaminic® 50  mg. 

(phenylpropanolamine  hydrochloride  25  mg.,  pheniramine 
maleate  12.5  mg.,  pyrilamine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide 30  mg. 

Terpin  hydrate  180  mg. 

Acetaminophen 325  mg. 

Dosage:  Adults— 1 tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  LABORATORIES 
a division  of  the  Wander  Company 
Lincoln,  Nebraska  68501 


I 

I clip  and  file  under  “flu” 

I For  relief  of  “flu-like"  symptoms 

I Tussagesic  timed-release  tablets 

I PHONE  COLLECT 

I For  emergency  starter  samples 

I to  Keith  Sehnert,  M.D. 

I Medical  Director 

(402)434-6311 

I Fast  delivery  by  your  Dorsey 

I Representative 
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To  Be  A Judge  of  Character 
Part  II 

William  B.  McGrath,  M.D. 

Knowledge  of  the  personality  disorders'*  ought 
not  remain  inert  like  a crystal  ball  on  the  desk. 
An  individual  who  repeatedly  finds  himself  at 
odds  with  his  environment  may  finally  come 
around  to  wonder  what  is  wrong.  No  one  is  in 
a better  position  to  tell  him  than  his  doctor.  The 
patient  and  the  doctor  can  be  completely  candid. 
Simply  by  making  a correct  diagnosis,  by  recog- 
nizing the  pattern  or  trait,  the  physician  will 
commence  to  be  very  helpful  to  the  patient. 
For  the  persistence  of  the  disorder  is  often  due 
to  the  fact  that  the  patient  is  surprisingly  un- 
aware that  he  has  it! 

A parenthetical  point  must  however  be  empha- 
sized. One  doesn’t  eavesdrop  on  a private  con- 
versation or  read  another  person’s  mail.  One 
doesn’t  open  the  door  uninvited  into  someone’s 
bedroom  or  bath.  To  “psychoanalyze”  a person 
(or  personage!)  without  being  asked  is  sopho- 
moric  and  always  offensive. 

Now  it  takes  a psychiatrist,  given  time,  to 
scrape  off  the  garish  paint  of  over-compensations 
or  put  a crow-bar  to  the  rotting  beams  of  identi- 
fication. But  the  specialist’s  “architectural”  cog- 
nizance is  usually  not  required  for  the  detection 
of  a personality  disorder.  In  everyday  situations 
and  especially  when  affected  by  low  blood  sugar 
or  alcohol  or  fatigue  or  “cabin  fever,”  the  ag- 
gressive will  act  aggressively,  the  schizoid  will 
neither  give  nor  take,  and  the  paranoid  will  look 
for  someone  to  blame. 

A patient,  for  example,  invariably  arrives  ten 
minutes  late  and  in  a flurry  of  breathless  ex- 
cuses. This  may  betray  a simple  inadequacy.  If 

“Pattern;  Inadequate,  schizoid,  cyclothymic,  paranoid. 

Trait:  Emotionally  untable,  compulsive,  passive-aggressive,  socio- 
pathic. 


SO,  then  he  or  she  will  at  least  depart  on  signal 
when  the  interview  is  over.  The  passive-aggres- 
sive on  the  other  hand  will  keep  us  waiting  more 
or  less  deliberately  and  without  apology.  In 
addition  he  will  overstay  the  appointment,  stub- 
bornly ignoring  his  cues  or  our  complaint  that 
we  have  a schedule  to  keep. 

Or  turn  the  situation  around  and  suppose  that 
we  are  unavoidably  detained.  Will  not  the  para- 
noid predictably  interpret  our  tardiness  as  a 
personal  and  punitive  discrimination?  The  ag- 
gressive will  not  be  satisfied  with  our  verbal- 
ized regret;  he  will  also  demand  an  explanation 
( How  come?”)  and  see  to  it  that  we  are  made 
defensive  and  uncomfortable. 

Analysts  claim  that  the  personality  type  is 
most  clearly  demonstrated  by  the  individual’s 
sexual  behavior:  he  will  approach  all  transac- 
tions after  the  fashion  or  manner  in  which  he 
makes  use  of  his  genital.  But  doesn’t  this  just 
confirm  the  consistency  of  the  types?  And  the 
same  could  be  said  of  the  person’s  style  of  eating 
or  talking  or  driving  a car.  Will  not  the  aggres- 
sive usually  drive  half  way  into  the  unoccupied 
cross-walk  at  a traffic  light?  And  if  you  look 
closely  this  is  almost  poetically  symbolic  of  his 
social  as  well  as  his  “phallic”  identity. 

Or  consider  the  constellation  of  attributes  of 
the  obsessive-compulsive.  He  will  always  be 
orderly  and  punctual,  obstinate  and  miserly.  Yes; 
even  his  smile  and  his  handclasp  will  be  miserly; 
and  he  will  not  pay  a simple  compliment  or  ever 
lend  himself  to  a cause. 

Well,  it  would  be  interesting  to  go  on  giving 
illustrations  of  the  consonance  of  each  particular 
personality  pattern  and  the  perennial  or  endur- 
ing quality  of  the  individual  trait  disorders. 

But  this  is  not  a parlor  game.  These  are  the 
cripples  who  get  caught  in  the  surf.  And  they 
pull  down  everyone  to  whom  they  cling. 

Competent  people  — employers  and  profes- 
sional men  — tend  to  turn  their  backs  on  the 
personality  disorders.  Disillusionment  brings  dis- 
interest. When  the  sociopathic  alcoholic  smug- 
gles vodka  or  biu'biturates  into  his  hospital  room, 
playing  mischievous  sixth-grade  games  with  the 
nursing  staff,  our  compassion  naturally  begins 
to  unravel.  One  had  better  back  awa}'  from  tlie 
shallow  and  provocative  promises  of  the  hj  stcric 
(emotional  instability)  who  tries  to  personalize 
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every  encounter.  When  the  paranoid  argues  from 
unprovable  premises  and  still  allows  no  con- 
jecture that  he  might  be  mistaken,  people  begin 
to  avoid  him;  he  is  sure  that  he  is  out  in  front 
when  in  fact  he  has  been  left  behind. 

Distortion  of  the  whole  pattern  of  the  per- 
sonality or  morbid  exaggeration  of  a given  trait 
has  already  reached  high  noon  by  the  time  the 
patient  becomes  a pseudo-adult.  He  is  without 
insight.  And  his  egocentricity  is  like  the  polished 
or  reflecting  side  of  a one-way  window-mirror. 
Is  he  therefore  doomed,  never  to  love  or  hate 
anyone  except  himself? 

No,  not  quite.  There  is  a solvent  for  the  quick- 
silver. The  solvent  as  always  is  understanding. 

One  cannot  Or  could  not  help  developing  a 
personality  pattern  or  trait  disorder.  Most  of 
the  trouble  lies  in  the  patient’s  unawareness,  in 
the  blindness  of  his  repetitions.  Once  he  knows 
what  is  wrong  he  can  begin  to  correct  it. 

The  physician  should  almost  commit  to  mem- 
ory (as  with  syndromes)  the  cardinal  features 
of  each  of  the  personality  disorders.  Then  he 
can  inform  and  instruct  his  patient  to  watch 
for  manifestations  of  his  particular  problem.  And 
the  patient  can  be  encouraged  to  try  more  mature 


— usually  quite  opposite  — ways  of  reacting  to 
various  situations  which  confront  him.  As  in  any 
learning  process  a little  knowledge  is  not  a 
dangerous  thing.  A little  knowledge  is  infinitely 
better  than  no  knowledge  at  all! 

The  individual  with  a personality  disorder 
should  next  consider  telling  those  closest  to  him. 
This  is  disarming,  of  course,  and  it  invites  intel- 
ligent cooperation,  even  with  an  indulgent  sense 
of  humor,  instead  of  habitual  retaliation.  If  peo- 
ple are  going  to  play  games  they  ought  to  agree 
to  the  rules  or  at  least  know  what  the  rules 
are.  A passive-aggressive,  for  example,  could 
warn  his  mate  or  associate  that  he  may  at  times 
display  certain  resistances  which  are  really  in- 
direct demands  for  reassurance.  (Remembering 
a few  childhood  deprivations  we  hereby  give 
notice  that  the  whole  world  must  apologize  to 
us  and  coax  and  compensate  us  — and  we  will 
not  accept  the  apology  anyway,  so  there! ) 

The  first  sign  of  improvement  in  any  person- 
alty disorder,  the  first  aperture  in  the  mirror 
of  egocentricity,  will  be  wonderfully  apparent. 
It  will  be  when  the  individual  recognizes  another 
person’s  needs  and  not  just  his  own.  This  is  what 
the  personality  disorders  were  not  taught  and 
did  not  learn. 


ARIZONA  MlDICAiyiNIALASSISlii:;  COLLEGE 

4400  North  Central  Avenue  • Phoenix,  Arizona  85012 
Phone  277-1451 

Your  new  source  for  thoroughly  trained,  qualified 


Training  includes  secretarial,  technical  skills, 
complete  laboratory  techniques. 


INTERNSHIP  PR06RAM 

Our  graduates  are  required  to  fulfill  a four-\week 
internship  in  a professional  office.  If  you 
are  interested  in  participating  by  offering  a 
young  woman  an  opportunity  to  work  in  your 
office  for  a month  at  no  cost  to  you,  please  call 


FLORENCE  GILBERT,  DIRECTOR  • 277-1451 
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cated  in  the  heart  of  the  beautiful  Phoenix  citrus  area  near  picturesque 

Camelback  Mountain,  this  hospital  is  dedicated  exclusively  to  the 
treatment  of  psychiatric  and  psychosomatic  disorders,  including  alcoholism. 
Facilities  include: 

^ Spacious,  year  hound  outdoor  recreation  area 
^ Fleated  swimming  pool 

is  Modern,  comfortable  rooms 


• Open  medical  staff  • 91  bed  capacity 

• Ratio  of  more  than  one  registered  staff  nurse  to  every  two  patients 

• All  rooms  air-conditioned  • Spacious  grounds  cover  ten  acres 

• Licensed  and  approved  by  Arizona  State  Department  of  Health 

• Member  of; 

American  Hospital  Association 

Arizona  Hospital  Association 

Association  of  Western  Hospitals 

National  Association  of  Private  Psychiatric  Hospitals 

• Approved  by: 

The  Joint  Commission  on  Accreditation  of  Hospitals 
and  The  American  Psychiatric  Association 


5055  North  34th  Street 

PHOENIX,  ARIZONA 
ARIZONA  FOUNDATION  FOR  NEUROLOGY  AND  PSYCHIATRY 


A Non-Profit  Corporati^j^;: 


Armada  Assurance  Agencv,  Inc. 

"Dedicated  to  the  service  of  Arizona  Physicians" 

THE  AGENCY  DEVELOPED  & INCORPORATED  TO  ADMINISTER 

THE  INSURANCE  PORTION  OF  YOUR  HR  70  PROGRAM 


ROBERT  KLEY 
Vice  President 


Ron  Frazier 
Mutual  Funds 


BALANCED 

FLEXIBLE 


Tony  Ziehler,  C.L.U. 
Tucson 


The  Armada  Agency  also 
Offers  Complete  Service  in: 


CHARLES  FISHER,  C.L.U. 
President 


THE 


PLAN 


I.R.S.  APPROVED 


ESTATE  PLANNING  & CONSERVATION 
LIFE  INSURANCE 
DISABILITY  INCOME 
BUSINESS  OVERHEAD 
PROFESSIONAL  LIABILITY 
FIRE  & CASUALTY 


— PHOENIX  — 

Suite  91 9 

3550  N.  CENTRAL 
264-1059 


— TUCSON  — 

2307  East  Broadway 
624-8641 
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Bernice  L.  Steward,  M.D. 

1907-1967 


IN  MEMORIAM 


The  immortal  words  of  Chalmers  “Live  for 
something!  Do  good  and  leave  behind  you  a 
monument  of  virtue  that  the  storm  of  time  can 
never  destroy.  Write  your  name  in  kindness, 
love  and  mercy  on  the  hearts  of  thousands  you 
come  in  contact  with,  year  by  year,  and  you 
will  never  be  forgotten”  could  have  been  written 
on  the  life  of  our  associate  and  friend  Dr.  B.  L. 
(Tom)  Steward,  whose  passing  on  August  7, 
1967,  at  his  home  in  Coolidge,  Arizona,  is  regret- 
fully recorded. 

“Dr.  Tom,”  as  he  was  affectionately  called  by 
hundreds,  began  his  life  in  the  small  hamlet  of 
Elkton,  Missouri,  on  March  19,  1907.  He  was  the 
third  son  of  a country  doctor.  Dr.  C.  V.  Steward, 
to  become  a general  practioner.  When  a small 
boy,  his  parents  moved  to  Bolivar,  Missouri,  the 
home  of  the  Southwest  Baptist  College  (one  of 
the  many  schools  he  attended  in  his  lifetime). 
It  was  here  that  he  spent  his  formative  years  in 
idyllic  boyhood  pleasures  — hunting,  and  fishing 
in  the  area  surrounding  his  home.  The  philo- 
sophic phrase  that  remained  with  him  throughout 
his  life  is  found  in  Ecclesiastes  3:  1-10,  “For 
everything  there  is  a season,  and  a time  for 
every  matter  under  heaven;  a time  to  be  born, 
and  a time  to  die;  a time  to  plant  and  a time 
to  pluck  up  that  which  is  planted  . . . .”  “Dr. 
Tom”  spent  two  years  in  St.  Louis  University, 
then  decided  against  medicine.  He  went  to  New 
Orleans  where  he  held  many  jobs,  including  a 
year  on  a banana  boat  as  a steward.  He  finally 
decided  he  did  want  to  study  medicine  and 
entered  Medical  School  at  the  University  of 
Tennessee  from  which  he  graduated  in  1935. 


He  came  to  Arizona  to  be  near  his  brothers.  Dr. 
G.  B.,  who  was  then  in  Florence,  and  Dr.  H.  B., 
who  was  in  Coolidge.  After  spending  a year  at 
St.  Joseph’s  Hospital,  he  came  to  Coolidge  and 
took  over  Dr.  H.  B.’s  practice,  who  died  in  that 
year. 

“Dr.  Tom”  entered  the  Army  in  1942.  Starting 
at  Camp  Barkley,  Texas,  he  was  transferred  to 
the  Hospital  at  Fort  Ord,  California,  where  he 
met  his  wife,  the  former  Rose  Panziera,  R.  N., 
of  Salinas,  California,  who  served  as  a nurse  in 
the  Army  Air  Force.  From  Ft.  Ord,  California, 
Dr.  B.  L.  was  sent  to  Bizerte,  Africa,  where  he 
was  chief  of  surgery,  and  finally  to  Naples,  Italy, 
with  the  300th  General  Hospital. 

“Dr.  Tom”  was  the  doctor  for  the  Arizona  State 
Prison  for  twelve  years,  starting  the  hospital 
there  and  was  known  for  his  ability  not  to  be 
“conned”  by  the  prisoners,  but  also  for  his  kind- 
ness and  expert  care. 

Following  his  return  to  Coolidge  after  the 
war,  he  was  associated  with  his  older  brother. 
Dr.  G.  B.  Steward,  until  his  death  in  1954. 
It  was  during  this  association  with  Dr.  G.  B. 
that  they  made  many  trips  to  Canada  to  hunt 
big  game.  Also,  the  fishing  there  and  in  Mexico 
which  he  so  much  enjoyed  as  recreation. 

After  his  first  coronary  in  1962,  his  practice 
slowed  although  his  interest  in  people  and  books 
never  faded.  Now  let  us  resolve  that  his  life  has 
not  been  in  vain,  that  the  many  kindnesses  that 
actuated  him  shall  henceforth  have  an  uplifting 
influence  upon  us. 

H.  M.  Stufflcbam,  M.D. 
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Against  these  three  niajpr  pa|hogens 


Pneumococci 


Penicillin-Sensitive 
Staphylococci  ^ 


Beta-Hemffl^ 

Streptococci 


V-Cillin  K®  provides  dependable  oral  antibacterial  therapy 


because  it  combines  a high  degree  of  activity. . . 

V-Cillin  K has  been  shown  to  be  effective  in  the  treatment  of  streptococcus 
and  pneumococcus  infections  as  well  as  infections  caused  by  sensitive  strains 

1 of  staphylococci.  It  may  be  used  for  the  prophylaxis  of  streptococcus  infections 
in  patients  with  a history  of  rheumatic  fever  and  for  the  prevention  of 
bacterial  endocarditis  after  tonsillectomy  in  patients  with  a history  of 

j rheumatic  fever  or  congenital  heart  disease. 

I 

I with  high  blood  levels,  even  when  taken  with  food 

I 

I V-Cillin  K is  stable  in  acid  and  immediately  soluble.  High  serum  levels, 
therefore,  are  reached  rapidly.  Because  it  is  acid  stable,  V-Cillin  K is  well 
absorbed  even  when  taken  close  to  mealtime.  These  desirable  properties  help 
make  V-Cillin  K a dependable  penicillin  for  oral  use. 


V-Cillin  K*S,..  . 

Ptttassium  Phenoxymethyl  Penidllin 


Now  available:  V-Cillin  K®,  Pediatric, 
for  Oral  Solution,  250  mg.  (400,000  units) 
per  5 cc.  of  solution. 


(See  next  page  for  prescribing  information.) 


New 500 mg.  tablets.. . a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K,  the  potassium  salt  of  V-Cillin® 
(phenoxymethyl  penicillin,  Lilly),  combines  acid  stability 
with  immediate  solubility  and  rapid  absorption.  Higher, 
more  rapid  serum  levels  are  obtained  than  with  equal 
oral  doses  of  penicillin  G. 

Indications:  Streptococcus,  pneumococcus,  and  gono- 
coccus infections;  infections  caused  by  sensitive  strains 
of  staphylococci;  prophylaxis  of  streptococcus  infections 
in  patients  with  a history  of  rheumatic  fever,-  and  preven- 
tion of  bacterial  endocarditis  after  tonsillectomy  and 
tooth  extraction  in  patients  with  a history  of  rheumatic 
fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypersensitivity. 
Warnings:  In  rare  instances,  penicillin  may  cause  acute 
anaphylaxis  which  may  prove  fatal  unless  promptly  con- 
trolled. This  type  of  reaction  appears  more  frequently  in 
patients  with  a history  of  sensitivity  reactions  to  penicillin 
or  with  bronchial  asthma  or  other  allergies.  Resuscitative 
drugs  should  be  readily  available.  These  include  epi- 
nephrine and  pressor  drugs  (as  well  as  oxygen  for 
inhalation)  for  immediate  allergic  manifestations  and 
antihistamines  and  corticosteroids  for  delayed  effects. 


Precautions:  Use  cautiously,  if  at  all,  in  a patient  with  a 
strongly  positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly 
with  high  parenteral  dosage  schedules,  frequent  eval- 
uation of  the  renal  and  hematopoietic  systems  is  rec- 
ommended. 

In  suspected  staphylococcus  infections,  proper  lab- 
oratory studies  (including  sensitivity  tests)  should  be 
performed. 

The  use  of  penicillin  may  be  associated  with  the  over- 
growth of  penicillin-insensitive  organisms.  In  such  cases, 
discontinue  administration  and  take  appropriate  measures. 
Adverse  Reactions:  Although  serious  allergic  reactions 
are  much  less  common  with  oral  penicillin  than  with  intra- 
muscular forms,  manifestations  of  penicillin  allergy  may 
occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses 
a significant  index  of  sensitization.  The  following  hyper- 
sensitivity reactions  have  been  reported:  skin  rashes 
ranging  from  maculopapular  eruptions  to  exfoliative  der- 
matitis,- urticaria;  and  reactions  resembling  serum  sickness, 
including  chills,  fever,  edema,  arthralgia,  and  prostration. 
Severe  and  often  fatal  anaphylaxis  has  occurred  (see 
Warnings).  Hemolytic  anemia,  leukopenia,  thrombocy- 
topenia, and  nephropathy  are  rarely  observed  side- 
effects  and  are  usually  associated  with  high  parenteral 
dosage. 

Administration  and  Dosage:  Usual  dosage  range, 
125  mg.  (200,000  units)  three  times  a day  to  500  mg. 
(800,000  units)  every  four  hours.  For  infants,  50  mg.  per 
Kg.  per  day  divided  into  three  doses. 

See  package  literature  for  detailed  dosage  instructions 
for  prophylaxis  of  streptococcus  infections,  surgery,  gon- 
orrhea, and  severe  infections. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg. 
(200,000  units),  250  mg.  (400,000  units),  and  500  mg. 
(800,000  units). 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg. 
(200,000  units)  and  250  mg.  (400,000  units)  per  5 cc.  of 
solution  (approximately  one  teaspoonful).  [042567] 

Additional  information  available  to 
physicians  upon  request.  Eli  Lilly  and 
Company,  Indianapolis,  Indiana  46206. 
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New  DISPETTE 
Single  dose  disposable  units 


No  measuring— no  droppers  — no  bottles 
Full  dosage  without  waste  or  spillage 
Space-saving  refrigerator  package 
Practical  and  economical 


Poliovirus  Vaccine 
Live,  Oral,  Trivalent 


ORIMUNE 


CONTRAINDICATIONS  and  PRECAUTIONS:  Do 
not  inject  this  vaccine.  Postpone  vaccination  in  those 
with  acute  illness;  in  any  condition  having  an  adverse 
effect  on  the  immune  response  mechanism  (leukemias, 
lymphogenous  diseases,  dysgammaglobulinemias,  during 
treatment  with  immune  serum  globulins  or  with  cancer 
chemotherapy  agents,  etc.);  in  advanced  debilitated 
states;  or  if  there  is  persistent  vomiting  or  diarrhea,  or 
clinical  signs  of  virus  (including  enterovirus)  infection. 


Live  measles  and  oral  poliovirus  vaccines  should  proba- 
bly be  given  separately. 

SIDE  EEEECTS  of  significance  have  not  been  reported. 
However,  the  risk  of  vaccine-induced  poliomyelitis,  esti- 
mated to  be  from  1:2,500,000  to  1:50,000,000  should 
be  considered. 

Supplied  in  trays  of  10.  Order 
through  your  Lederle  Repre- 
sentative or  regular  source  of  supply. 

447-7-4964 


ARIZONA'S  PROFESSIONAL  AIR  AMBULANCE  SERVICE 

CUTTER  AVIATION,  I N C . sky  harbor,  phoenix 

Radar  equipped  Beechcraft  with  Certified  Instrument  Flight  Capability  to  any  point  in  the  U.S. 

and  Western  Canada.  For  reliable  24-Hour  Service  call 

CUTTER  AVIATION 

273-1237  946-2754 
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ARIZONA'S  PACESETTER  BANK 
TRUST  DIVISION 

Is  in  Business  to  Serve  YOU  — and 
YOUR  BENEFICIARIES! 


Living  Trusts 
Life  Insurance  Trusts 
Business  or  Partnership  Trusts 
Executor  or  Administrator 
Pension  or  Profit  Sharing  Trusts 
H.R.-IO  Self-Employed  Retirement  Trusts 
Custody  Accounts 
Agency  Accounts 
r Escrow  Agents 

Transfer  Agents 
Guardianships 

And  Many  Other  Services  — 


The 


Guaranty  Bank 


3550  North  Central  Phoenix,  Arizona  Phone  264-9696 
John  R.  Bromley,  Jr.,  Vice  President  and  Trust  Officer 


MEMBER  FEDERAL  DEPOSIT  INSURANCE  CORPORATION 
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August  22,  1967 

Dr.  Wallace  Reed 
Arizona  Medical  Association 
4601  N.  Scottsdale  Road 
Scottsdale,  Arizona 

Dear  Dr.  Reed: 

The  subject  of  payment  for  medical  and  med- 
ically related  services  has  been  under  consider- 
ation by  the  Arizona  State  Department  of  Public 
Welfare  for  quite  some  time.  As  a matter  of 
fact,  the  Division  of  Rehabilitation  for  the 
Visually  Impaired  (DRVI)  has  been  in  contact 
with  your  Association,  or  members  thereof,  re- 
garding these  matters  from  time  to  time,  and  has 
found  such  contact  considerably  beneficial. 

The  State  Board  of  Public  Welfare  has  ac- 
cepted the  concept  that  physicians  and  other 
vendors  of  services  are  entitled  to  remuneration 
for  those  services  at  a reasonable  and  customary 
fee.  The  Board  recognizes  that  its  present  fee 
schedule  does  not  reflect  this  concept,  and  ac- 
cordingly has  requested  additional  funds  in  its 
fiscal  year  1968-1969  budget  request  to  the 
Arizona  State  Legislature  in  all  areas  where  med- 
ical services  are  purchased  by  the  State  Depart- 
ment of  Public  Welfare. 

This  department  has,  and  continues  to  be 
pleased  with  the  fine  relationships  which  e.xists 
with  your  profession.  We  have  every  confidence 
that  these  fine  relationships  will  continue. 

You  are  aware  that  the  department’s  operat- 
ing funds  for  the  present  fiscal  year  (1968)  are 
not  sufficient  to  enable  the  transition  to  a fee 
schedule  embracing  the  usual  and  customary 
concept.  The  adoption  of  such  a fee  schedule, 
in  fact,  hinges  entirely  upon  a successful  response 
by  the  Arizona  State  Legislature  to  our  budget 
request  for  fiscal  year  1968-1969.  Although  the 
State  Welfare  Department  will  be  explaining 
the  increased  amount  of  the  request  to  the  State 
Legislature  we  cannot  assure  favorable  action. 
Therefore,  knowing  fullwell  your  considerable 
interest  in  this  matter,  you  may  wish  to  consider 
expressing  your  interest  to  the  legislature. 

I shall  be  happy  to  discuss  this  matter  with 
you  further,  should  you  desire. 

Sincerely  yours, 

John  O.  Graham 
Commissioner 


CORRESPONDENCE 

September  6, 1967 
Roland  F.  Schoen,  M.  D. 

Editor 

Arizona  Medicine 
Suite  201 

4601  North  Scottsdale  Road 
Scottsdale,  Arizona  85251 

Dear  Doctor  Schoen: 

1 would  like  to  correct  an  erroneous  impres- 
sion in  Doctor  Preston  Taylor’s  article,  “Hemor- 
rhage while  on  anticoagulant  therapy  precipi- 
tated by  drug  interaction,”  Arizona  Medicine, 

August,  1967. 

I question  the  significance  of  a two  second 
prolongation  of  the  prothrombin  time  in  case 
number  three  at  twenty-four  and  forty-eight 
hours  while  on  combined  “Panwarfarin”  (war- 
farin) and  phenobarbital,  as  compared  to  the 
administration  of  “Panwarfarin”  alone.  This  cer- 
tainly is  within  limits  of  error  of  a protlirombin 
determination  in  a clinical  laboratory. 

Phenobarbital  (as  well  as  other  barbiturates) 
does  not  potentiate  the  effect  of  coumarin  anti- 
coagulants; rather,  it  may  antagonize  the  hypo- 
protlirombinemic  effect  of  these  agents  by  “en- 
zyme induction”  in  the  liver.^'  ^ Enzyme  induc- 
tion refers  to  the  increased  quantity  of  drug 
metabolizing  enzymes  present  in  the  liver  micro- 
somes  as  a result  of  drug  administration.  By  tliis 
means,  a drug  may,  in  time,  increase  the  rate 
of  its  own  metabolism  so  that  its  effect  is  less 
(examples  being  tolbutamide,  barbiturates,  and 
meprobamate,  but  not  the  coumarins),  or  may 
accelerate  the  metabolism  of  other  drugs  being 
given  concomitantly.  The  combined  use  of  bar- 
biturates and  coumarins  is  an  example  of  this 
latter  action.  Barbiturates  accelerate  the  metabol- 
ism of  coumarins  in  the  liver.  Not  only  is  the 
plasma  level  of  oralltj  administered  coumarins 
less  after  barbiturate  administration,  but  the 
hypoprothrombinemic  effect  is  markedly  lessen- 
ed.®' ^ Pretreatment  with  barbiturates  does  not, 
however,  influence  the  plasma  level  or  hypo- 
prothrombinemia  of  intravenously  administered 
coumarins,  (possibly  indicating  a different  met- 
abolic pathway  for  the  two  routes  of  adminis- 
tration ) . 

Some  other  examples  of  drug  interaction  are: 

1.  Potentiation  of  the  effect  of  tolbutamide 
by  dicoumerol,  the  result  of  inhibition  of 
oxidation  of  tolbutamide  in  the  li\'cr.® 
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2.  Acceleration  of  the  metabolism  of  diphenyl- 
hydantoin  by  phenobarbital.® 


3.  Potentiation  of  diphenylhldantoin  by  di- 
coumerol/ 


How  clofibrate  and  thyroxine  potentiate  and 
griseofulvin  antagonize  coumarin  anticoagula- 
tion is  unknown  at  present.®  Apparently,  phenyl- 
butazone ( “Butazolidine” ) and  oxyphenylbuta- 
zone  (“Tandearil”)  potentiate  the  action  of 
coumarins  by  competing  for  binding  sites  on 
plasma  proteins.  This  results  in  more  coumarin 
being  in  the  free,  pharmacologically  active  form 
and  a more  pronounced  hypoprothrombinemia 
results  from  a given  dose  of  the  anticoagulant.® 
Aspirin  and  propylthiouracil  have  an  anti-vita- 
min K activity  that  will  lead  to  a greater  effect 
of  the  coumarins.'® 


Doctor  Taylor’s  excellent  article  certainly 
points  out  the  dangers  which  may  arise  when 
additional  drugs  are  administered  to  the  patient 
on  long  term  anticoagulation.  The  physieian 
must  be  constantly  alert  to  the  possibility  of  drug 
potentiation  or  inhibition  when  more  than  one 
drug  is  prescribed.  More  examples  of  this  phen- 
omenon will  be  uncovered  in  the  future.  Doctor 
Taylor  is  to  be  commended  for  bringing  this 
important  subject  to  the  attention  of  physicians 
in  Arizona. 


Sincerely, 

Jerome  C.  Robinson,  M.D. 
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Dr.  Roland  F.  Schoen 
Editor 

ARIZONA  MEDICINE 
4601  North  Scottsdale  Road 
Suite  201 

Scottsdale,  Arizona  85251 
Dear  Roland: 

I find  myself  completely  incapable  of  marshal- 
ing the  right  words  to  express  adequately  the 
gratitude  of  those  of  us  involved  in  starting  the 
new  College  of  Medicine  for  the  tribute  paid 
to  us  and  to  the  College  through  the  dedication 
of  the  September  issue  of  ARIZONA  MEDI- 
CINE. The  students,  the  faculty  and  the  ad- 
ministration have  all  registered  their  sheer  de- 
light and  pleasure  at  your  thoughtfulness. 

We  thank  you  one  and  all. 

Very  sincerely  yours. 

Merlin  K.  DuVal,  M.D.,  Dean 
The  University  of  Arizona 
College  of  Medicine 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 
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DUAL  PROBLEM  IN  PEPTIC  ULCER 

Relief  of  hyperacidity  is  still  a primary  goal  in  the  treatment  of  peptic 
ulcer.  And  antacids  are  the  most  widely  used  means  of  achieving  this 
relief.  But  antacids  alone  cannot  influence  the  distention  and  bloating 
which  so  often  add  to  ulcer  distress. 

THIS  IS  WHY  MYLANTA®  PROVIDES: 


the  two  most  widely  used  antacids— magnesium  and  aluminum  hydrox- 
ides—to  help  secure  rapid  acid  neutralization  with  little  chance  of  laxa- 
tion  or  constipation; 

PLUS 


the  defoaming  action  of  simethicone— to  help  relieve  the  painful  gas 
symptoms  which  often  accompany  peptic  ulcer. 


nonfatiguing  flavor/smooth  pleasant  texture;  both 
assure  patient  cooperation  during  long-term  therapy. 


Stuart 


Division  of /ATLAS  CHEMICAL  INDUSTRIES,  INC.  / Pasadena,  Calif. 
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The  high-output  shortwave 
therapy  machine  that  almost 

thinks  for  itself..  ■ automatic  tuner  (Servomat) 

maintains  selected  dosage  by  compensating  for  patient  movement... 
automatic  overload  protection... automatic  timer  and  switch-off... 
simple  push-button  control. ..no  interference  with  radio  or  TV... 


Siemens  Ultratherm®  608 

For  additional  information,  please  contact:  Alexander  C.  Walker, 
Regional  Technical  Representative,  Geigy  Pharmaceuticals, 
1371  North  44th  Street,  Phoenix,  Arizona  85008,  Phone:  (602)  275-7088 


T^Cost  of 

AMBAR  EXTENTABS 

IS  APPROXIMATELY 
ONE-HALF  THAT  OF 
OTHER  LEADING 
APPETITE 
SUPPRESSANTS. 

/1/V  IMPORTANT  FACTOR 
IN  LONG-TERM  THERAPY! 


CHARLES 

DICKENS* 


POY 

Pickwick  Papers 


IS  THE  FIRST  RECORDED  CASE  OF 
OBESITY  WITH  NARCOLEPSY 

DR.  C.  SIDNEY  BURiNELL  COINED  THE 
TERM  "PICKWICKIAN  SYNDROME" IN  1955 ! 


RECORD  FOR  EATING 

WHO,  IN  1743, 

CONSUMED  384  LBS. 

OF  FOOD  IN 
SIX  DAYS.' 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast  can  AMBAR'^Z 
nelp  control  most  patients’  appetite  for  up  T^'\Z'T~'T^ ’VT'T”' A T)  O' 
to  12  hours.  Methamphetamine,  the  appe-  Ty  | N I /\  fj 

tite  suppressant,  gently  elevates  mood  and 


BRIEF  SUMMARY/Indications:  Ambar 
® suppresses  appetite  and  helps  olTset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 


methamphetamine  HCI  15  mg., 

helps  overcome  dieting  frustrations.  Pheno-  (vl^^rning^'^may'te  ha^^^  sympathomimetics;  patients  with  advanced 


barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety. ..  helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  furtlier 

A.  It.  ROBtNS  COMPANY,  yl-U-DHRIMQ 
RICHMOND,  VA.  2.5220 


(COMPLIMENTS  OF 
DIMETAPP) 


Help  clear  up  that  miserable  stuffed-up 
feeling  with  Dimetapp.  Each  hard-work- 
ing Extentab  brings  welcome  relief  from 
the  stuffiness,  drip  and  congestion  of  upper 
respiratory  conditions  for  up  to  10-12 
hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  The  key  to 
success  is  the  Dimetapp  formula:  Dime- 
tane  (brompheniramine  maleate)— along 
with  phenylephrine  and  phenylpropanola- 
mine, two  time-tested  decongestants.  They 
get  the  job  done  ...  in  a hurry. 

in  sinusitis,  colds,  U.R.I. 

Dimetapp  Exteiitabs 

(Dimetane®  [brompheniramine  maleate],  12  mg.; 
phenylephrine  HCl,  15  mg.;  phenylpropanolamine  HCl,  15  mg.) 

up  to  10-12  hours  clear 
breathing  on  one  tablet 


Indications:  Dimetapp  is  indicated 
for  symptomatic  relief  of  the 
allergic  manifestations  of  respi- 
ratory illnesses,  such  as  the 
common  cold  and  bronchial  asthma, 
seasonal  allergies,  sinusitis, 
rhinitis,  conjunctivitis,  and  otitis. 
Contraindications : Hypersensitivity 
to  antihistamines.  Not  recommended 
for  use  during  pregnancy. 
Precautions:  Until  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against 
engaging  in  operations  requiring 
alertness.  Administer  with  care 


to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 
Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on 
rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased 
irritability  or  excitement  may 
be  encountered. 

Dosage:  1 Extentab  morning  and 
evening. 

Supplied:  Bottles  of  100  and  500. 

A.H.  ROBINS  COMPANY 
RICHMOND.  VA.  23220 


AH'I^OBIISIS 


Picture  of 
painful  myositis 


treated  with 
Parafon  Forte®TABLETs 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


Parafon  Forte  helps  to  relieve  pain, 
restore  mobility  . . . stop  pain-spasm  feedback 

Here  is  why.  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  paind’^  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy^ 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action/-®  and  to  retain  effectiveness 
even  on  continued  administration/-'^  but  which  does  not 
have  the  central  effects  of  tranquilizing  compounds. 

Prescribe  Parafon  Forte  for  lasting  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  lasting  freedom  of  movement  it  usually  provides. 


Cautions  and  side  effects:  Use  with  caution  in  patients  with 
known  drug  sensitivity.  If  a hypersensitivity  reaction  or  symp- 
toms suggestive  of  liver  dysfunction  are  observed,  the  drug 
should  be  stopped.  Occasionally,  drowsiness,  dizziness,  light- 
headedness, malaise,  overstimulation  or  gastrointestinal  dis- 
turbances may  be  noted;  rarely  gastrointestinal  bleeding, 
allergic  skin  rashes,  petechiae,  ecchymoses,  angioneurotic 
edema  or  anaphylactic  reactions  may  have  been  drug  associ- 
ated. While  Paraflex  (chlorzoxazone)  has  been  suspected  as 
being  the  cause  of  hepatic  toxicity  in  approximately  eighteen 
patients,  it  was  not  possible  to  state  that  the  dysfunction  was 
or  was  not  drug  induced.  Dosage:  Two  tablets  q.i.d.  Supplied: 
Scored,  light  green  tablets,  imprinted  “McNEIL”— bottles  of  100. 

References:  1.  Batterman,  R.  C.,  and  Grossman,  A.  J. : Fed.  Proc.  J^:316, 
1965.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1966,  p.  331.  3.  Roth, 
J.  L.  A.,  et  al.:  Gastroenterology  .4^:146,  1963.  4.  Conney,  A.  H.,  and  Burns, 
J.  J.:  J.  Pharmacol.  Exp.  Ther.  12S:340,  1960.  6.  Settel,  E.:  Clin.  Med.  6:1373, 

1959.  6.  Berman,  H.  H.,  et  al.:  Dis.  Nerv. 
Syst.  25:430,  1964.  7.  Darienzo,  C.:  Ibid., 

27:189,  1966.  ‘u.s.  PATENT  NO.  2,895,877 

McNEIL  LABORATORIES,  INC.,  FORT  WASHINGTON,  PA. 


( McNEIL ) 
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Arizona’s  Medical  Memories 


No  doubt  many  headaches  were  created  when 
the  first  women  physicians  were  admitted  in 
1894  to  the  Arizona  Medical  Association.  From 
hand- written  minutes  of  the  Arizona  Medical 
Association  one  would  gather  that  both  Dr.  E.  A. 
Ingalls/  graduate  of  the  University  of  Michigan 
(1875)/  and  Dr.  A.  M.  Givens/  graduate  of  the 
University  of  Southern  California,  (1890)/  were 
admitted  into  the  organization  on  a fluke. 

A humorous  addition  to  the  above  is  that  in 
Phoenix  at  the  first  morning  session  of  the  Ari- 
zona Medical  Association’s  Annual  Meeting  of 
1895,  Dr.  A.  M.  Given  was  nominated  by  the 
Nominating  Committee  to  the  office  of  3rd  Vice- 
President  — “and  was  duly  elected.”*  The  next 
day  — “Dr.  H.  A.  Hughes  offered  the  following 
amendments  to  the  By-laws:  Resolved  that  here- 
after the  elections  of  officers  for  this  Association 
shall  take  place  at  the  afternoon  meeting  of  the 
second  day  of  the  session.  This  was  adopted  by 
unanimous  vote.”  “Dr.  Charles  H.  Jones  offered 
the  following  amendment  to  the  By-laws:  The 
Association  shall  have  power  to  add  to  the  list 
of  candidates  reported  by  the  nominating  com- 
mittee.” The  minutes  continued,  “Failing  to  carry 
by  unanimous  consent  it  was  laid  on  the  table 
until  the  next  meeting.”®  In  1896,  the  Association 
did  without  a 3rd  Vice-President!^ 

Mrs.  Stevens  is  the  wife  of  W.  C.  Stevens,  M.D.,  Kearney, 
Arizona. 


Audrey  D.  Stevens 

By  1897,  the  poor  men  had  to  give  up  their 
struggle  — or  so  it  appears  in  the  Arizona  Med- 
ical Association  minutes  of  1897  which  reads:  Dr. 
Joshua  Miller  (first  President  of  the  Association) 
made  the  following  resolution  as  an  amendment 
to  the  constitution  — “Resolved  that  the  words 
‘gentlemen  in  the  profession’  be  changed  to 
‘ladies  and  gentlemen.’”® 

In  1903  the  first  medical  licenses  were  issued 
in  Arizona.  With  the  exception  of  the  members 
of  the  Board  of  Medical  Examiners  all  licenses 
were  issued  alphabetically.  Dr.  Rosa  Boido  was 
the  first  woman  to  be  issued  a license  and  was 
issued  license  *5.®  She  graduated  from  the  Cooper 
Medical  College  in  1898,  became  a member  of 
the  Arizona  Medical  Association  in  1901,  while 
practicing  in  Tucson  was  Superintendent  of 
the  Scientific  Temperance  Committee  of  the 
W.C.T.C.  and  President  of  the  Suffrage  Club 
for  Pima  County.  In  1912  Dr.  Boido  and  her 
husband.  Dr.  Lorenzo  Boido,  moved  from  Tuc- 
son to  Phoenix.  In  1920  both  her  husband  and 
she  had  their  licenses  cancelled  and  they  left 
the  state.*® 

The  first  woman  doctor  to  read  a paper  at 
one  of  the  Association  meetings  ( 1906 ) was  Dr. 
Mary  Neff,  graduate  of  the  University  of  Iowa. 
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The  title  of  her  paper  was,  “The  Medical  Inspec- 
tion of  Schools. According  to  the  late  Dr. 
Clara  S.  Webster,  who  at  one  time  was  Dean 
of  Women  of  the  University  of  Arizona,  Dr. 
Neff  had  a very  fine  sense  of  humor  and  though 
I have  used  this  story  before,  I believe  it  is  worth 
repeating: 

“Dr.  Neff  was  practicing  in  Phoenix  early  in 
the  present  century  when  she  was  hurriedly  call- 
ed to  attend  an  Indian  woman  in  childbirth. 
Twins  were  bom;  and  immediately  the  Indian 
husband  jumped  up  with  a hatchet  in  hand, 
held  it  over  the  wife’s  head  and  threatened  to 
kill  her  instantly  unless  she  revealed  who  the 
other  man  was.  Dr.  Neff  assured  him  that  the 
birth  of  twins  was  by  no  means  a rarity!  He 
angrily  retorted  that  inasmuch  as  the  doctor 
was  a woman  she  would  naturally  side  with 
the  wife  and  he  refused  to  believe  her.  Finally 
Dr.  Neff  proposed  that  they  call  in  a man  with 
the  title  of  Judge  and  have  him  settle  the  dispute. 
His  decision  was  accepted  and  the  wife  was 
cleared  of  any  suspicion.”'^ 


Dr.  Neff  was  a member  of  the  Arizona  Med- 
ical Association  but  was  not  a member  of  her 
county’s  society.'®  In  fact  county  medical  soci- 
eties were  slow,  by  any  standards,  in  admitting 
women.  In  1926  the  Pima  County  Medical  Soci- 
ety admitted  their  first  woman  physician.  Dr. 
Lillis  Wood  Starr.'^  Three  years  later,  1929,  the 
Society  admitted  their  third  woman  physician. 
Dr.  Clara  S.  Webster.'®  It  seems  to  me  that  from 
then  on  the  minutes  of  the  county  medical  soci- 
eties and  the  Arizona  Medical  Association  min- 
utes became  a little  duller  reading  — at  least  in 
regard  to  women  physicians. 
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B and  C vitamins  are  part  of  therapy:  An  imbalance  of  water-soluble  vita- 
mins and  chronic  illness  often  go  hand  in  hand.  STRESSCAPS  capsules,  con- 
taining therapeutic  quantities  of  vitamins  B and  C,  are  fonnulated  to  meet  the 
increased  metalDolic  demands  of  patients  with  physiologic  stress.  In  chronic  ill- 
ness, as  with  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Siresscaps" 

Stress  Formula  Vitamins  Lederie  M. 


Each  capsule  contains: 

Vitamin  B,  (as  Thiamine  Mononitrate)  10  mg 
Vitamin  B2  (Riboflavin)  10  mg 

Vitamin  B«  (Pyridoxine  HCI)  2 mg 

Vitamin  8,2  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder" 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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REPRINTS 


A PRACTICAL  APPROACH  TO 
PROVIDE  THE  PUBLIC  WITH- 

MORE  & BETTER 

GP^s 

FEWER  AND  BETTER 

SURGEONS 

The  American  College  of  Surgeons  and  the 
American  Academy  of  General  Practice  have  one 
thing  in  common.  Both  have  had  a sticky  prob- 
lem which  they  have  been  totally  unsuccessful 
in  solving.  The  College  is  faced  with  an  ever 
growing  supply  of  surgeons  and  fewer  and  fewer 
areas  in  need  of  surgeons;  the  Academy  is  faced 
with  the  exact  opposite  situation  of  an  ever 
dwindling  supply  of  physicians  entering  general 
practice  and  more  and  more  communities  seek- 
ing the  services  of  a general  practitioner. 

This  unsolved  disproportion  between  supply 
and  demand  has  created  a ridiculous  situation. 
Highly  skilled  general  surgeons  do  not  have  the 
cases  for  which  they  were  trained  nor  the  volume 
to  maintain  their  proficiency.  In  the  face  of  rising 
demand  for  its  services,  general  practice  is  con- 
fronted with  the  prospect  of  dying  out  altogeth- 
er. The  situation  involves  a gross  waste  of  already 
scarce  medical  manpower  and  teaching.  It  thus 
contributes  to  the  rise  in  cost  of  medical  care 
and  adversely  affects  intra-professional  relations. 

We  would  like  to  advance  the  proposition 
that  the  problems  of  the  oversupply  of  surgeons 
and  the  undersupply  of  general  practitioners  are 
directly  related  and  the  direct  result  of  the 
positions  taken  by  the  AAGP  and  ACS  on  the 
question  of  the  future  scope  of  surgery  in  gen- 
eral practice.  We  further  hold  that  unless  both 
groups  radically  change  their  positions,  the  cur- 
rent disproportion  will  not  only  continue  but  will 
become  progressively  worse. 

First,  let’s  consider  what  the  position  of  each 
group  has  been  over  the  surgery  question: 

The  American  College  of  Surgeons  has  long 
held  that  doctors  who  have  been  doing  good 
surgery  in  general  practice  should  be  allowed  to 
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continue  regardless  of  how  they  came  by  their 
training  — but  that  new  doctors  entering  general 
practice  should  be  prohibited  from  virtually  all 
surgery.  Restrictions  are  aimed  at  the  new  GP, 
not  the  old. 

The  position  of  the  American  Academy  of 
General  Practice  is  not  so  simply  stated.  It  has 
been  “officially”  opposed  to  placing  restrictions 
on  the  younger  men,  but  established  CP’s  at 
the  loeal  level  have  frequently  let  restrictions 
be  put  in  with  a grandfather  clause.  A number 
of  national  leaders  have  expressed  the  idea  that 
for  general  practice  of  the  future  there  would 
be  less  emphasis  on  surgery  with  more  emphasis 
on  internal  medieine  and  the  non-surgieal  fields. 
They  have  acted  as  though  they  saw  the  “hand- 
writing on  the  wall”  and  that  it  was  pointless 
to  put  up  a fight  for  surgery  as  an  important  or 
integral  part  of  general  practice.  Many  have 
recommended  that  they  would  treat  surgery  as 
“elective”  training  in  a residency  program. 

Neither  the  Academy  nor  the  College  should 
be  condemned  for  taking  these  attitudes,  because 
both  positions  seemed  logical.  Why  should  any- 
one be  concerned  with  teaching  CP’s  surgery 
when  better  trained  surgieal  specialists  were  im- 
mediately available?  The  surgeons  needed  the 
cases  that  would  be  going  to  GFs  and  many 
CP’s  felt  their  time  eould  be  better  devoted  to 
other  phases  of  medieal  care. 

The  fallacy  in  this  approach  is  that  surgery 
is  a fundamental  part  of  medicine  to  the  young 
medieal  student.  This  is  something  above  and 
beyond  the  justified  concern  of  the  medical  edu- 
cator over  the  student  who  “ean’t  wait  to  get 
a knife  in  his  hand.”  To  many,  surgery  is  simply 
part  of  being  a doetor.  General  practitioners  who 
do  little  surgery  cannot  understand  or  appreciate 
this.  They  feel  they  do  a better  job  for  their 
patients  by  referring  all  surgical  cases.  But  the 
fact  remains  that  their  own  interest  gives  them  a 
biased  opinion,  an  opinion  not  shared  by  the 
majority. 

The  prevalence  of  a basic  and  predominating 
interest  in  surgery  amongst  future  physicians  is 
illustrated  by  the  fact  that,  despite  the  small  and 
decreasing  need  for  more  surgeons,  tliere  are 
6,010  general  surgical  residents  (more  than  in 
any  other  specialty ) , with  95  per  cent  of  surgical 
residency  openings  filled. 
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The  statement  is  often  heard  “but,  today’s 
young  GP’s  don’t  want  to  do  surgery  . . This 
is  true.  If  they  had,  they  would  have  taken  a 
surgical  residency.  A number  of  the  physicians 
in  surgical  practice  today  would  have  preferred 
to  have  been  general  practitioners,  but  they 
didn’t  want  to  be  doing  general  parctice  without 
surgery  — and  general  practice,  having  all  but 
abdicated  surgery,  was  in  no  position  to  com- 
pete for  this  type  of  student. 

There  are  those  who  will  say  that  offering 
better  surgical  training  in  general  practice  is 
not  the  solution  to  the  problem,  that  the  solution 
lies  in  educating  young  doctors  on  the  import- 
ance of  “family  counseling,  preventive  medicine, 
etc.”  . . . and  that  if  medical  students  don’t  want 
to  go  into  this  type  of  family  practice  then  we 
need  different  criterion  for  selecting  students  to 
go  into  medicine.  Most  doctors  who  advocate 
this,  however,  are  not  faced  with  this  type  of 
practice  themselves.  And  while  family  counseling 
and  preventive  medicine  are  an  important,  nec- 
essary part  of  general  practice,  they  are  certainly 
not  the  whole  nor  to  most  physicians  are  they  the 
challenging,  stimulating  part  of  medicine  that 
draws  a person  to  the  medical  profession  in  the 
first  place. 

What  is  clearly  called  for  is  a complete  re- 
versal of  the  present  trend  away  from  surgery  in 
general  practice  to  one  where  surgery  would  be 
viewed  as  an  important  part  of  general  practice. 
We  are  by  no  means  suggesting  that  the  clock 
be  turned  back  to  the  general  practice  surgery 
of  yesteryear  or  even  of  today.  In  all  honesty, 
it  must  be  admitted  that  a significant  portion  of 
general  practice  surgery  has  not  been  up  to  spe- 
cialty standards.  Medical  educators  have  been 
critical  of  general  practice  surgery,  and  this 
criticism  has  at  times  been  justified.  But  we 
have  enough  confidence  in  these  same  educators 
to  feel  that  they  can  help  us  develop  programs 
that  would  do  a superior  job  in  preparing  a per- 
son to  do  surgery  in  general  practice.  How  much 
is  done  should  depend  on  individual  ability  and 
interest.  No  one  has  ever  attempted  to  train 
such  an  individual  in  a medical  school  affiliated 
residency,  so  no  one  can  state  that  it  can’t  be 
done. 

Would  medical  students  be  interested  in  a 
general  practice  residency  that  offers  this  type 
of  training?  A key  to  the  answer  may  be  found 


in  an  analysis  of  the  existing  general  practice 
training  programs.  Those  few  which  offer  good 
surgical  training  today  are  90  per  cent  filled  and 
draw  students  from  the  top  portion  of  their  class. 

The  programs  that  have  uniformly  had  vacan- 
cies (and  those  programs  are  in  the  majority) 
have  been  uniformly  weak  in  surgery.  The  most 
disappointing  programs  of  all  were  the  so-called 
“family  practice  residencies”  which  have  all  but 
been  abandoned  for  lack  of  applicants. 

On  the  surface  it  might  be  thought  that  the 
ACS  would  fight  any  such  move  to  have  GP’s  do 
more  surgery.  But  if  the  results  of  the  current 
policy  are  considered,  perhaps  they  will  take  a 
second  look.  The  only  way  the  oversupply  of  sur- 
geons will  ever  be  solved  is  to  drastically  reduce 
the  number  of  surgical  residencies  to  bring  them 
in  line  with  demand,  and  this  can  only  be  done 
by  increasing  the  surgical  emphasis  in  general 
practice.  There  is  a definite  need  for  the  sur- 
gical specialist  — but  to  remain  good,  a surgical 
specialist  must  do  an  adequate  number  of  opera- 
tions, particularly  the  difficult  cases  for  which 
he  has  been  particularly  trained,  in  order  to 
maintain  his  skills,  to  progress  and  to  be  a good 
consultant.  Surgical  specialists  should  not  be  in- 
volved in  a part  time  general  practice  nor  in  the 
less  complex  procedures  that  the  properly  trained 
general  practitioner  can  handle  just  as  well. 
The  general  practitioner  for  his  part  must  also 
do  enough  surgery,  even  though  less  complex, 
so  that  he  too  can  maintain  his  proficiency. 

Both  the  Gollege,  the  Academy  and  the  AMA 
should  be  concerned  in  trying  to  achieve  a better 
balance  of  surgeons  and  GP’s.  But  as  with  all 
goals,  there  is  a price.  The  price  to  the  College 
will  be  a reversal  of  its  attitude  that  “no  one 
except  a board  certified  surgeon  should  enter 
the  abdomen  . . .”  Instead  of  seeing  how  little 
surgery  it  can  restrict  the  future  GP  to  doing, 
the  College  should  see  how  much  the  GP  can 
be  trained  to  do  competently,  keeping  in  mind 
that  he  must  be  able  to  perform  his  more  limited 
procedures  with  the  same  measure  of  competence 
and  safety  as  the  specialist.  The  difference  be- 
tween surgery  done  by  GP’s  and  surgery  done 
by  specialists  should  be  only  in  the  degree  of 
surgery  undertaken.  There  should  be  no  differ- 
ence between  the  quality  of  care  offered  rural 
or  urban  patients,  thus  the  idea  of  training  GP’s 
for  surgery  only  if  they  are  to  practice  in  rural 
areas  is  unwarranted  if  medicine  is  to  have  one 
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standard  of  care. 

General  practiee  must  also  pay  a price.  It  must 
take  a more  active  role  in  seeing  that  those  phys- 
icians who  need  restricting  are  restricted  — and 
they  must  face  the  unpleasant  fact  that  many 
may  be  in  general  practice.  Grandfathering  prac- 
tices should  be  totally  abolished.  General  prac- 
tice should  not  let  general  practiee  be  used  as  a 
short  cut  to  specialty  practice.  This  can  only  be 
prevented  by  use  of  controls.  It  must  take  res- 
ponsibility for  curbing  the  abusive  practice  of 
doctors  with  inadequate  basic  training  learning 
surgery  on  their  own  patients.  At  one  time  this 
was  acceptable,  but  with  the  availability  of  bet- 
ter training  programs  such  practices  are  no  long- 
er acceptable.  At  the  same  time  the  GP  with 
adequate  basic  training  should  be  encouraged 
to  continually  learn  and  develop  his  skills  in 
surgery,  as  in  all  areas,  to  the  fullest  extent  of 
his  ability.  GP’s  will  have  to  respect  the  right  of 
the  surgical  specialist  to  pick  his  own  assistant. 
While  the  ideal  situation  may  be  one  in  which 
the  GP  assists,  the  surgeon  is  in  the  best  position 
to  know  what  he  wants  in  an  assistant  so  the 
choice  should  be  left  to  his  discretion. 

Lastly,  but  possibly  most  important,  the  GP 
should  give  up  the  idea  that  he  must  be  a spec- 
ialist. The  ideal  general  practitioner  can  never  be 
a specialist  because  he  likes  all  phases  of  medi- 
cine ( including  surgery ) so  much  that  he  doesn’t 
want  to  restrict  himself  to  one  area.  There  is  an 
unquestioned  public  need  for  having  one  doctor 
who  can  do  something  of  everything  and  do  it 
well.  This  takes  an  exceptional  individual  and 
it  takes  exceptional  training  and  he  is  practicing 
“general”  not  “specialized”  medicine. 

All  of  this  is  a big  order.  It  is  not  easy  to  re- 
verse established  patterns,  even  when  they  can 
be  shown  as  being  incorrect.  But  it  should  also 
be  obvious  that  neither  surgery  nor  general  prac- 
tice is  faring  well  under  the  present  attitudes. 
A board  of  family  practice,  however  well  mean- 
ing, will  simply  intensify  the  problem  by  even 
further  removing  surgery  from  general  practice. 
If  present  trends  persist,  the  eventual  outcome 
will  be  a type  of  uninspired  family  doctor  who 
will  see  a huge  volume  of  basically  well  patients 
and  refer  anyone  who  is  very  ill.  There  will  be 
surgeons,  far  too  many,  who  will  find  themselves 
fighting  for  the  inadequate  number  of  cases  they 
have  to  share  among  themselves.  This  is  not 


the  type  of  medical  practice  that  any  of  us  would 
want  our  sons  to  enter. 

The  Academy  and  the  Gollege  have  an  oppor- 
tunity to  do  a great  deal  for  the  practice  of  med- 
icine by  taking  a closer  look  at  their  positions 
on  the  surgery  question.  The  goal  of  the  AGS 
should  be  fewer  but  better  surgical  specialists; 
the  goal  of  the  Academy  should  be  more  but 
better  general  practitioners.  These  goals  are  com- 
patible and  both  are  worth  working  for. 

The  Trend  Away  From  Surgery 
Unfortunately,  general  practice  has  had 
reason  to  be  apologetic  over  the  surgery 
question.  As  the  AGS  moved  to  raise  stand- 
ards of  surgical  care,  general  practice  moved 
sideways  to  retain  the  status  quo.  It  failed 
to  join  with  AGS  and  others,  even  though 
it  was  invited,  to  set  up  the  Gommission  on 
Professional  & Hospital  Activities  which  has 
been  the  leading  group  in  the  United  States 
in  developing  medical  audits  of  hospital 
care;  nor  has  it  in  the  past  shown  leadership 
in  the  development  of  general  practice  resi- 
dency training  programs  or  hospital  oriented 
in  training  programs.  In  essence,  general 
practice  has  been  continually  on  the  defen- 
sive towards  hospital  problems.  Aside  from 
its  postgraduate  requirements  it  cannot  point 
to  any  positive  programs  that  it  has  initiated 
to  improve  quality  of  care,  particularly  in 
the  poorly  supervised  hospitals,  many  of 
which  have  reflected  more  on  general  than 
specialty  practice. 

The  idea  of  a Board  of  Family  Practice 
is  an  indication  of  a continuance  of  this 
trend  away  from  surgery  in  general  practice. 
Since  the  proposed  Board  emphasizes  in- 
ternal medicine,  psychiatry,  pediatrics  and 
preventive  medicine,  it  is  only  reasonable 
to  expect  it  will  appeal  to  the  very  resident 
who,  because  of  his  natural  interest,  thinks 
in  terms  of  the  non-operative  fields.  The 
appeal  is  to  the  wrong  type  of  medical  stu- 
dent since  the  number  of  students  interested 
in  the  non-operative  fields  is  already  in 
short  supply  because  of  lack  of  appeal.  If 
the  new  Board  of  Family  Practice  is  success- 
ful in  attracting  residents  it  will  attract  resi- 
dents from  the  very  specialties  which  can 
afford  to  give  them  up  the  least,  namely,  in- 
ternal medicine,  pediatrics  and  ])sychiatry. 

As  now  proposed,  the  new  Board  will  cer- 
tainly not  attract  residents  away  from  the 
surgical  residencies  which  arc  the  very  resi- 
dencies that  should  be  reduced.  To  feel  that 
the  offering  of  a Board  certificate  as  a means 
of  attracting  students  to  careers  in  so-called 
family  practice  is  grossly  ovcr\aluing  the 
importance  of  certification. 
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With  the  explosion  of  medical  knowledge 
is  it  really  possible  for  any  one  man  to  prac- 
tice good  general  medicine  today? 

Many  medical  educators  have  expressed 
this  doubt  and  it  has  plagued  many  medical 
students  who  are  looking  forward  to  being 
an  expert  in  something.  These  educators  are 
usually  thinking  in  terms  of  the  doctor  going 
into  general  practice  after  a one  year  intern- 
ship or  a second  rate  residency.  (Seventy- 
five  per  cent  of  the  GP^s  in  the  United  States 
have  no  residency  training  of  any  type.)  If 
these  conditions  continue  their  doubts  would 
be  justified.  But  they  are  not  justified  if 
there  is  an  upgrading  of  general  practice 
residencies  to  bring  them  on  a par  with 
specialty  training  programs,  something 
which  is  long  overdue. 

The  general  practitioner  can  never  be 
the  expert  in  any  field  if  a comparison  is 
made  on  the  range  or  scope  of  work  under- 
taken. He  can,  however,  indeed  be  an  expert 
in  the  areas  he  does  undertake  and  as  the 
field  of  general  practice  gains  status  through 
improvement  in  residency  training  it  will  be 
a worthwhile  goal  to  be  an  expert  in  general 
practice  itself. 

Medicine  is  becoming  more  complex  on 
the  one  hand  but  treatment  and  care  are  just 
as  often  more  simplified  and  effective.  In 
many  cases  a general  practitioner  is  able  to 
adequately  handle  cases  today  that  were 
specialty  cases  just  twenty  years  ago. 


Regardless  of  how  desirable  it  may  be,  is  it 
realistic  to  expect  that  surgery  can  become  an 
important  part  of  general  practice  in  the  future? 
What  could  be  done  to  bring  this  about? 

First,  the  California  Academy  of  General  Prac- 
tice must  solidly  be  behind  any  such  movement. 
The  responsibility  for  making  this  decision  rests 
with  the  Board  of  Directors  and  Congress  of 
Delegates  of  the  Academy.  Individual  members 
are  encouraged  to  discuss  this  question  with 
members  of  the  Board  and  Congress  or  to  ad- 
dress a letter  or  note  to  Herbert  A.  Holden, 
M.D.,  President,  California  Academy  of  Gen- 
eral Practice,  9 First  Street,  San  Francisco. 

Once  a decision  is  reached,  the  state  organi- 
zation would  move  to  gain  national  and  eounty 
chapter  level  support  to  make  this  a top  priority 
program.  The  real  work,  and  the  key  to  the  suc- 
cess of  any  such  program,  will  be  in  the  resi- 
dency development  area.  Fortunately,  California 
has  already  made  significant  strides  through  a 
general  upgrading  of  general  practice  residen- 
cies, and  this  experience  places  it  in  an  ideal 
position  to  .spearhead  a change  in  the  concept  of 
surgical  training  for  general  practice. 


SHARE  YOUR  MEDICAL  JOURNALS  WITH  COLLEAGUES  OVERSEAS 


The  doctors  of  the  U.S.A.  are  being  asked  to  send  their  medical  journals  — after  they  have 
read  them  — to  colleagues  overseas  ( Asia,  Latin  America,  and  Africa ) who  wish  to  have  access  to 
current  medical  literature  but,  either  because  of  currency  regulations  or  actual  cost  involved,  can- 
not themselves  subscribe  to  medical  periodicals.  We  can  supply  you  with  the  name,  address,  and 
medical  specialty  of  doctors  in  these  areas  who  would  be  happy  to  receive  these  much  wanted  jour- 
nals, (particularly  specialty  journals),  which  you  will  mail  direct  to  your  overseas  colleague. 

This  is  a direct  “Doctor-to-Doctor”  program  which  is  being  sponsored  by  the  American  Medi- 
cal Association  with  the  collaboration  of  The  World  Medical  Association  to  help  alleviate  the 
lack  of  current  medical  publications  and  to  firrther  international  good  will.  Your  cooperation  in 
this  program  will  be  greatly  appreciated  and  your  contact  with  these  colleagues  in  other  countries, 
we  can  assure  you,  will  prove  very  gratifying.  If  you  wish  to  participate  in  this  program,  send 
your  name,  address,  and  titles  of  journals  you  will  contribute  to  Ada  Chree  Reid,  M.D.,  Director, 
Doctor-to-Doctor  Program,  c/o  The  World  Medical  Association,  Inc.,  10  Columbus  Circle,  New 
York,  New  York,  10019. 
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ur  ^UKKcni 

MEDICAL  IHTEREST 


PROFESSIONAL  COURTESY 

Adopted  by  Judicial  Council 
June  17, 1967 


The  custom  of  professional  courtesy  embodies 
the  ancient  tradition  of  fraternalism  among  phys- 
icians in  the  art  which  they  share,  and  their 
mutual  concern  to  apply  their  learning  for  the 
benefit  of  one  another  as  well  as  their  patients. 
The  Judicial  Council  reaffirms  and  endorses  the 
principle  of  professional  courtesy  as  a noble 
tradition  that  is  adaptable  to  the  changing  scene 
of  medical  practice. 

Professional  courtesy  is  not  a rule  of  conduct 
that  is  to  be  enforced  under  threat  of  penalty  of 
any  kind.  It  is  the  individual  responsibility  of 
the  physician  to  determine  for  himself  and  with- 
in his  own  conscience  to  whom  and  the  extent 
to  which  he  shall  allow  a discount  from  his 
usual  and  customary  fees  for  the  professional 
services  he  renders,  and  to  whom  he  shall  render 
such  services  without  charge  as  professional 
courtesy. 

The  following  guidelines  are  offered  as  sug- 
gestions to  aid  physicians  in  resolving  questions 
related  to  professional  comtesy. 

1.  Where  professional  courtesy  is  offered  by 

a physician  but  the  recipient  of  services  in- 


sists upon  payment,  the  physician  need  not  be 
embarrassed  to  accept  a fee  for  his  services. 

2.  Professional  courtesy  is  a tradition  that  ap- 
plies solely  to  the  relationship  that  exists 
among  physicians.  If  a physician  or  his  de- 
pendents have  insurance  providing  benefits  for 
medical  or  surgical  care,  a physician  who  ren- 
ders such  service  may  accept  the  insurance 
benefits  without  violating  the  traditional  eth- 
ical practice  of  physicians  caring  for  the  med- 
ical needs  of  colleagues  and  their  dependents 
without  charge. 

3.  In  the  situation  where  a physician  is  called 
upon  to  render  services  to  other  physicitms  or 
their  immediate  families  with  such  frequency 
as  to  involve  a significant  proportion  of  his 
professional  time,  or  in  cases  of  long-term  ex- 
tended treatment,  fees  may  be  charged  on  an 
adjusted  basis  so  as  not  to  impose  an  unreason- 
able burden  upon  the  physician  rendering  ser- 
vices. 

4.  Professional  courtesy  should  always  be  ex- 
tended without  qualification  to  the  physicimi 
in  financial  hardship,  and  members  of  his  im- 
mediate family  who  are  dependent  upon  him. 
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From  a continuing  study  on  nasal  congestion . . . 


TR4^|vy 


«R,ApTeR  ; 


timed  to  work 
while  your  patient  does 


A study  being  conducted  by  the  Department  of 
Otolaryngology,  Greater  Baltimore  Medical  Center  is 
stockpiling  evidence  that  points  to  the  fast  action  and 
prolonged  relief  effected  by  Triaminic  in  the  treat- 
ment of  nasal  congestion. 

Begun  in  March  1966,  the  study  to  date  has  encom- 
passed 85  patients  with  common  nasal  disorders— 


and  measured  their  response  to  recommended  doses 
of  Triaminic  tablets. 

Timed  to  release  its  oral  nasal  decongestant  and  two 
antihistamines  within  8 hours,  Triaminic  was  found  to 
effect  partial  or  complete  relief  in  better  than  82%  of 
the  subjects  treated.  Clearing  nasal  obstruction.  Re- 
ducing turbinate  swelling.  Making  breathing  easier. 


It's  a comforting  thing  to  know  that  Triaminic  really  works. 


Triaminic" 


timed-release  tablets 
Each  timed-release  tablet  contains: 

Phenylpropanolamine  hydrochloride 50mg.  Pyrilamine  maleate 25mg.  Pheniramine  maleate 25mg. 

Side  effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpitations,  flushing,  dizziness,  nervousness  or  gastrointestinal  upsets. 
Precautions:  The  patient  should  be  advised  not  to  drive  a car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use  with  caution  in 
patients  with  hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 

DORSEY  LABORATORIES  • a division  of  The  Wander  Company  • LINCOLN,  NEBRASKA  essot 
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}He4icai  CeHtet  'X-^aif  and  ClMeai 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

DIAGNOSTIC  X-RAY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M,D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 


See  for  yourself 
the  professional 
MED  AC 
Billing  and 
Bookkeeping  Service 

irS  A “PERSDMAl  TOUCH”  SERVICE  THAT  YOU  CONTROL! 

^ All  records  stay  in  your  office  at  all  times ! 

^ Patient  accounts  at  your  fingertips. 

5^  Prompt  and  professional  billings.  , , 

Accurate  agings  of  your  accounts  receivable  and 
faster  collections. 

WE  INVITE  YOU  TO  CALL 

in  Phoenix  in  Tucson 

Bud  Gray  261-1317  Burt  Becker  624-8711 
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• • • • ^ , 

CO— op.er.a.tion,  co.op.er.a.tion,  co.op.er.a.tion 

(ko— op'er— a’shen),  n.  1.  a co-operating;  joint 

effort  the  benefits  of  which  are  shared  by  all  members. 


UP  TO  $1,000  MONTHLY  BENEFIT 
NOW  AVAILABLE 

ON  A STATEWIDE  BASIS  - MEANS  STABILITY 

Disability  Insurance  pays. ..not  only  when  you’re  sick  or 
injured. ..but  also  in  “peace  of  mind’’  when  you’re  well! 

'The  Only  Known  Substitute  for  Earning  Power” 


NATIONAL  CASUALTY  COMPANY 

OF  DETROIT,  MICHIGAN 

Arizona  Representatives 

PHOENIX  ★ CHARLES  A.  de  LEEUW  TUCSON  ★ RONALD  E.  DEITRICH 

3424  NORTH  CENTRAL  AVENUE  SUITE  9,  PIMA  PLAZA,  2030  E.  BROADWAY 

(PHONE  266-2403)  (PHONE  623-7941) 

Approved  and  Recommended  by  the 

MEDICAL  ECONOMICS  COMMITTEE  AND  THE  COUNCIL 

...SINCE  1953 


101  East  Fourth  Street,  Scottsdale,  Arizona 

Adioining  Scottsdale  Baptist  Hospital  NOW  LEASING  ....  CUSTOM  SUITES 

Scotfsclale's  Newest  & Finest  Medical  Building 


OPHTHALMOLOGY 

Peter  S.  Sykowski,  M.D.,  F.A.C.S. 

DENTIST  DENTAL  LAB. 

R.  A.  Hossler,  D.D.S.  F.  Jefferson  Blake 
Patrick  Ryan,  D.D.S 


PHYSICAL  THERAPIST 

Jean  Hoffman,  R.P.T. 
OBSTETRICS  & GYNECOLOGY 
Roy  O.  Young,  M.D. 
Gregory  C.  Smith,  M.D. 


PLASTIC  & RECONSTRUCTIVE  SURGERY 

Richard  O.  Kiraly,  M.D. 

Adjoining  Hospital  Medical  Center  with: 


FAMILY  DOCTOR 

Jack  E.  Groh,  M.D. 
Robert  M.  Mattson,  M.D. 
PSYCHIATRY 
Murray  Urie,  M.D. 
GENERAL  SURGERY 

Jack  O.  McFarland,  M.D. 


PATHOLOGY 

C.  E.  Strickland,  M.D. 
Fred  C.  Schoene,  M.D. 


RADIOLOGY 

M.  Herbert  Nathan,  M.D. 


OTHERS 

Srutwa  Pharmacy 
Scottsdale  Opticians 


For  Leasing  Information  Cali  946-9091 
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FUTURE  MEDICAL  MEETINGS 


THE  AMERICAN  COLLEGE 
OF  PHYSICIANS 
(New  Mexico  Regional) 

Dec.  1-2,  1967 
Albuquerque,  New  Mexico 

Among  special  guests  will  be 
John  A.  Layne,  M.D.,  Great  Falls,  Mont. 

ACP  Regent  and  consultant  in  internal  medicine 
at  the  Fort  Flarrison  Veterans  Administration 
Flospital. 

For  further  information  contact: 

Reginald  FI.  Fitz,  M.D.,  School  of  Medicine 
University  of  New  Mexico, 

900  Stanford  Dr.  N.  E., 
Albuquerque,  N.  M.  87106 


Arizona  Chapter  of  the 
American  College 
of  Surgeons 

January  12-13,  1968 
Del  Webb^s  TowneHouse 
Phoenix,  Arizona 

For  additional  information  contact; 

James  A.  Laugharn,  M.D. 

4550  North  51  st  Avenue 
Phoenix,  Arizona  85031 


Twentieth  Annual  Mid-Winter 
Radiological  Conference 

January  27-28,  1968 
International  Hotel 

(Adjacent  to  Los  Angeles  Airport) 

Los  Angeles,  California 

Partial  listing  of  Guest  Speakers: 

Flarold  Jacobson,  M.D.,  Professor  of 

Radiology,  Einstein  School  of  Medicine, 
New  York,  N.  Y. 

Ralph  M.  Scott,  M.D.,  Professor  of 
Radiology  (Radiation  Therapy), 

University  of  Louisville  School  of 
Medicine,  Louisville,  Kentucky. 

Conference  fee  of  $25.00  will  include  two 
luncheons  and  panel  discussions.  For  additional 
information  regarding  Conference  reservations 
contact: 

Paul  Mahoney,  M.D.,  15031  Rinaldi  Street, 
San  Fernando,  Calif.  91340 


Twelfth  Annual  Meeting  of  the 
Medical  Society  of  the 
United  States  and  Mexico 

February  7,  8,  9,  10,  1968 
Guadalajara,  Mexico 

For  information  contact: 

James  D.  Nauman,  M.D. 

1603  N.  Tucson  Boulevard 
Tucson,  Arizona  85716 
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EUGENE  R.  ALMER,  M.D. 
ROBERT  BEAL,  M.D. 

OTTO  L.  BENDHEIM,  M.D. 
PAUL  M.  BINDELGLAS,  M.D. 
LEE  S.  COHN,  M.D. 

KENT  E.  DURFEE,  M.D. 

T.  RICHARD  GREGORY,  M.D. 
WILLIAM  B.  HAEUSSLER,  M.D. 
THOMAS  F.  KRUCHEK,  M.D. 
HAROLD  E.  McNEELY,  Ph.D. 
STANFORD  PERLMAN,  Ph.D. 
GEORGE  G.  SARAVIA,  M.D. 
SAMUEL  WICK,  M.D. 


child  psychiatry 

Dsvchoarya(\^& ila 

clinical  psychology 


THE  DIAGNOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X^Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes  • 


PATHOLOGISTS 

Maurice  Rosenthal,  M.D. 
George  Scharf,  M.Ci. 
Seymour  B.  Silverman,  M.D. 
Bland  Giddings,  M.D. 

. Sidney  H.  Zuber,  M.D. 


RADIOLOGISTS 

1130  E.  McDowell  Office  - 258-1601 
Marcy  L.  Sussman,  M.D. 

1901  E.  Thomas  Road  Office  — 274-3603 


Marion  A.  Jabczenski,  AA.D. 
William  S.  Stone,  AA.D. 


Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 

1901  East  Thomas  Road  • Phoenix,  Arizona  • Phone  264*2101 
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Classified 


Pharmacy  Directory 


FAIRMONT  PHARMACY 

3231  East  McDowell  Rd.  ^ Phoenix,  Arizona 

PRESCRIPTIONS  - DRUGS 
COSMETICS  - FOUNTAIN 

BRidge  5-5719  FREE  DELIVERY 


iScoHsJalc  call 

Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1 st  National  Bank 


DOCTOR'S  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  7-7471 

At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

^'Established  1932" 


DANNY  T.  SEIVERT 
INSURANCE 

Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 

Professional  Programs  for  Professional  Men 

Del  Webb's  TowneHouse  — Suite  1 700 
1 00  W.  Clarendon  — Phoenix 
Telephone  277-1487 


MEDICAL  CINEMATOGRAPHY 
By 

AZTEC  FILM  PRODUCTIONS 

2818  N.  Country  Club 
Tucson,  Ariz. 

602-326-6736 


For  Lease  or  Sale  with  low  down  payment  — 
Present  location  of  Mountain  View  Medical 
Clinic,  4110  N.  49th  Street,  Phoenix,  Arizona. 
Reply  Box  67-3,  Arizona  Medicine,  4601  N. 
Scottsdale  Rd.,  Scottsdale,  Arizona  85251. 


Situation  Wanted:  Board  Certified  general  sur- 
geon desires  association  or  opportunity  in  Ari- 
zona. Age  42;  FACS:  private  practice  experi- 
ence; licensed  in  Arizona;  married  with  family. 
Reply  Box  64-3,  Arizona  Medicine,  4601  North 
Scottsdale  Road,  Scottsdale,  Arizona  85251. 


Excellent  office  suites  available  at  The  Wilshire 
Medical-Dental  Center,  888  S.  Craycroft  Rd., 
Tucson,  Arizona.  General  Surgery,  Pediatrics, 
General  Medicine,  Thoracic  Surgery  and  Den- 
tistry now  in  practice.  Location  in  stable  east- 
side  Tucson,  five  minutes  to  two  major  hos- 
pitals and  nursing  homes.  Fully  equipped  lab- 
oratory & X-ray  facilities  with  Radiologist, 
Tremendous  potential  for  ENT,  Internal  Medi- 
cine and  Orthopedics.  Contact:  E.  W.  Eberling, 
M.D.,  888  S.  Craycroft  Road,  Tucson. 
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Ilevamfetamine  succinate  TUTAG) 

Cyelrilk2p.m.  ; 
Appetite  control  at  6 


Sleep  at  10 


'ms. 


; Action  and  Uses:  Cydrit' (jevamfetamjne  succinate)  is  a chemo-^ 
pharmaceutical  approach  to  aid  the  obstinately  obese.  Cydril  (fevam- 
i fetamine  succinate)  provides  the  appetite  depressant  action  of  amphet- 
amines but  exhibits  fewer  unwanted  side  reactions.  ■ 

I Dosage;  Adults  and  'teenagers'^  one  (1)  Cydrii  (ievamfefamine  suc- 
I cinate)  Qranucap*  daily,  ' 

f.  Side  Effects:  Occasionally  cardiovascular  and  gastrointestinal  reactions 

> may  produce  dry  mouth,  metallic  laste,  anorexia,  nausea.jtJiarrhea,- 
r headache,  chilliness,  pallor  or  flushing,  sweating,  diuresis,  and 
I arrhythmias.  * . ^ 

Contraindications:  Cydril  (levamfelamine  succinate)  should  not  be 
I'  us^  in  the  presence  of  severe, hypertension,  angina  pectoris,  hyper- 
i Ibyroidisni,  and  Raynaud’s  disease,  ' 

; *Granucap  ts  the  Tutag  brand  of  sustained  release  capsule  mdRU- 

Ifacfured  to  release  the  contents  over  a period  of  approximalely^S  to 
- iO  hburs;'" 

Caution;  Federal  law  prohibits'dispensing  without  prescfiption,.- 
FuH  product  information  available  on  request  or  see  page  1122  in 
It  - your  1967  PDR.  , 

more  about  CYDBIL  and 
r ' "the  Cydril  Family  of  Products 
• ",'ask  the  Man  from  Tutag  {or 
your  colleagues) 

^ eihICAI  ?HAR«A«UTICAiS 

DETROIT.  MICHIGAN  ,48234 


Classified 


For  Sale:  By  Distributor  — Electronic  telephone 
answering  and  recording  equipment.  Elimin- 
ates answering  services.  No  installation.  Fully 
transistorized.  Utilizes  voice  induction  — high 
fidelity.  Performs  dictaphone  services.  Tax  de- 
ductible. Comparatively  low  cost.  American 
made.  Guaranteed.  Specifications  and  prices 
furnished  without  obligation.  No  salesman. 
Wellington  House,  City  Hall,  107  Ventura,  Ojai, 
Calif.  93023. 


Desire  a Locum  Tenen  in  Arizona  for  late  sum- 
mer 1968.  I am  currently  an  Intern  at  Tucson 
Hospitals  Medical  Education  Program  in  Tuc- 
son, Arizona,  and  expect  to  have  my  Arizona 
license  by  the  middle  of  July  1968.  My  Resi- 
dency program  doesn't  start  until  the  middle 
of  September.  Contact:  Stanley  Soho,  M.D., 
Box  4894,  Tucson,  Arizona  85717. 


GOODYEAR  - AVONDALE  - Need  a G.P.  A 
community  of  10,000  people,  and  another 
5,000  in  surrounding  area,  with  only  one 
doctor  at  present.  Very  desirable  building  next 
to  the  First  National  Bank  available.  Good  park- 
ing. Rent  $200.00  per  mo.  Will  remodel  to  suit. 
Contact:  J.  L.  King,  124  N.  Litchfield  Rd., 
Goodyear,  Ariz.  Telephone:  935-9740. 

MAKE  1968  A GREAT 

MEETING 

1959 

331 

1960 

414 

1961 

419 

1962 

469 

1963 

315 

1964 

238 

1965 

321 

1966 

295 

1967 

284 

1 

.550  1 

1 

plan  to  attend 

Safari  Hotel,  Scottsdale 

April  23-27, 

1968 
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Conventional  Radiography 

The  restless  duodenum  makes 
radiographic  diagnosis  diffi- 
cult, uncertain  and  often  un- 
productive: Is  this  duodenum 
abnormal? 


Hypotonic  Duodenography 

Pro-Banthme-induced  duode- 
nal calm  permits  full  anatomic 
appraisal:  Same  patient.  Duo- 
denal normality  is  now  evident. 
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Among  the  adjuncts  to  the  physician’s  skill 


Darvon®  Compound-65 

Each  Pulvule®  contains  65  mg.  propoxyphene  hydrochloride, 
227  mg.  aspirin,  162  mg.  phenacetin,  and  32.4  mg.  caffeine. 


Addi- 

ELI  '{1  f’.  \ C 


Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 


In  untold  thousands  of 
epileptic  patients... 
Dilantin  has  been,  and 
continues  to  he,  the 
bedrock  of  therapy. 


DILANTIN  is  useful  in  the  treatment  of  grand  mal 
epilepsy  and  certain  other  convulsive  states.  Its 
use  will  prevent  or  greatly  reduce  the  incidence 
and  severity  of  convulsive  seizures  in  a substan- 
tial percentage  of  epileptic  patients,  without  the 
hypnotic  and  narcotizing  effects  of  many  anti- 
convulsant drugs. 

PRECAUTIONS;  Periodic  examination  of  the  blood 
is  advisable.  Nystagmus  in  combination  with  diplo- 
pia and  ataxia  indicates  dosage  should  be  re- 
duced. The  possibility  of  toxic  effects  during 
pregnancy  has  not  been  explored.  ADVERSE 
REACTIONS:  Allergic  phenomena  such  as  poly- 
arthropathy, fever,  skin  eruptions,  and  acute  gen- 
eralized morbilliform  eruptions  with  or  without 
fever.  Rarely,  dermatitis  goes  on  to  exfoliation  with 
hepatitis,  and  further  dosage  is  contraindicated. 
Gingival  hypertrophy,  hirsutism,  and  excessive 
motor  activity  are  occasionally  encountered.  Dur- 
ing initial  treatment,  side  effects  may  include  gas- 
tric distress,  nausea,  weight  loss,  nervousness, 
sleeplessness,  feeling  of  unsteadiness.  Macrocy- 
tosis,  megaloblastic  anemia,  leukopenia,  granulo- 
cytopenia, thrombocytopenia,  pancytopenia, 
agranulocytosis,  and  aplastic  anemia  have  been 
reported.  Nystagmus,  lymphadenopathy,  lupus 
erythematosus,  erythema  multiforme  (Stevens- 
Johnson  syndrome),  and  a syndrome  resembling 
infectious  mononucleosis  with  jaundice  have  occurred. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals®  containing  0.1  Gm.  and  0.03  Gm. 
diphenylhydantoin  sodium. 

Parke,  Davis  & Company,  Detroit,  Michigan  48232 


The  color  combinations  of  the  banded  capsules  are 
Parke-Davis  trademarks.  The  orange-banded  white  capsule 
identifies  Parke-Davis  0.1  Gm.  diphenylhydantoin  sodium; 
the  pink-banded  white  capsule  0.03  Gm.  diphenylhydantoin  sodium, 


PARKE-DAVIS 


HW&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


■ LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor"  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 

■ Literature  on  indications  and  dosage  avail- 
able on  request. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT&  DUNNING,  INC.  Baltimore,  Maryland  21201 


( LTRZ3 ) 


‘EMPIRIN"  COMPOUND  with  CODEINE  PHOSPHATE  gr.  t/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  V2  (Warning— May  be  habit 
forming),  Phenacetin  gr.  2 Vi,  Aspirin  gr.  3 Vi,  Caffeine  gr.  Vi. 


■ Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin* 
Compound  with  Codeine  remains  unchallenged. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  TUCKAHOE,  N.Y. 
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Indications:  Hypertension  and 
many  types  of  edema  involving 
retention  of  salt  and  water. 
Contraindications:  Hypersensitivity 
and  most  cases  of  severe  renal  or 
hepatic  disease. 

Warning:  With  the  administration  of 
enteric-coated  potassium  supple- 
ments, which  should  be  used  only 
when  adequate  dietary  supplemen- 
■ation  is  not  practical,  the  possibil- 
ity of  small  bowel  lesions  (obstruc- 
tion, hemorrhage,  and  perforation) 
should  be  kept  in  mind.  Surgery 


for  these  lesions  has  frequently 
been  required  and  deaths  have  oc- 
curred. Discontinue  enteric-coated 
potassium  supplements  immedi- 
ately if  abdominal  pain,  distention, 
nausea,  vomiting,  or  gastrointesti- 
nal bleeding  occur. 

Use  with  caution  in  pregnant  pa- 
tients, since  the  drug  may  cross 
the  placental  barrier  and  adverse 
reactions  which  may  occur  in  the 
adult  (thrombocytopenia,  hyperbili- 
rubinemia, altered  carbohydrate 
metabolism,  etc.)  are  potential 


problems  in  the  newborn. 
Precautions:  Antihypertensive  ther- 
apy with  Hygroton  should  always 
be  initiated  cautiously  in  postsym- 
pathectomy patients  and  in  pa- 
tients receiving  ganglionic  block- 
ing agents  or  other  potent  anti- 
hypertensive drugs,  or  curare. 
Reduce  dosage  of  concomitant 
antihypertensive  agents  by  at  least 
one-half.  Barbiturates,  narcotics  or 
alcohol  may  potentiate  hypoten- 
sion. Because  of  the  possibility  of 
progression  of  renal  damage,  peri- 


odic determination  of  the  BUN  is 
indicated.  Discontinue  if  the  BUN 
rises  or  liver  dysfunction  is  aggra- 
vated. Hepatic  coma  may  be  pre- 
cipitated. 

Electrolyte  imbalance,  sodium  and/ 
or  potassium  depletion  may  occur. 
If  potassium  depletion  should  oc- 
cur during  therapy,  Hygroton 
should  be  discontinued  and  potas- 
sium supplements  given,  provided 
the  patient  does  not  have  marked 
oliguria. 

Take  special  care  in  cirrhosis  or 


For  the 

cardiac  patient 
on  2 piiiows 
a night, 
consider  one 
Hygroton  a day. 


Hygroton® 

chlorthalidone 


new  50  mg.  tablet 
or  100  mg.  tablet 


; severe  ischemic  heart  disease  and 
in  patients  receiving  corticoste- 
roids, ACTH,  or  digitalis.  Salt  re- 
striction  is  not  recommended, 
i Adverse  Reactions:  Nausea,  gastric 
I irritation,  vomiting,  anorexia,  con- 
j slipalion  and  cramping,  dizziness, 

: weakness,  restlessness,  hypergly- 
I cemia,  hyperuricemia,  headache, 
muscle  cramps,  orthostatic  hypo- 
; tension,  aplastic  anemia,  leuko- 
^ penia,  thrombocytopenia,  agranu- 
' locytosis,  impotence,  dysuria, 
transient  myopia,  skin  rashes,  urti- 


caria, purpura,  necrotizing  angiitis, 
acute  gout,  and  pancreatitis  when 
epigastric  pain  or  unexplained  G.l. 
symptoms  develop  after  prolonged 
administration.  Other  reactions  re- 
ported with  this  class  of  com- 
pounds include:  jaundice,  xanthop- 
sia, paresthesia,  and  photosensiti- 
zation. 

Average  Dosage:  50  or  100  mg.  with 
breakfast  daily  or  100  mg.  every 
other  day. 

Availability:  White,  single-scored 
tablets  of  100  mg.  and  aqua  tablets 


of  50  mg., in  bottles  of  100  and  1000. 
(B)R46-230-D 

For  full  details,  please  see  the 
complete  prescribing  information. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 
HY-5405S 


She  was  the  picture 
of  arteriosclerotic 
heart  disease  in 
failure. 

She  couldn’t  sleep 
a wink  without  an 
extra  pillow. 

Then  her  doctor 
prescribed  digitalis 
and  Hygroton. 

First,  her  cardiac 
output  improved. 
Then  her  breathing 
improved  — 
along  with  her 
urinary  output. 

Nights  could  be 
a lot  more  pleasant 
for  patients 
like  this  in 
your  practice. 

Try  it  and  see. 

Hygroton  therapy  may 
also  mean  trouble- 
some side  effects  for 
certain  patients. 

A summary  of 
essential  prescribing 
information  is 
shown  below. 


afiler 

sui^ 

B and  C vitatnins  ate  thetapy:  Therapeutic  amounts  of  B and  C in  stress 
formula  vitamins  often  are  vital  during  periods  of  physiologic  stress. 
STRESSCAPS  capsules,  designed  to  meet  increased  metabolic  demands,  aid  in 
achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After  siu- 
gery,  as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  B|  (Thiamine  Mononitrate)  10  mg 
Vitamin  82  (Riboflavin)  10  mg 

Vitamin  85  (Pyridoxine  HCI)  2 mg 

Vitamin  8]2  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults.  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder' 
jars  of  30  and  100;  bottles  of  500. 


627-6-3613 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


When  the  talk  turns  to 
oral  contraceptives,  it  makes 
medical  sense  to  remember 
low-dose  Norinyl-1. 

(norethindronelmg.cmestranol0.05mg.) 


Turn  page  for  contraindications,  precautions  and  side  effects. 


Reduction  of  oral  contraceptive 
dosage  to  the  lowest  effective  levels  is 
a well-accepted  principle  of  conserva- 
tive medical  practice.  In  keeping  with 
this  view,  Norinyl  is  now  also  avail- 
able as  Norinyl-1,  containing  exactly 
one  half  the  previous  dosage  of 
norethindrone  and  mestranol.  Clinical 
experience  has  established  that  effec- 
tive fertility  control  can  be  achieved 
with  the  same  degree  of  reliability 
and  safety  with  new  Norinyl-1  when 
taken  as  directed. 

What  about  switching  patients  from^ 
higher  dosage  forms? 

In  transferring  patients  to  low-dose 
Norinyl-1  from  higher-dosage  oral 
contraceptives,  some  breakthrough 
bleeding  may  occur  in  the  early 
cycles.  In  the  majority  of  cases  the 
bleeding  episode  is  mild  and  self- 
limited. The  long-term  advantages  of 
the  lower  dosage  form  should  be 
weighed  against  the  inconvenience  of 
possible  breakthrough  bleeding  in  , 
the  individual  patient. 


Prescribing  Information 
Contraindications : Patients  with  any 
symptoms  or  history  of  thrombo- 
phlebitis, pulmonary  embolism,  liver 
dysfunction  or  disease,  carcinoma 
of  breast  or  genital  organs,  or  un- 
diagnosed vaginal  bleeding. 
Warnings:  Discontinue  medication 
pending  examination  if  there  is  sud- 
den partial  or  complete  loss  of  vision, 
proptosis,  diplopia  or  migraine.  If 
examination  reveals  papilledema  or 
retinal  vascular  lesions,  medication 
should  be  withdrawn.  The  safety  of 
Norinyl-1  in  pregnancy  has  not  been 
demonstrated.  If  a patient  misses 
two  consecutive  periods,  pregnancy 
should  be  ruled  out  before  continu- 
ing the  medication.  If  she  has  not  ad- 
hered to  the  prescribed  schedule, 
pregnancy  should  be  considered  at 
the  first  missed  period.  Active  ingre- 
dients of  oral  contraceptives  have 
been  detected  in  the  milk  of  mothers 
who  received  these  drugs;  the  signifi- 
cance to  infants  has  not  been  de- 
termined. 

Precautions:  Pretreatment  physical 
should  include  examination  of  the 
breasts  and  pelvic  organs,  as  well  as 
a Papanicolaou  smear.  If  endocrine 
or  liver  function  tests  are  abnormal 
during  therapy,  repeat  tests  are  rec- 
ommended after  the  drug  has  been 
withdrawn  for  two  months.  Follow- 
ing administration  of  drug,  preex- 
isting uterine  fibromyomata  may 
increase  in  size.  Careful  observation 
and  caution  are  required  for  patients 
with  symptoms  or  history  of  epi- 
lepsy, migraine,  asthma,  cardiac  or 
renal  dysfunction,  cerebrovascular 
accident,  psychic  depression,  and 
diabetes.  In  cases  of  undiagnosed 
vaginal  bleeding,  adequate  diagnos- 
tic measures  are  indicated.  Possible 
long-term  effects  of  the  drug  on  pitu- 
itary, ovarian,  adrenal,  hepatic  or 
uterine  function  must  await  further 
studies.  The  physician  should  be 
alert  to  the  earliest  manifestations 
of  thrombophlebitis  and  pulmonary 
embolism.  The  drug  should  be  used 
judiciously  in  those  young  patients 
in  whom  bone  growth  is  not  com- 
plete. The  age  of  the  patient  consti- 
tutes no  absolute  limiting  factor, 
although  treatment  with  Norinyl-1 
may  mask  symptoms  of  the  climac- 
teric. The  pathologist  should  be 
advised  of  Norinyl-1  therapy  when 
relevant  specimens  are  submitted. 


Side  Effects:  The  following  have 
been  observed  with  varying  incidence 
in  patients  receiving  oral  contracep- 
tives : nausea,  vomiting,  gastrointes- 
tinal symptoms,  breakthrough 
bleeding,  spotting,  change  in 
menstrual  flow,  amenorrhea,  edema, 
chloasma  or  melasma,  breast  changes 
(tenderness,  enlargement  and 
secretion),  change  in  weight  (increase 
or  decrease),  changes  in  cervical 
erosion  and  cervical  secretions, 
suppression  of  lactation  when  given 
immediately  postpartum,  cholestatic 
jaundice,  migraine,  rash  (allergic), 
rise  in  blood  pressure  in  susceptible 
individuals,  mental  depression. 
Although  the  following  side  effects 
have  been  reported  in  users  of  oral 
contraceptives,  no  cause  and  effect 
relationship  has  been  established: 
anovulation  posttreatment,  premen- 
struallike  syndrome,  changes  in 
libido,  changes  in  appetite,  cystitis- 
like syndrome,  headache,  nervous- 
ness, dizziness,  fatigue,  backache, 
hirsutism,  loss  of  scalp  hair, 
erythema  multiforme,  erythema 
nodosum,  hemorrhagic  eruption,  and 
itching.  The  following  occurrences 
have  been  observed  in  users  of  oral 
contraceptives  (a  cause  and  effect . 
relationship  has  neither  been  estab- 
lished nor  disproved) : thrombo- 
phlebitis, pulmonary  embolism, 
neuroocular  lesions. 

The  following  laboratory  tests  may 
be  altered  by  the  use  of  oral  contra- 
ceptives: increased  sulfobromo- 
phthalein  and  other  hepatic  function 
tests,  coagulation  tests  (increase  in 
prothrombin,  factors  VII,  VIII,  IX 
and  X),  thyroid  function  (increase  in 
FBI  and  butanol  extractable  protein- 
bound  iodine  and  decrease  in  T® 
values),  metyrapone  test,  preg- 
nanediol  determination. 


SYNTEXS 

LABORATORIES  INC. .PALO  ALTO,  CALIF. 


Here's  why 

Norinyl-1  makes 
medical  sense. 


Untreated  Patient 


The  effectiveness  of  Norinyl-1  as  a 
low-dose  oral  contraceptive  may  be 
explained  by  its  possible  multiple 
action.  In  addition  to  its  primary 
action  of  suppression  of  ovulation, 
Norinyl-1  may  offer  additional  pro- 
tective mechanisms . . , (1)  creation  of 
a cervical  mucus  that  may  be  hostile 
to  sperm  penetration,  and  (2)  devel- 
opment of  an  endometrium  that  may 
be  out  of  phase  with  nidation. 

These  effects  are  illustrated  below. 


Norinyl-1  Patient 


DUAL  PROBLEM  IN  PEPTIC  ULCER 


Relief  of  hyperacidity  is  still  a primary  goal  in  the  treatment  of  peptic 
ulcer.  And  antacids  are  the  most  widely  used  means  of  achieving  this 
relief.  But  antacids  alone  cannot  influence  the  distention  and  bloating 
which  so  often  add  to  ulcer  distress. 


THIS  IS  WHY  MYLANTA®  PROVIDES: 

the  two  most  widely  used  antacids— magnesium  and  aluminum  hydrox- 
ides—to  help  secure  rapid  acid  neutralization  with  little  chance  of  laxa- 
tion  or  constipation; 

PLUS 


the  defoaming  action  of  simethicone— to  help  relieve  the  painful  gas 
symptoms  which  often  accompany  peptic  ulcer. 


wMta 

nonfatiguing  flavor/smooth  pleasant  texture;  both 
assure  patient  cooperation  during  long-term  therapy. 

I Stuart  I Division  of /ATLAS  CHEMICAL  INDUSTRIES.  INC.  / Pasadena,  Calif. 
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Otolaryngology 
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Pediatrics 
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Plastic  Surgery 
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Psychiatry 

William  B.  McGrath,  M.D. 
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George  A.  Spendlove,  M.D.,  M.P.H. 
Pulmonary  Diseases 
Lloyd  K.  Swasey,  M.D. 
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John  W.  Kennedy,  M.D. 

Thoracic  Smgery 

Arthur  R.  Nelson,  M.D. 

Urology 

Richard  D.  Pennington,  M.D. 
MANAGING  EDITOR 
Bruce  E.  Robinson 
EDITORIAL  ASSISTANT 
Evelyn  Kuebler 


Editorials  of  Arizona  Medicine  are  the  opinions 
of  Ae  authors  and  do  not  necessarily  represent  the 
official  stand  of  The  Arizona  Medical  Association, 
Inc.  The  opinions  of  the  Board  of  Directors  may 
be  sought  in  the  published  proceedings  of  that  body. 


Simple  words,  commonly  and  frequently  used, 
and  combinations  of  words  in  the  English  langu- 
age, are  a fascinating  and  intriguing  study  and 
pastime,  especially  if  their  meanings  are  usually 
taken  for  granted. 

At  this  particular  time,  the  entire  Editorial 
Staff  of  ARIZONA  MEDICINE  would  take  the 
opportunity,  in  the  English  of  cultural  continuity 
and  inherited  pattern  of  thought,  to  invoke  upon 
you  all  a festival  season,  extending  from  the  cele- 
bration of  the  birth  of  our  Lord  to  Epiphany, 
and  hope  that  it  would  be  marked  by  excep- 
tional gaiety  and  favored  by  the  greatest  of 
good  luck  and  fortune. 


From  the  traditional  to  the  colloquial. 
WE  WISFI  YOU 
A VERY  MERRY  CHRISTMAS 
AND 

A VERY  HAPPY  NEW  YEAR 
Editor  and 
Editorial  Staff 
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An  uncommon  steroid 
for  common  inflammatory  dermatoses 


where  previous  therapy  with  other 
topical  corticosteroids  has  failed,  v 

Low  patient  cost  I 

for  wider  usefulness 

With  Synalar,  a high  degree  of  ' | 
efficacy  does  not  mean  high  price; 
And -a  small  quantity  goes  a long 
way.  Thus,  your  patients  can 
often  obtain  the  “economy”  of  a 
hydrocortisone  preparation  with  “ I 
the  proved  efficacy  of  a potent, 
truly  advanced  steroid. 


cortisone  1.0%.  The  unique  fluo- 
cinolone  acetonide  molecule 
nrovides  one  of  the  most  useful 


fluocinolone  acetonidi 


For  everyday  topical  steroid  therapy 

Synalarp.or^ 

fluocinolone  acetonide 

provides  economy  in  two  practical  dosage  forms 


For  general  use,  the  most 
economical  and  widely  applicable 
concentration  of  Synalar  is  0.01% 
Cream  in  a water- washable,  van- 
ishing cream  base.  Synalar  Solu- 
tion 0.01%  is  especially  valuable  in 
dermatoses  involving  moist,  inter- 
triginous  areas  or  hairy  sites 
where  creams  and  ointments  do 
not  spread  or  penetrate  readily. 
Synalar  Solution  is  a unique 
dosage  form -clear,  nongreasy, 
cosmetically  elegant. 


Product  I nformalion 

Contraindications:  Tuberculous,  fungal,  and  most 
viral  lesions  of  the  skin  (including  herpes  simplex, 
vaccinia,  and  varicella).  Not  for  ophthalmic  use. 
Contraindicated  in  individuals  with  a history  of 
hypersensitivity  to  any  of  the  components. 
Precautions:  Synalar  preparations  are  virtually 
nonsensitizing  and  nonirritating.  However,  the 
solution  may  produce  burning  or  stinging  when 
applied  to  denuded  or  fissured  areas.  In  some  pa- 
tients with  dry  lesions,  the  solution  may  increase 
dryness,  scaling  or  itching.  Where  severe  local 
infection  or  systemic  infection  exists,  the  use  of 
systemic  antibiotics  should  be  considered,  based 
on  susceptibility  testing.  While  topical  steroids 
have  not  been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively  on 
pregnant  patients,  in  large  amounts,  or  for 


prolonged  periods  of  time.  Side  Effects:  Side 
effects  are  uncommon  with  topical  corticosteroids. 
As  with  all  drugs,  however,  a few  patients  may 
react  unfavorably  to  Synalar  under  certain 
conditions.  In  such  cases  the  agent  should  be 
discontinued  and  appropriate  measures  taken. 
Aoailability:  Synalar  (fluocinolone  acetonide) 
Cream  0.025%  — 5,15  and  60  Gm.  tubes  and  425 
Gm.  jars.  Cream  0.0 1 % — 15.  45  and  60  Gm.  tubes 
and  1 20  Gm.  jars.  Solution  0.0 1 % — 20  and  60  cc. 
plastic  squeeze  bottles.  Ointment  0.025%—  15  and 
60  Gm.  tubes.  Neo- Synalar®  (neomycin  sulfate 
0.5%  [0.35%  neomycin  base],  fluocinolone  acetonide 
0.025%)  Cream  — 5,15  and  60  Gm.  tubes. 


tiuocinofone  acetonide  — an  original  atero'd  from 

SYNTEX® 
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Manuel)!  Leo  L.  Lewis,  M.D.  (Winslow);  W.R.  Manning, 
M.D.  (Tucson);  Dwight  H.  Porter,  Sr.,  M.D.  (Phoenix),  Her- 
mann S.  Rhu,  Jr.,  M.D,  (Tucson). 

HISTORY  AND  OBITUARIES  COMMITTEE:  Roland  F Schoen, 
M.D.,  Chairman  (Casa  Grande);  Walter  Brazie,  M.D,  (King- 
man);  Robert  S.  Flinn,  M.D.  (Phoenix);  John  W.  Kennedy, 
M.D.  (Phoenix);  Harold  W.  Kohl,  Sr.,  M.D.  (Tiicson);  Jay 

L.  Sitterley,  M.D.  (Flagstaff);  Roy  O.  Young,  M.D.  (Scotts- 
dale). 

INDUSTRIAL  RELATIONS  COMMITTEE:  Thomas  H.  Taber, 
Jr.,  M.D.,  Chairman  (Phoenix);  William  B.  Haeussler,  M.D. 
(Phoenix);  William  R.  Myers,  M.D.  (Phoenix);  Hal  VV.  Pitt- 
man, M.D.  (Phoenix);  Stanley  S.  Tanz,  M.D.  (Tucson). 
LEGISLATIVE  COMMITTEE:  Carlos  C.  Cra^  M.D.,  Chairman 
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Dermont  W.  Melick,  M.D.  (Tucson);  Donald  F.  Schaller, 
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Loreiizen,  M.D.  (Phoenix);  William  B.  McGrath,  M.D. 
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Bright,  M.D.  (Cottonwood);  John  S.  Carlson,  M.D.  (Phoenix); 
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PUBLIC  RELATIONS  COMMITTEE 

Meeting  of  the  Public  Relations  Committee  of  The 
Arizona  Medical  Association,  Inc.,  held  in  the  Central 
Office,  Suite  201,  4601  North  Scottsdale  Road,  Scotts- 
dale, Arizona,  Sunday,  October  29,  1967,  convened  at 
10:15  A.M.,  Richard  O.  Flynn,  M.D.,  Chairman,  pre- 
siding. 

PRESENT;  Drs.  Dudley,  Jr.,  Arthur  V.,  President- 
Elect;  Flynn,  Richard  O.,  Vice  President  and  Chairman; 
Kalde,  John  F.;  McKinley,  Jr.,  William  W.;  Volk,  Philip 
D. 

Staff;  Carpenter,  Robert,  Executive  Secretary  — ArMA; 
Robinson,  Bruce  E.,  Assistant  Executive  Secretary  — 
ArMA;  Boykin,  Paul  R.,  Executive  Secretary  — BOMEX. 

Guest:  Mr.  Turner,  John  S.,  John  S.  Turner  & Asso- 
ciates. 

EXCUSED;  Drs.  Carlson,  John  S.;  Clemans,  III,  Wil- 
liam J.;  Dysterheft,  Arnold  H.,  President;  Fredell,  C. 
Herbert;  Heileman,  John  P.,  Secretary;  Holsey,  Wilham 
F.;  Lyle,  William  H.;  Reger,  Jr.,  Henry  L.;  Schoen, 
Roland  F. 

MINUTES 

Minutes  of  the  meeting  of  the  Public  Relations  Com- 
mittee held  August  21,  1966,  APPROVED. 

ANNUAL  MEETING  PRESS  RELATIONS 

Dr.  Flynn  introduced  Mr.  John  S.  Turner,  of  the 
firm  of  John  S.  Turner  and  Associates,  who  presented 
his  proposal  for  providing  a complete  press  relations 
program  for  the  1968  Annual  Meeting.  His  program 
would  include: 

a.  A staffed  press  room. 

b.  Arranging  interviews  for  T.V.,  Press  Clubs,  etc. 

c.  Preparing  news  releases  on  scientific  papers  and 
ArMA  business  matters. 

His  program  would  start  about  three  months  before 
the  meeting,  with  a wrap-up  following  the  meeting. 

Mr.  Turner  pointed  out  that  his  firm  is  very  cogni- 
zant of  the  “Code  of  Ethics”  and  its  relation  to  news 
coverage.  He  continued  to  say  that  they  have  pro- 
vided their  services  to  the  Arizona  Bar  Association. 

Dr.  Flynn  pointed  out  that  the  Board  of  Directors 
has  already  authorized  the  $1,500.00  fee  involved,  and 
approved  the  general  concept  of  this  type  of  coverage. 

Dr.  Flynn  directed  that  Mr.  Robinson  and  Mr.  Boykin 
are  to  work  directly  with  Mr.  Turner  and  his  staff. 

It  was  regularly  moved  and  unanimously  carried  that 
we  recommend  to  the  Board  of  Directors  that  the  firm 
of  John  S.  Turner  and  Associates  be  retained  for  handling 
news  media  relations  for  the  1968  Annual  Meeting. 

BROCHURE 

“The  A.M.A.,  What  has  it  done  for  you  lately?” 

The  above  captioned  brochure,  emanating  from  Colo- 
rado Medical  Society,  was  presented  and  reviewed  for 
the  Committee  by  Dr.  Flynn.  The  question  of  whether 
we  should  reproduce  this  brochure  in  volume  was  dis- 
cussed. 

It  was  regularly  moved  and  unanimously  carried 
that  the  contents  of  the  brochure  be  used  in  excerpted 
form  in  “Medical  Memos.” 

EXISTING  PROGRAM  REVIEW 

Mr.  Robinson  reviewed  the  activity  of  present  ongoing 
P.R.  programs,  including  the  following  comments: 


Physician  Placement  Service 

Between  45  and  50  “Physicians  Seeking  Locations  In 
Arizona  brochures  are  distributed  every  si.x  weeks,  and 
60  to  80  “Opportunities  For  Location  In  Arizona” 
brochures  are  distributed  every  six  weeks. 

“Medicine  in  Tenitorial  Arizona” 

Copies  of  this  book  have  been  i^rovided  to  all  medi- 
cal colleges  in  the  PTriited  States. 

Film  Program 

Sixty-seven  films  from  the  A.M.A.  library  have  been 
provided  to  high  schools,  nursing  schools,  and  boy  scout 
troops. 

Health  Careers  Film  Strips 

Twenty-six  showings  have  been  made  since  10/10/66. 

Title  XIX  Newsletter 

This  newsletter,  a recent  innovation,  is  going  to  644 
different  individuals  and  organizations. 

Medical  Memos 

Fourteen  issues  have  gone  to  all  (1519)  members 
so  far.  This  newsletter  seems  to  be  very  well  received 
by  the  membership. 

Health  Brochures  Program 

To  date,  94,609  brochures  have  been  distributed  to 
268  different  schools. 

Regional  Medical  Program 

This  brochure  regarding  the  new  Regional  Medical 
Program  in  Arizona  will  be  distributed  to  all  (1519)  mem- 
bers on  November  1,  1967. 

Health  Tips 

To  date,  67,907  copies  of  Health  Tips  have  been  dis- 
tributed to  557  schools. 

OTHER  BUSINESS 

“Medicine  in  Territorial  Arizona” 

Mr.  Robinson  suggested  that  the  Association  provide 
copies  of  this  book  to  the  libraries  of  all  high  schools 
in  Arizona. 

It  was  regularly  moved  and  unanimously  carried  tliat 
we  recommend  to  the  Board  of  Directors  that  copies 
of  this  book  be  provided  to  each  high  school  in  Ari- 
zona. It  was  also  recommended  that  this  book  be  made 
available  to  all  new  members  of  the  Association. 
Woman’s  Auxiliary 

Dr.  Kahle  commented  on  a new  trend  of  having  the 
Woman’s  Auxiliary  membership  dues  be  made  payable 
to  the  P.R.  Committee  for  tax  purposes.  He  pointed 
out  that  Hawaii  has  pioneered  in  this  program.  He 
stated  that  Mrs.  Elvie  B.  Jolley,  President  of  the  Woman’s 
Auxiliary  to  ArMA,  would  soon  be  contacting  tlie  Asso- 
ciation with  a proposal. 

A general  discussion  ensued  on  the  idea  of  making 
the  Woman’s  Auxiliary  dues  a part  of  the  doctors’  Asso- 
ciation dues.  This  procedure  would  force  membership 
in  the  Auxiliary  and  increase  the  income  of  that  group. 

It  was  regularly  moved  and  unanimously  carried  that 
this  Committee  recommend  to  the  Board  of  Directors 
that  they  introduce  a resolution  to  the  House  of  Dele- 
gates at  its  1968  meeting  to  increase  the  Association’s 
dues  $5.(X)  per  annum,  said  $5.00  would  be  appropriated 
to  the  Woman’s  Auxiliary,  and  to  discontinue  tlie  present 
policy  of  collecting  M'oman’s  Auxiliar>-  dues  on  the 
county  level. 

MEETING  ADJOURNED  11:30  A. M. 

John  P.  Heileman,  M.D.,  Secretary 
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Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food^-* 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations. ^’2  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone.^-® 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 
staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 


attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 

Ilosone  has  shown  no  cross-resistance  with 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Now  available: 

New!  Ready-mixed  Ilosone  Liquid  125! 
(Contains  erythromycin  estolate  equiva- 
lent to  125  mg.  erythromycin  base  per 
5-cc.  teaspoonful.) 


Ilosone 

Erythromycin 


701/1  p;4 

Skey 

Estolate 


( See  next  page  for  prescribing  information.) 
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Ilosone/the  most  active  oral  form  of  erythromycin 


Description:  Ilosone  is  the  most  active  form  of 
oral  erythromycin  that  has  been  developed.  Be- 
cause it  is  stable  in  acid,  well  absorbed,  and 
excreted  in  lesser  amounts  in  the  bile,  it  pro- 
vides faster,  higher,  and  longer-lasting  levels  of 
antibacterial  activity  (ABA)  in  the  serum,  even 
when  taken  with  food,  than  do  comparable  doses 
of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections 
caused  by  micro-organisms  sensitive  to  its  ac- 
tion—especially  staphylococci,  hemolytic  strep- 
tococci, and  pneumococci. 

It  has  been  effective  in  streptococcus  infec- 
tions, particularly  acute  bacterial  pharyngitis 
and  tonsillitis;  staphylococcus  disease,  includ- 
ing soft-tissue  infections,  furunculosis,  ab- 
scesses, cellulitis,  carbuncles,  and  wound 
infections ; pneumococcus  pneumonia  and  acute 
bronchitis  with  pneumococci  on  culture,  bron- 
chopneumonia, and  otitis  media. 

In  serious  staphylococcus  infections,  eryth- 
romycin preparations  should  be  used  only  in 
combination  therapy  with  other  antimicrobial 
agents;  surgical  procedures  should  be  per- 
formed when  indicated,  and  large  doses  of  the 
antimicrobial  agents  should  be  employed. 

Penicillin  is  the  drug  of  Choice  for  syphilis  and 
gonorrhea,  but  Ilosone  in  multiple  500-mg.  doses 
has  been  useful  in  patients  with  a history  of 
penicillin  allergy.  Also,  other  infections  due  to 
susceptible  bacteria  in  patients  hypersensitive 
to  penicillin  or  other  antibiotics  may  be  con- 
sidered for  treatment  with  Ilosone. 

Contraindications:  Known  history  of  sensitiv- 
ity to  this  drug;  preexisting  liver  disease  or 
dysfunction. 

Adverse  Reactions:  Hepatic  dysfunction  with 
or  without  clinical  jaundice  has  been  reported 
infrequently.  Changes  in  liver  function  tests 
indicative  of  intrahepatic  cholestasis  appear  to 
be  the  result  of  individual  idiosyncrasy.  Find- 
ings subsided  when  treatment  was  discontinued. 
Occasionally,  symptoms  simulated  extrahepatic 
obstructive  jaundice  or  the  colic  of  biliary  tract 
disease. 

When  jaundice  appeared  to  be  related  to  use 
of  the  drug,  laboratory  findings  were  character- 
ized by  increased  direct-reacting  bilirubin,  ele- 
vated alkaline  phosphatase  levels,  negative  or 
weakly  positive  cephalin  flocculation  and  thymol 
turbidity  tests,  elevated  serum  glutamic  oxala- 


cetic  transaminase  levels,  peripheral  eosino- 
philia,  and  normal  cholecystograms. 

Gastro-intestinal  disturbances  not  associated 
with  hepatic  effects  and  occasional  allergic 
manifestations  (urticaria,  skin  eruptions,  and, 
rarely,  anaphylaxis)  have  been  reported.  The 
normal  intestinal  gram-negative  bacterial  flora 
is  not  appreciably  altered  by  erythromycin 
drugs. 

Administration  and  Dosage:  Ilosone  is  admin- 
istered orally. 

Infants  and  children  under  twenty-five 
pounds,  5 mg.  per  pound  every  six  hours; 
twenty-five  to  fifty  pounds,  125  mg.  every  six 
hours.  Adults  and  children  over  fifty  pounds, 
250  mg.  every  six  hours. 

For  severe  infections,  double  the  dosage. 
When  larger  doses  are  indicated,  consider  par- 
enteral erythromycin  therapy.  In  beta-hemolytic 
streptococcus  infections,  maintain  treatment 
for  ten  days  to  prevent  rheumatic  fever  or 
glomerulonephritis. 

In  syphilis,  a total  of  20  to  30  Gm.  is  admin- 
istered in  divided  doses  for  ten  to  fifteen  days. 
Close  follow-up  is  necessary  since  erythromycin 
drugs  have  not  had  adequate  evaluation  in  all 
stages  of  syphilis.  Examination  of  spinal  fluid 
is  recommended  during  follow-up. 

In  gonorrhea,  the  dosage  is  500  mg.  four 
times  a day  for  four  days.  Patients  with  a sus- 
pected lesion  of  syphilis  should  have  a dark-field 
examination  before  receiving  antibiotics  and 
monthly  serologic  tests  for  three  months.  For 
detailed  information,  consult  the  package 
literature. 

How  Supplied:  Pulvules®  Ilosone,  Capsules, 
N.F.,  125  mg.*  and  250  mg.* 

Ilosone  Liquid  125,  Oral  Suspension,  U.S.P., 
125  mg.*  per  5-cc.  teaspoonful. 

Ilosone,  125,  for  Oral  Suspension,  N.F.,  125 
mg.*  per  5-cc.  teaspoonful. 

Ilosone  Drops,  5 mg.*  per  drop. 

Tablets  Ilosone  Chewable,  N.F.,  125  mg.* 

*Base  equivalent.  [080967] 

References:  1.  Griffith,  R.  S..  and  Black,  H.  R. : Am.  J.  M.  Sc., 
247:69,  1964.  2.  Griffith,  R.  S.,  and  Black,  H.  R.:  Antibiotics  & 
Chemother.,  12:998,  1962.  3.  Hirsch,  H.  A.,  Pryles,  C.  V,  and 
Finland,  M.:  Am.  J.  M.  Sc.,  259.198,  1960. 

Additional  information  available  to 
physicians  upon  request.  Eli  Lilly  and 
Company , Indianapolis , Indiana 
A6206. 
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DORSEY  TLU- 
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DON'T  BE  LULLED  BY  RELATIVE  LACK  OF  FLU  LAST  WINTER.  THIS 
WINTER  BE  PREPARED:  WHEN  THE  COMPLAINTS  ARE  COUGH  AND 


"W 


CONGESTION,  YOU  CAN  RELIEVE  THESE  SYMPTOMS  WITH  TUSSAGESIC 


TABLETS.  ONE  TIMED  - RELEASE  TABLET  AT  MORNING,  MIDAFTERNOON  p 
AND  BEDTIME  BRINGS  UP  TO  24  HOURS'  RELIEF  FROM  TROUBLESOME 


COUGH  AND  STUFFED  AND  RUNNY  NOSE.  TUSSAGESIC  IS  THE  FAMOUS 


P 


J TRIAMINIC  FORMULA,  PLUS  THREE  OTHER  PROVED  CONSTITUENTS. 

\ MAKES  PATIENTS  MORE  COMFORTABLE.  FAST.  ASK  YOUR  DORSEY 

REPRESENTATIVE  FOR  SUPPLY  OF  STARTER  SAMPLES,  OR  IF  FLU  IS 

'^^4  — . ...... 

ALREADY  EPIDEMIC,  PHONE  COLLECT.  SEE  BELOW.  I 


each 

Tussagesic’ 

timed -release  tablet  contains: 

Triaminic® 50  mg. 

(phenylpropanolamine  hydrochloride  25  mg.,  pheniramine 
maleate  12.5  mg.,  pyrilamine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide 30  mg. 

Terpin  hydrate  180  mg. 

Acetaminophen 325  mg. 

Dosage:  Adults— 1 tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

DORSEY  LABORATORIES 
a division  of  the  Wander  Company 
Lincoln,  Nebraska  68501 


clip  and  file  under ‘1lu”  | 

For  relief  of  “flu-like"  symptoms  j 

Tussagesic  timed-release  tablets  j 

PHONE  COLLECT  | 

For  emergency  starter  samples  | 

to  Keith  Sehnert,  M.D.  | 

Medical  Director  | 

(402)434-6311  j 

Fast  delivery  by  your  Dorsey  j 

Representative  I 


December,  1967 


1149 


TiS-TAPE*^ 

toin»SBg!w  Anii(»»,«  f>apg, 

^ ( ham  4kr<t  tigjM.  . 

«««»«»«  <*>»,««.»,  h«B» 

»«*i»sij  omr 


wm 

ma 


600048 


easy 

does 

it! 


tear,  moisten,  compare-that’s  aii! 


1150 


Arizona  AIedicine 


Physiopathology  of  the  Synthetic  Progestogens 


All  birth  control  pills  contain  synthetic  progestogens  which  are  the  con- 
tributing factors  to  many  of  the  side-effects  encountered.  With  over  six 
million  women  taking  birth  control  pills,  it  is  imperative  that  the  physician 
be  knowledgeable  in  the  physiopathology  of  these  potent  steroids. 


I T IS  estimated  that  between  eight  and  ten 
per  cent  of  women  of  reproductive  age  in  the 
United  States  are  taking  the  birth  control  pill.  In 
Australia  and  New  Zealand  20  per  cent  of  women 
of  the  child  bearing  age  are  using  one  of  the 
synthetic  progestogens  for  birth  control  purposes. 
In  England  the  percentage  is  3.5  per  cent  while 
in  India  it  is  only  about  I/20th  of  one  per  cent.^ 
With  over  six  million  women  taking  the  synthetic 
progestogens  in  the  United  States  for  birth  con- 
trol purposes  there  cannot  help  but  be  some 
minor  and  major  problems  associated  with  their 
ingestion.  While  discussing  the  complications  of 
the  birth  control  pills  it  is  advantageous  to  re- 
view their  metabolic  effects. 

All  the  birth  control  pills  have  essentially  the 
same  metabolic  effect.  It  cannot  be  said  that 
any  one  is  really  different  metabolically  than 
another.  This  also  includes  the  sequential  type, 
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which  consists  of  estrogen  for  15  days  followed 
by  a synthetic  progestogen  for  five  to  six  days. 
The  synthetic  progestogens,  used  day  five 
through  24  of  each  cycle,  are  compounds  that 
are  modifications  of  the  basic  formula  of  testos- 
terone. This  modified  formula  has  a small  amount 
of  estrogen  added  to  it. 

What  are  the  physiological  effects  when  the 
birth  control  pills  are  taken? 

The  endometrium  reaches  its  secretory  peak 
on  the  ninth  day  of  the  cycle  instead  of  the  22nd 
day  of  the  cycle.  This  is  an  anti-fertility  action. 
When  the  synthetic  progestogens  are  continued 
in  a cyclic  fashion  over  several  montlis  there 
tends  to  be  stromal  hypoplasia  and  glandular 
hypoplasia. 

If  the  patient  has  myomas  they  will  grow 
rather  rapidly  under  the  influence  of  these  drugs. 
I have  seen  myomas  appear  in  a month’s  time 
while  the  patient  was  on  birth  control  pills. 
These  were  myomas  that  were  too  small  to  pal- 
pate by  pelvic  examination  before  the  pills  v'cre 
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given  but  which  grew  to  six  or  eight  centimeters 
in  size  in  a short  period.  I consider  a uterine 
myoma  of  any  size  a contraindication  to  this 
form  of  birth  control. 

Most  women  gain  two  to  five  pounds  while 
taking  these  hormones.  This  is  not  happily  ac- 
cepted by  many.  The  weight  gain  is  more  than 
simple  fluid  retention  although  this  is  part  of  it. 
There  is  actual  deposition  of  fat  in  the  breasts, 
abdomen,  and  hips.  Pure  edema  is  usually  tran- 
sient in  amount  but  it  does  occur. 

These  birth  control  hormones  are  potent  in- 
hibitors of  pituitary  gland  luteinizing  hormone, 
and  as  such  inhibit  pituitary  stimulation  of  ovu- 
lation. Inspection  of  the  ovaries  at  laparotomy 
while  patients  are  receiving  cyclic  progestogen 
therapy  has  revealed  that  ovulation  has  not 
occurred.  Biopsy  of  the  ovary  at  this  time  shows 
the  ovary  to  be  in  a resting  phase  with  no  de- 
veloping follicles  or  corpora  lutea.  The  immature 
follicles  are  present  but  not  active. 

A further  effect  of  the  birth  control  piUs  is 
that  they  convert  the  cervical  mucus  to  a hostile 
mucus  instead  of  a friendly  mucus.  The  effect 
on  the  cervical  mucus,  the  endometrium,  the 
ovary,  and  on  pituitary  gland  luteinizing  hor- 
mone are  the  effects  of  the  synthetic  progesto- 
gens  which  provide  them  their  high  efficiency 
in  pregnancy  prevention. 

When  explaining  to  a patient  the  effects  of 
the  birth  control  pills,  I often  tell  them  that  the 
physiological  effect  produced  by  the  contracep- 
tive tablets  is  essentially  the  same  as  pregnancy 
itself. 

One  obvious  example  of  this  is  chloasma,  or 
melanoderma.  The  facial  pigmentation  of  preg- 
nancy disappears  gradually  after  pregnancy 
ends.  The  facial  hyperpigmentation  caused  by 
the  synthetic  progestogens  does  not  regress  in 
some  patients.  There  has  been  an  article  pub- 
lished on  the  melasma  induced  by  oral  contra- 
ceptive drugs. ^ In  this  report  29  per  cent  of  pa- 
tients developed  melasma  as  a result  of  the  drug. 
I have  seen  some  women  who  have  been  off  the 
contraceptive  pills  for  over  a year  and  still  carry 
the  facial  pigmentation.  Sunlight  appears  to 
cause  an  exaggeration  of  the  pigmentation.  All 
types  of  birth  control  pills  seem  to  be  equally 
significant  in  the  production  of  facial  pigmenta- 
tion. 

Lactation  after  delivery  may  not  stop  while 
a patient  takes  birth  control  pills,  but  it  often 


does.  This  is  because  of  the  suppression  of  pitui- 
tary action. 

The  biochemical  effects  of  the  oral  contra- 
ceptives have  been  studied  extensively.  There 
is  a slight  increase  in  the  excretion  of  urinary 
estrogens  when  patients  take  the  synthetic  pro- 
gestogens and  added  estrogen.® 

The  largest  controversy  about  the  pills  has 
centered  around  their  effect  on  the  blood  clot- 
ting factors  and  their  possible  stimulation  of 
thromboembolic  disease.  Hematologic  studies 
have  demonstrated  a significant  increase  in  pro- 
thrombin, fibrinogen  and  factors  V,  VIII,  and  X 
of  the  blood.^'  ® 

When  the  contraceptive  pills  are  discontinued 
these  blood  factors  all  return  to  normal.  Signifi- 
cantly, none  of  the  patients  studied  for  blood 
changes  while  on  the  hormones  suffered  from 
any  thromboembolic  disease.  You  will  recognize 
that  all  the  changes  in  blood  factors  mentioned 
here  are  found  as  physiological  changes  of  the 
blood  that  are  characteristic  of  normal  preg- 
nancy. 

Women  treated  with  large  doses  of  the  syn- 
thetic progestogens  for  the  purpose  of  treating 
endometriosis  and  who  later  were  treated  surg- 
ically for  this  condition  have  not  been  reported 
to  have  developed  postoperative  thromboembo- 
lism.'*'  ^ 

The  best  study  in  the  risk  of  thromboembolic 
disease  in  women  taking  oral  contraceptive  pills 
comes  from  England.®  The  mortality  from  throm- 
boembolism attributable  to  the  use  of  oral  con- 
traceptives was  estimated  to  be  about  three  per 
100,000  per  year.  The  annual  death  rate  in  Eng- 
land and  Wales  for  women  of  the  same  age  from 
road-traffic  accidents  was  six  per  100,000.  It 
was  further  estimated  that  the  risk  of  developing 
any  type  of  phlebitis  while  taking  the  oral  con- 
traceptives was  approximately  half  the  risk  of 
phlebitis  that  accompanied  normal  pregnancy 
and  the  puerperium.  The  general  conclusion  was 
that  the  oral  contraceptive  pills  were  associated 
with  a small  risk  of  thromboembolic  disease  that 
was  greater  than  the  risk  among  women  of  a 
similar  age  group  who  were  not  using  contra- 
ceptive pills. 

The  19-norsteroids  increase  cortisol,  aldoste- 
rone and  thyroid  hormone  binding  by  the  albu- 
min of  the  plasma.®’ This  is  probably  due  to 
the  associated  estrogen.  This  means  that  the 
protein  bound  iodine  test  and  the  plasma  corti- 
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coid  levels  will  be  elevated  when  patients  receive 
the  birth  control  pills.  Likewise,  the  red  cell 
uptake  of  tri-iodothyromine  is  depressed.  The 
17-hydroxy  corticosteroid  levels  are  increased  for 
this  reason,  but  the  17-ketosteroid  excretion 
seems  unaffected  by  the  ingestion  of  these  pills. 

Carbohydrate  metabolism  has  been  investigat- 
ed in  a group  of  105  women  taking  oral  contra- 
ceptive pills  and  in  a group  of  control  women. “ 
Eighteen  per  cent  of  the  oral  and  15  per  cent  of 
the  intravenous  glucose-tolerance  tests  were 
found  to  be  abnormal.  The  mean  fasting  plasma 
glucose  was  unchanged.  Elevated  fasting  plas- 
ma non-esterified  fatty  acid  levels  were  noted 
and  the  fall  after  glucose  administration  was 
delayed.  The  most  striking  change  observed  was 
an  increased  fasting  blood-pyruvate  level  and/or 
increased  maximum  pyruvate  increment  follow- 
ing glucose,  occurring  in  about  20  per  cent  of 
women  in  the  test  group.  These  abnormalities 
are  similar  to  those  found  in  steroid  diabetes. 
The  incidence  of  abnormal  tests  is  greatest  in 
those  women  who  had  positive  family  histories 
of  diabetes.  These  changes  are  very  similar  to 
those  seen  in  normal  pregnancy. 

Some  of  the  toxic  effects  of  these  synthetic 
steroids  are  nausea,  vomiting,  mental  depression, 
irritability,  increased  premenstrual  tension,  leg 
cramps,  loss  of  libido,  acne,  and  hirsutism.  Many 
of  these  are  changes  that  may  occur  during  a 
normal  pregnancy. 

Liver  function  tests  such  as  transaminase,  bili- 
rubin, and  alkaline  phosphatase  have  been  nor- 
mal in  most  patients  studied  if  the  patients  were 
receiving  the  contraceptive  pills. However, 
there  have  been  occasional  case  reports  of  chol- 
eostatic  jaundice  reported  for  patients  taking 
birth  control  pills. This  is  similar  to  the  idio- 
pathic choleostatic  jaundice  that  is  rarely  seen 
during  pregnancy.  In  these  instances  the  liver 
function  tests  become  abnormal  and  only  return 
to  normal  after  discontinuation  of  the  hormone 
pills. 

Elevation  of  serum  triglyceride,  cholesterol, 
and  low-density  lipoprotein  levels  were  described 
in  a group  of  102  women  receiving  oral  contra- 
ceptives.'^  Thirty-one  per  cent  of  women  had 
fasting  serum  triglyceride  levels  above  131  mg 
per  cent,  which  was  the  greatest  value  among  the 
control  series.  These  changes  in  serum  lipids  and 
lipoproteins  produced  patterns  like  those  charac- 
teristic of  males.  These  changes  may  be  relevant 


to  the  development  of  later  atherosclerosis.  The 
association  of  elevated  serum  lipid  levels  and 
atherosclerosis  has  been  shown  in  both  retro- 
spective and  prospective  studies.  The  importance 
of  increased  serum  lipid  and  lipoprotein  levels 
and  changes  to  male  patterns  in  relation  to 
atherosclerosis  remains  to  be  determined. 

There  is  a significant  decrease  in  venous  tone 
in  women  taking  these  agents.'®  Eor  this  reason 
patients  having  varicose  veins  should  not  use 
these  drugs. 

Danforth’s  experiments  in  animals  are  interest- 
ing and  significant.'"  He  has  shown  uniform  and 
specific  effects  in  the  aortic  arch,  descending 
aorta,  cerebral  vessels,  and  femoral  vessels  in 
response  to  pregnancy  in  the  rabbit.  These  ges- 
tational changes  appear  early  in  pregnancy  and 
are  evident  in  smooth  muscle,  in  the  vascular 
reticulum,  and  in  the  elastica  of  vessels.  Enovid, 
when  administered  in  doses  sufficient  to  inhibit 
ovulation  in  the  rabbit,  produces  the  same  vas- 
cular changes  seen  in  pregnancy. 

Candida  vaginitis  is  very  common  among 
women  taking  these  pills  for  birth  control  pur- 
poses. The  hydrogen  ion  concentration  of  the 
vaginal  secretions  changes  from  the  non-preg- 
nant to  the  pregnant  levels  while  the  patient  is 
receiving  these  pills.  Contraceptive  pills  or  wide- 
spectrum  antibiotic  therapy  seems  to  be  behind 
90  per  cent  of  all  monilia  vulvo-vaginitis  that  I 
see,  excluding  pregnancy.  As  part  of  the  treat- 
ment of  monilia  vulvo-vaginitis  the  birth  control 
pills  must  be  stopped  before  any  form  of  treat- 
ment will  succeed.  A study  of  24  patients  re- 
ceiving the  progestogens  showed  that  91  per  cent 
had  a positive  vaginal  culture  for  monilia. Only 
16  per  cent  of  a similar  control  group  had  a posi- 
tive culture  for  monilia.  Not  all  the  91  per  cent 
or  the  16  per  cent  were  symptomatic  but  this 
small  study  illustrates  how  the  bacterial-fungal 
flora  of  the  vagina  changes  while  patients  take 
these  pills  cyclically. 

The  most  significant  and  the  most  serious 
complication  of  the  administration  of  these 
agents  is  the  unexpected  and  prolonged  secon- 
dary amenorrhea  that  may  follow  their  adminis- 
tration. We  have  had  11  patients  referred  to  us 
for  study  of  secondary  amenorrhea  lasting  six 
months  to  three  years  after  discontinuation  of 
the  birth  control  pills.  Complete  endocrine  inves- 
tigation has  sho^\m  no  postive  findings  other 
than  a low  pituitary  L.  H.  e.xcretion.  We  have 
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used  clomiphene  on  several  for  the  purpose  of 
inducing  ovulation,  but  no  pregnancies  and  no 
re-establishment  of  menses  have  occurred.  Six 
of  these  patients  were  women  who  had  irregular 
and  infrequent  menses  before  the  cyclic  proges- 
togens  were  given  them  for  birth  control  pur- 
poses. Similar  reports  are  now  being  made  from 
other  centers  of  similar  cases.'®  I consider  irregu- 
lar and  infrequent  menstrual  periods  as  a contra- 
indication to  the  use  of  synthetic  progestogens 
for  birth  control  purposes. 

In  summary,  I tell  patients  who  ask  for  advice 
about  the  birth  control  steroids  that  their  risk 
in  taking  these  pills  is  about  the  same  risk  as 
that  of  normal  pregnancy.  A rare  case  of  pro- 
longed secondary  amenorrhea  may  develop.  A 
rare  instance  of  thromboembolic  disease  occurs 
in  the  course  of  normal  pregnancy,  and  this  may 
happen  very  rarely  while  taking  the  pills.  I also 
explain  to  patients  that  the  synthetic  progesto- 
gens when  taken  cyclically  are  capable  of  pro- 
ducing all  the  minor  annoying  symptoms  of  preg- 
nancy since  the  pills  produce  the  same  physiol- 
ogic changes  as  pregnancy. 
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Carcinoid  Tumors  of  the  Gastrointestinal  Tract 


The  author  presents  an  excellent  review  of  the  literature  on  gastro- 
intestinal carcinoid  tumor,  and  reviews  six  cases  of  gastrointestinal  carci- 
noid tumor  treated  at  the  Flagstaff  Hospital  during  a seven-year  period. 


t^URING  the  past  one  hundred  years  carcinoid 
tumors  have  been  described,  identified,  and 
studied.  In  1907  Oberndorfer  named  the  tumor 
and  noted  that  it  had  a histologically  benign 
appearance  yet  had  a malignant  potential  clin- 
ically. In  1914,  Cosset  and  Masson  termed  the 
tumor  an  argentaffinoma  to  describe  the  tumor’s 
affinity  for  silver  salts  when  it  is  stained  in  the 
laboratory.  Masson,  in  1925,  was  the  first  to 
postulate  the  currently  held  concept  that  this 
tumor  arises  from  the  Kultschitzky  cells  which 
are  found  in  great  numbers  in  the  bases  of  the 
crypts  of  Lieberkuhn  of  the  intestinal  mucosa. 

Kultschitzky  cells  are  found  from  the  gastric 
cardia  to  the  anus  as  well  as  in  the  epithelium 
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of  the  gall  bladder,  ducts  of  the  pancreas,  mu- 
cosa of  Meckels  diverticulum,  and  the  retroperi- 
toneal area.  They  have  also  been  reported  to 
give  rise  to  carcinoid  tumors  in  testicular  tera- 
tomas, bronchial  adenomas,  and  ovarian  tissue. 
Over  90%  of  carcinoid  tumors  are  found  in  the 
intestinal  mycosa.  The  commonest  area  of 
growth  of  a carcinoid  tumor  is  the  ileocecal  re- 
gion, particularly  the  appendix.  They  are  the 
least  likely  to  metastasize  while  those  found  in 
the  intestine  have  usually,  metastasized  by  the 
time  they  are  discovered. 

Carcinoid  tumors  have  been  reported  in  0.2% 
of  routine  autopsies  and  ha\e  been  found  to 
comprise  1%  of  all  malignant  tumors  of  the  gastro- 
intestinal tract.  They  comprise  8%  of  all  malig- 
nant tumors  in  the  small  intestine.  Multiple  pri- 
mary tumors  have  been  noted  to  occur  in 
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one-third  of  the  commonly  found  tumors  of  the 
small  intestine  while  secondary  neoplasms  of 
other  types  have  been  found  in  30  to  47%  of  all 
malignant  carcinoid  tumors. 

Prior  to  1939  there  were  no  reported  cases  of 
carcinoid  tumor  that  were  diagnosed  prior  to 
surgery  or  autopsy.  Since  that  time  the  number 
that  have  been  diagnosed  preoperatively  and 
antemortem  remains  small. 

The  diagnosis  of  carcinoid  tumor  of  the  gastro- 
intestinal tract  is  not  easy  for  a number  of  rea- 
sons. The  usual  patient  who  presents  himself 
with  a potentially  curable  lesion  has  complaints 
of  a low  grade  incomplete  intestinal  obstruction 
with  transient  and  tolerable  other  complaints. 
Very  often  this  patient  has  no  obvious  cause 
found  for  his  complaint  when  examined.  His 
symptoms  are  very  often  considered  functional 
in  nature.  If  the  patient  presents  with  complaints 
of  incomplete  intestinal  obstruction,  flushing  of 
the  skin,  diarrhea,  and  hepatomegaly,  the  diag- 
nosis of  carcinoid  syndrome  is  quite  obvious. 
Unfortunately  at  that  stage  of  the  disease  it  is 
most  likely  out  of  control  and  management  can 
only  be  palliative  and  noncurative. 

It  was  not  until  1952,  when  Biorck  noted  sys- 
temic effects  caused  by  the  metabolic  products 
of  carcinoid  tumor  tissue  that  the  carcinoid  syn- 
drome was  recognized.^'  Since  that  time  many 
reports  and  studies  have  helped  to  unravel  some 
of  the  complicated  and  inter-related  action  of 
several  substances  concerned  with  the  symptom- 
atology of  the  carcinoid  syndrome.  Serotonin, 
catecholamines,  kinin  peptides,  and  histamine 
have  all  been  found  to  be  interrelated  in  this 
multifaceted  problem. 

Serotonin  has  been  more  extensively  studied 
than  the  other  substances  and  is  considered  to 
be  more  largely  responsible  for  many  of  the 
findings  in  a patient  with  a carcinoid  syndrome. 
It  is  becoming  more  apparent  that  not  all  of  the 
symptoms  and  responses  to  therapy  can  be 
ascribed  solely  to  excessive  serotonin  and  ab- 
normal tryptophan  metabolism.®  Excellent  re- 
views of  known  work  concerning  serotonin  met- 
abolism and  the  related  substances  have  been 
published  by  Resnick  and  Gray,’®  Erspamer  and 
Asero^  and  Bollinger  and  Gardner.® 

Large  amounts  of  serotonin  are  produced  by 
carcinoid  tumor  tissue.  This  makes  heavy  de- 
mands upon  the  essential  amino  acid  tryptophan, 
which  is  normally  utilized  to  synthesize  protein 


and  nicotinic  acid.  The  small  amount  not  nor- 
mally used  in  this  metabolic  pathway  is  utilized 
to  form  serotonin  which  is  normally  metabolized 
and  ultimately  secreted  in  the  urine  in  the  form 
5-hydroxyindoleacetic  acid  (Table  I). 

When  a carcinoid  tumor  is  present,  as  much 
as  60%  of  the  available  tryptophan  is  diverted  to 
manufacturing  serotonin,  resulting  in  propor- 
tionately less  amino  acid  available  for  normal 
use.®  When  tryptophan  is  utilized  by  the  tumor 
tissue  it  is  hydrolized  in  the  eells  into  5-hydroxy- 
tryptophan.  This  is  then  decarboxylized  in  the 
presence  of  Vitamin  B6  to  form  5-hydroxytryp- 
tamine  or  serotonin.  The  decarboxylase  enzyme 
is  found  in  high  concentrations  in  the  gastro- 
intestinal mucosa,  kidney,  lung,  brain,  and  car- 
cinoid tumor  tissue.  Serotonin  is  found  normally 
about  90%  in  the  gastrointestinal  mucosa  and  the 
remaining  amounts  in  the  blood  platelets,  brain, 
and  spleen.  Serotonin  is  carried  in  an  inactive 
form  in  the  blood  platelets.  Following  platelet 
breakdown  the  active  substance  is  released.  Once 
serotonin  is  available  in  the  active  form  it  under- 
goes oxidative  deamination  in  the  presenee  of 
monoaminoxidase  to  form  5-hydroxyindoleacetic 
acid  which  is  then  excreted  in  the  urine.  Mono- 
aminoxide  is  present  in  most  tissues  of  the  body 
but  in  high  concentrations  in  the  liver. 

When  serotonin  excesses  are  released  into  the 
general  circulation  variable  responses  occur. 
These  depend  on  many  factors.  The  tumor  tissue 
itself  may  have  sudden  bursts  of  outpouring  of 
serotonin  to  eomplete  eessation  of  release  of 
serotonin.  When  the  tumor  has  metastases  in 
the  liver  the  inactivation  of  serotonin  will  be 
incomplete  and  the  eaval  circulation  will  contain 
sertonin  which  is  then  bathing  the  right  side  of 
the  heart  and  its  valves.  Further  incomplete  in- 
activation occurs  in  the  lungs  and  more  sero- 
tonin continues  into  the  general  circulation  which 
produces  an  additional  group  of  symptoms.  If 
the  amount  of  monoamine  oxidase  production 
is  great  the  symptoms  associated  with  serotonin 
excess  from  carcinoid  tumor  tissue  may  not  be 
apparent.®' 

While  most  of  the  cases  of  carcinoid  syndrome 
can  be  attributed  to  a primary  carcinoid  tumor 
in  the  small  intestine  with  liver  metastases  there 
are  exceptions  to  the  rule.  A large  carcinoid  tu- 
mor lying  in  the  portal  circulatory  bed  without 
liver  metastases  has  been  found  associated  with 
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carcinoid  syndrome  as  well  as  bronchial  adeno- 
mas, oat  cell  tumors  of  the  lung,  certain  adeno- 
carcinomas of  the  pancreas,  carcinoid  tumors  in 
the  retroperitoneum,  and  tumors  of  the  ovary 
and  testicle.^ 


Table  I 

SEROTONIN  METABOLISM 


To-ptophan 


Phenylalanine  Hydroxylase 


Histidine  Decarboxylase 
5-H>droxytryptopl»an  Decarboxylase 


S-Hydroxytnp topi  Kin 


S-Ilydroxytryptainine 
(Serotonin  — in  the  blood) 


^ Storage  sites 


Monaminc  Oxidase 


5-Hydrosyindoleacetaldehyde 


Aldehyde  Deliydrogen.i' 


■ r ' 5-Hydroxyindole.icetic  acid 
(Excreted  — urine) 


The  symptoms  of  serotonin  excess  are  numer- 
ous and  variable.  As  the  study  of  the  carcinoid 
syndrome  has  progressed  a veritable  spectrum 
of  active  substances  other  than  serotonin  have 
been  identified  and  found  to  be  interrelated  to 
the  symptomatology  of  the  carcinoid  syndrome.^ 

The  most  common  symptoms  are  vasomotor 
disturbances,  usually  flushing  of  the  skin  which 
may  be  initiated  by  eating,  alcohol  ingestion,  or 
physical  or  emotional  stress.  Melmon‘”  described 
one  of  the  flush  mediators  in  1964  and  called  it 
kallikrein,  which  he  isolated  from  carcinoid  tu- 
mor tissue  in  a liver  metastases.  Since  that  time 
flush  mediators  have  received  considerable  study. 
The  flush  phenomenon  has  been  thought  to  be 
due  to  several  substances  in  association  with  the 
kinin  peptid  metabolic  pathway.  The  study  of 
the  carcinoid  syndrome  has  elucidated  the  metab- 
olic pathways  of  several  substances. 

Gastrointestinal  manifestations  of  carcinoid 
syndrome  are  hypermotility,  cramping  abdom- 
inal pain  and  massive  diarrhea.  A disease  entity 
called  amine  diarrhea  with  a high  incidence  of 
associated  cutaneous  flushing  and  peptic  ulcer 
disease  has  also  been  described  in  association 
with  carcinoid  syndrome.  The  so-called  dumping 
syndrome  following  gastric  surgery  has  also  been 
found  to  be  related  to  amine  abnormalities.®  At 
times  the  massive  diarrhea  associated  with  sero- 
tonin excess  or  with  amine  abnormalities  will 
produce  kypokalemia  and  dehydration. 

Mechanical  features  of  intestinal  obstruction 
or  acute  appendicitis  due  to  the  bulk  of  tumor 
tissue  are  often  the  symptoms  that  force  the 


patient  to  seek  medical  help.  The  symptoms  at 
times  are  a combination  of  the  mechanical  fea- 
tures as  well  as  the  metabolic  effects  of  the 
tumor  tissue.®’ 

Valvular  heart  disease  resulting  from  pulmon- 
ary stenosis  and  tricuspid  insufficiency  or  sten- 
osis is  an  important  feature  of  the  carcinoid  syn- 
drome. Often  the  terminal  event  of  a patient 
with  the  carcinoid  syndrome  is  congestive  heart 
failure.  The  heart  disease  found  in  a patient 
with  the  carcinoid  syndrome  is  characterized  by 
fibrotic  plaques  of  free  elastic  fibers  deposited 
on  the  endocardium  of  the  valve  leaflets,  papil- 
lary muscles,  and  heart  chambers.'®  Left  sided 
heart  lesions  have  also  been  reeognized  with  and 
without  a right-to-left  intracardiae  shunt.  This 
has  been  explained  by  the  liberation  of  sero- 
tonin from  intrapulmonary  metastases,  yet  it 
has  occurred  in  the  absenee  of  these  lesions  on 
rare  occasions.'^ 

The  presence  of  wheezing  respirations  and 
bronchospasm  with  associated  air  hunger  has 
been  described  as  due  to  the  direct  action  of 
serotonin  on  the  bronchial  musculature.®  Pulmon- 
ary hypertension  without  systemic  effects  has 
also  been  noted.  Some  of  the  acute  phenomenon 
of  pulmonary  infarction  has  been  attributed  to 
serotonin  release.®’  ® The  effect  of  heparin  in 
preventing  platelet  breakdown  has  been  thought 
to  decrease  serotonin  release  and  thus  affect  the 
acute  symptoms  of  pulmonary  infaretion.  Sim- 
ilar effects  have  been  noted  in  the  non-heparin- 
ized  patient  with  prolonged  aortic  occlusion 
when  the  circulation  is  restored  to  the  legs,  and 
leg  pains  oceur.® 

Edema  and  hypoproteinemia  and  skin  lesions 
of  Vitamin  B6  deficiencies  may  occur  with  the 
earcinoid  syndrome.  Peculiar  arthritic  manifes- 
tations thought  to  be  associated  with  a general- 
ized connective  tissue  disorder  found  with  carci- 
noid syndrome  have  been  described.®  Mental 
disturbances  and  abnormal  emotional  behavior 
have  been  described  in  association  with  the  car- 
einoid  syndrome.® 

During  a seven-year  period  at  the  Flagstaff 
Hospital  a total  of  six  cases  of  carcinoid  tumor 
have  been  found.  (Table  II  and  III). 

It  is  of  note  that  the  age  ranges  from  20  to  79. 
Four  of  the  patients  were  female  and  the  com- 
mon presenting  complaint  was  abdominal  pain. 
In  three  of  the  patients  the  diagnosis  was  an 
incidental  pathological  finding.  In  one,  the 
tumor  was  diagnosed  prior  to  surgery  and  in  two 
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Table  II 

Carcinoid  Tumors  of  the  Gastrointestinal  Tract 
Flagstaff  Hospital  6/1/59  to  9/1/66 
6 Cases 


Case 

Age 

Sex 

Symptoms 

Diagnosis 

Procedure 

1. 

52 

F 

Wheezing  Respirations 
Abdominal  Pain 

G.I.  Series  Tumor 
intramural  stomach 

Gastrectomy 

2. 

20 

M 

Abdominal  Pain 

Appendicitis 

Appendectomy  & 
Meckels  Divertic. 

3. 

67 

F 

Abdominal  pain  & 
distention 

Intest.  Obstruction 

Small  bowel  resection 
& Appendectomy  & 
Meckels  Divertic. 

4. 

42 

F 

Rectal  bleeding  & 
Abdominal  distent. 

Carcinoma  of  colon 

Colon  resection 
Appendectomy 

5. 

63 

F 

Abdominal  pain,  vom- 
iting, & distention. 
Past  history  of  asthma 
flushing  & diarrhea 

Intestinal 

Obstruction 

Ileocolectomy 

6. 

79 

M 

Abdominal  pain 
Diarrhea  & enlarged 
liver  on  exam. 

Tumor  of  cecum 
Ra  enema 

Riopsy  of  liver 

Table  III 

Carcinoid  Tumors  of  the  Gastrointestinal  Tract 
Flagstaff  Hospital  6/1/59  to  9/1/66 


6 Cases 


Case 

Age 

Sex 

Findings  at  Surgery 

Pathology 

Follow-Up 

1. 

52 

F 

Submucosal  tumor  of  greater 
curvature  of  stomach 

Carcinoid  stomach 
no  metastases 

6 years 

2. 

20 

M 

Normal  appendix  and  normal 
appearing  Meckels  Divertic. 

Carcinoid  of 
Meckels 

7 mos. 

3. 

67 

F 

Tumor  of  small  bowel,  multiple 
adhesions.  Normal  appendix 
and  Meckels  Diverticulum 

Endometrioma  of  small 
bowel.  Carcinoid  of 
Appendix  and  Meck- 
els Divertic. 

9 mos. 

4. 

42 

F 

Carcinoma  of  spenic  flexure  of 
colon.  Normal  appendix 

Carcinoma  of  colon. 
Carcinoid  of  Appendix 

2 years 

5. 

63 

F 

Tumor  of  ileum  with  implants 
throughout  peritoneum  with 
Liver  metastases 

Carcinoid  of  Ileum. 
Carcinoid  of  Liver 

5 mos. 

6. 

79 

M 

Tumor  of  cecum  with  implants 
throughout  peritoneum  with 
Liver  metastases 

Carcinoid  of 
Liver 

died 
b mos. 

patients  the  tumor  was  not  diagnosed  until  after 
the  abdomen  had  been  explored. 

In  two  of  the  patients  a carcinoid  syndrome 
was  present  prior  to  surgery  but  was  apparent 
only  in  hindsight.  Both  patients  had  incurable 
disease  at  the  time  of  surgery. 

The  follow-up  periods  are  too  short  to  be 
significant  except  in  the  patient  with  a carcinoid 
tumor  of  the  stomach  who  has  been  previously 
reported.® 

Pathologically  the  tumors  that  were  diagnosed 
at  the  time  of  surgery  were  typical  in  most  re- 
spects. The  tumor  of  the  stomach  was  located  in 
the  submucosa  with  an  umbilicated  mucosa  over 
it.  Occasionally  one  finds  mucosal  ulceration 
over  a gastrointestinal  carcinoid.  The  small  bow- 
el tumor  in  this  series  had  a fixed  and  shortened 
mesentery  with  regional  lymph  node  involve- 
ment which  is  the  rule  for  this  location  of  carci- 
noid tumor. 


Microscopically  (Figures  1,  2,  3)  one  finds 
clumps  and  sheets  of  polygonal  or  rounded  cells 
of  uniform  size  and  shape  which  have  rounded 
nuclei  lying  in  scanty  fibrous  stroma.  Mitoses  are 
frequent.  Cytoplasmic  granules  are  located  be- 
low the  nucleus  close  to  the  basement  membrane. 
When  large  clumps  of  cells  are  found,  the  peri- 
phery may  be  bordered  by  a layer  of  columnar 
cells  presenting  a palisade  appearance.  If  an 
ammoniacal  silver  stain  is  used  after  the  tissue 
has  been  fixed  with  formalin  the  cytoplasmic 
granules  are  black. 

The  surgical  procedures  in  this  series  varied 
in  scope  depending  upon  the  gross  pathology 
present  at  the  time  of  surgery.  In  case  six  only 
a liver  biopsy  was  done  because  of  the  patient’s 
poor  general  condition.  The  case  of  the  carci- 
noid syndrome  due  to  an  ileal  carcinoid  with 
metastases  had  an  ileocolectomy  and  is  currently 
receiving  intensive  chemotherapy  with  good 
response. 
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LEGENDS 

Figure  1.  This  photograph  of  an  upper  gastrointestinal 
roentgenographic  study  with  barium  demon- 
strates a submucosal  tumor  of  the  body  of 
the  stomach  which  was  suspected  to  a carci- 
noid prior  to  surgery.  Other  intramural  tumors 
could  not  be  e.xcluded,  such  as  leiomyoma, 
lipoma,  or  extra  gastric  tumors. 


Figure  2.  This  photomicrograph  demonstrates  the  carci- 
noid tumor  tissue  arranged  in  clumps.  Homo- 
geneity is  noted  in  the  cellular  size  and 
appearance. 


Figure  3.  This  photomicrograph  demonstrated  the  carci- 
noid tumor  cells  arranged  in  scanty  fibrous 
stroma.  The  round  and  polygonal  nature  of 
the  cells  can  be  seen. 

In  that  case  the  symptoms  which  brought  the 
patient  to  a final  diagnosis  were  those  of  intes- 
tinal obstruction.  She  had  been  under  the  care 
of  several  physicians  during  the  preceding  year 
for  predominant  symptoms  of  asthma  with  one 
physician  and  diarrhea  with  another  physician, 
and  cutaneous  flushing  and  peculiar  sensations 
in  her  hands  with  another  physician.  It  was  not 
until  all  of  her  preceding  complaints  were  com- 
piled and  regarded  under  one  problem  that  it 
became  apparent  that  she  had  a carcinoid  s\n- 
drome.  When  the  tumor  was  found  at  surgery 
and  an  ileocolectomy  was  done,  an  immediatt' 
urine  assay  test  revealed  markedls’  elevated  5- 
hydro.xyindoleacetic  acid  levels.  She  was  placed 
on  chloropromazine  postoperativcK'  witli  u'licl 
of  her  symptoms  'of  flushing,  diarrhea  and 
asthma. 

Not  unlike  many  diagnoses,  “a  carcinoid 
thought  of"  by  the  physician  is  often  "a  carcinoid 
diagnosed"  by  that  phvsician. 

If  a carcinoid  tumor  is  susjiccted  tlu‘  pin  siciau 
should  obtain  a 24-liour  urine  siK'ciiucu  soon 
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after  the  onset  of  symptoms  for  5-hydroxyindole- 
acetic  acid  analysis.  A repeat  determination 
should  be  done  before  a negative  examination  is 
acceptable.  False  positive  determinations  can 
occur  after  the  patient  has  ingested  mephenesin 
or  acetanilide.  A simple  screening  test  can  be 
used  by  adding  l-nitroso-2-naphthol  nitrous  acid 
and  ethylene  dichloride  to  an  aliquot  of  the 
24-hour  specimen.  If  a purple  color  results  in- 
doles are  present. A more  refined  quantitative 
determination  can  be  done.  The  normal  output 
is  2 to  9 mgm.  per  day.  An  excretion  of  more  than 
15  mgm.  is  suggestive  and  more  than  25  mgm.  is 
diagnostic  of  a carcinoid  tumor.  Serum  levels  of 
serotonin  may  be  determined,  but  are  more  com- 
plicated and  time  consuming.  Normal  serum  lev- 
els range  from  0.1  to  0.2  micrograms  per  ml.^® 

The  treatment  of  carcinoid  tumors  must  be 
directed  to  surgical  extirpation  of  the  primary 
tumor  with  the  adjacent  lymph  node  containing 
portion  of  tissue.  Since  most  of  the  carcinoid 
tumors  are  found  in  the  vermiform  appendix 
and  are  completely  removed  by  appendectomy, 
the  malignant  potential  of  this  tumor  has  been 
minimized  by  many  physicians.  Although  a car- 
cinoid tumor  is  slow  to  grow  and  metastasize,  it 
must  be  regarded  as  capable  of  producing  the 
same  or  a worse  clinical  setting  than  other  malig- 
nancies of  the  gastrointestinal  tract. When  the 
carcinoid  syndrome  is  present  the  treatment  can 
only  be  directed  to  palliation."^  Surgical  palliation 
has  been  achieved  by  resection  of  the  primary 
tumor  and  metastatic  deposits.  Hepatic  lobec- 
tomy for  metastatic  deposits  has  been  proposed 
as  a limited  measure  to  control  some  of  the 
symptoms  of  carcinoid  syndrome.^”  To  date,  the 
carcinoid  syndrome  has  been  uniformly  fatal. 

Because  of  the  poor  outlook  for  a patient  with 
carcinoid  syndrome,  a variety  of  substances  has 
been  studied  and  used  to  treat  the  symptoms  of 
this  syndrome.  They  act  in  different  metabolic 
phases  of  the  tryptophan  to  indole  metabolic 
pathway.  In  many  patients  temporary  relief  has 
been  achieved  by  several  substances  but  the 
responses  have  been  inconsistent  and  unpredict- 
able.'® 

The  use  of  some  alkylating  chemotherapeutic 
agents  has  been  of  value  as  have  some  anti- 
metabolites. Monoaminoxidase  and  decarboxy- 
lase inhibitors  have  also  been  of  some  help.  The 
blocking  of  the  effector  cell  by  chloropromazine 
has  been  considered  to  be  one  of  the  more  suc- 


cessful methods  of  therapy.  The  use  of  desoxypy- 
ridoxine  to  compete  with  Vitamin  B6  has  also 
been  used.  The  use  of  radioactive  tagged  trypto- 
phan to  produce  cancerocidal  effects  on  the  tu- 
mor tissue  has  been  tried.  The  rapid  turnover  of 
this  material  hampers  its  effectiveness.^ 

The  use  of  5-fluorouracil  and  methotrexate  has 
offered  promise  in  its  recent  usage.  While  chlor- 
opromazine has  been  moderately  effective  in 
controlling  the  flush  symptoms,  cyproheptadine 
hydrochloride  seems  most  effective  in  controlling 
diarrhea  and  abdominal  cramps.  Methysergide 
maleate  and  methyldopa  produces  good  results 
but  have  such  disagreeable  side  effects  that  they 
are  not  often  used.'^ 


The  prognosis  of  carcinoid  tumors  varies  with 
the  stage  of  the  disease  when  first  treated.  If 
the  tumor  is  an  incidental  pathological  finding 
in  the  appendix  or  Meckels  diverticulum,  the  dis- 
ease is  usually  cured.  In  only  one  of  the  31 
incidentally  found  lesions  reported  by  Oster- 
muller  and  Joergenson  was  there  gross  evidence 
of  malignancy.'^ 

If  the  patient  is  first  seen  with  a carcinoid 
syndrome  and  a non-curative  surgical  resection 
has  been  done,  the  outlook  is  not  as  bad  as  one 
might  suspect.  Moertel"  studied  50  patients  with 
carcinoid  tumors  in  which  28  had  curative  re- 
sections done.  Sixty-eight  per  cent  were  alive 
five  years  later.  In  the  11  cases  without  metas- 
tases  at  the  time  of  surgery,  64%  were  alive  in 
five  years.  In  17  patients,  metastatic  disease  was 
present  at  the  time  of  surgery  for  cure.  Seventy- 
one  per  cent  of  these  patients  were  alive  five 
years  later.  However,  in  22  patients  a curative 
resection  was  not  possible.  Twenty-seven  per 
cent  of  these  patients  were  alive  five  years  later. 
In  the  14  patients  with  liver  metastases,  21%  were 
alive  five  years  later. 

McKirdie*  reported  88  cases  of  carcinoid  tu- 
mor and  noted  that  the  small  intestine  was  the 
site  associated  with  the  poorest  prognosis,  since 
84%  of  his  cases  had  metastases  at  the  time  of 
surgical  therapy.  Twenty  per  cent  of  them  were 
alive  five  years  later.  Ostermuller  and  Joergen- 
son'® reported  46  patients  with  carcinoid  tumors 
of  whom  only  four  had  a carcinoid  syndrome. 
McKirdie®  noted  that  only  35  carcinoids  of  the 
Meckels  diverticulum  had  been  reported  in  the 
literature  until  he  added  an  additional  case. 
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Summary 

1.  A brief  review  of  the  pertinent  recent  pa- 
pers concerning  carcinoid  tumors  of  the  gastro- 
intestinal tract  and  the  biochemistry  and  symp- 
tomatology of  the  carcinoid  syndrome  has  been 
presented. 

2.  During  a seven-year  period,  six  cases  of 
carcinoid  tumor  of  the  gastrointestinal  tract  have 
been  treated  at  the  Flagstaff  Hospital,  one  case 
of  carcinoid  tumor  of  the  stomach,  two  cases  of 
carcinoid  tumor  of  the  small  intestine,  two  cases 
of  carcinoid  tumor  of  a Meckels  diverticulum 
and  one  case  of  careinoid  of  the  appendix.  Two 
of  these  cases  had  a carcinoid  syndrome  present 
at  the  time  of  surgery. 

3.  It  is  now  apparent  that  carcinoid  tumors 
are  uncommon  and  that  carcinoid  tumor  with 
carcinoid  syndrome  is  a rare  finding.  The  inci- 
dental pathological  finding  of  a carcinoid  tumor 
of  the  appendix  or  Meckels  diverticulum  is  asso- 
ciated with  a high  rate  of  cure  with  simple  re- 
section, while  a carcinoid  tumor  of  the  small 
intestine  is  seldom  present  without  metastases. 
If  the  surgeon  is  presented  with  a small  intes- 
tinal carcinoid  with  extensive  metastases  he 
should  resect  the  major  part  of  the  tumor  be- 
cause the  patient  will  have  a prolonged  period 
of  useful  existence.^”  The  adjunctive  medical  and 
chemotherapeutic  management  of  the  carcinoid 
syndrome  will  contribute  greatly  to  the  comfort- 
able time  remaining  for  the  patient.  Hopefully 
the  intensive  studies  and  trials  of  agents  will 
yield  a tumorocidal  substance  that  will  cure  the 
carcinoid  svndrome  in  the  near  future. 
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FLUIDS  DURING  SURGERY 

This  paper  constitutes  an  excellent  review  of  a very  controversial  subject, 
"Fluids  During  Surgery,"  and  specifically  tries  to  point  and  concisely 
present  this  very  difficult  problem.  This  is  a very  controversial  area  and  a 
review  such  as  this  is  extremely  important. 


A 

/»BOUT  1940  there  was  general  recognition 
that  fairly  large  volumes  of  blood  were  lost  at 
surgery  and  that  patients  who  were  transfused 
at  that  time  recovered  more  easily  than  did  those 
who  did  not  receive  blood.  The  concept  develop- 
ed that  the  patient  should  be  given  a quantity 
of  blood  equal  to  that  which  was  lost,  and  meth- 
ods were  then  devised  to  measure  this  accurately 
so  the  physician  might  be  better  able  to  approach 
the  “ideal”  amount  of  blood  replacement.  Many 
determinations  were  made  of  the  quantity  of 
blood  lost  during  various  types  of  surgical  pro- 
cedures' with  the  idea  that  this  was  what  should 
be  replaced  to  the  patient.  The  earliest  generally 
accepted  method  of  determination  of  blood  vol- 
ume was  that  using  Evans  Blue  dye.  A measured 
quantity  of  dye  was  injected  and  its  concentra- 
tion in  blood  plasma  was  measured  after  a period 
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of  mixing,  thus  giving  a measure  of  the  degree 
of  dilution  of  the  dye  and  concomitantly  a meas- 
ure of  the  volume  of  blood  plasma.  This  was 
fairly  satisfactory  if  only  a few  determinations 
were  done,  but  the  dye  was  not  eliminated  fast 
enough  to  permit  avoidance  of  a blue  appearance 
if  several  measurements  were  made  close  togeth- 
er. Nevertheless,  it  permitted  some  valuable  data 
to  be  obtained  about  changes  in  blood  volume 
during  the  surgical  period. 

Blood  loss  had  also  been  estimated  directly, 
by  adding  that  found  in  suction  bottles  with 
what  was  estimated  to  be  on  sponges  and  drapes. 
Many  cases  of  discrepancy  between  blood  loss 
as  determined  by  measurement  of  blood  volume 
and  that  by  “direct”  measurement  occurred. 
Storey^  was  able  to  account  for  only  about  half 
the  blood  volume  change  (dye)  when  he  esti- 
mated that  found  outside  the  body.  Forsee  et  aP 
found  about  the  same  difference  for  thoracic  pro- 
cedures. In  our  own  clinic  it  was  believed  that 
these  discrepancies  were  due  to  poor  estimations 
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of  what  was  lost  at  surgery,  so  Pearcy^  attempted 
to  make  more  accurate  determination  to  see 
whether  he  could  attain  values  closer  to  those 
previously  reported.  By  this  time  the  use  of 
Radioactive  iodinated  serum  albumin  (RISA)® 
had  become  available  for  determinations  of  blood 
volume,  which  permitted  serial  determinations 
to  be  made  because  no  color  was  involved,  and 
the  quantity  of  radioactive  material  was  negli- 
gible. Pearcy’s  average  difference  between  blood 
loss  estimates  by  the  “direct”  method  and  the 
use  of  RISA  were  30%,  which  was  perhaps  a little 
better  than  the  100%  differences  previously  re- 
ported, but  not  close  enough  for  clinical  comfort. 
This  still  left  a quandary  about  blood  replace- 
ment. 

Stewart®  had  measured  blood  volume  and  ex- 
tracellular fluid  volume  simultaneously.  He  cal- 
culated, using  thiocyanate  as  an  indicator,  that 
the  extracellular  fluid  had  actually  increased 
during  surgery  while  the  plasma  volume  was 
diminishing.  Aronstam^  reported  similar  findings. 

Coller  and  Maddock®  measured  the  amount  of 
fluid  lost  by  evaporation  and  determined  the 
insensible  loss  during  some  abdominal  surgical 
cases  to  average  about  140  cc  per  hour,  depend- 
ing largely  on  the  amount  of  drapes  used  during 
surgery. 

Moore,  in  his  “Metabolic  Care  of  the  Surgical 
Patient”  advised  that  500  cc  of  5%  glucose  in 
saline  be  given  during  surgery,  for  sodium  was 
better  excreted  during  surgery  if  some  sodium 
was  administered. 

There  is  evidence  that  fluid  may  migrate  rap- 
idly from  tissues  into  the  vascular  system  after 
blood  loss,  thereby  replacing  volume  necessary 
to  maintain  tissue  perfusion.  If  this  replacement 
is  rapid,  tissue  will  lose  electrolytes  rapidly,  and 
blood  volume  will  not  diminish  to  the  extent  of 
the  blood  loss.  Moreover,  if  blood  should  be  re- 
placed volume  for  volume  with  whole  blood, 
the  non-diffusible  material  ( protein ) of  the  blood 
may  raise  the  osmotic  pressure  greatly  enough  to 
draw  fluid  still  further  from  the  tissues  and  pro- 
duce a congested  vascular  system  and  perhaps 
even  cause  cardiac  failure.  For  these  reasons. 
Shires®  has  advocated  that  the  first  quantities  of 
blood  lost  might  better  be  replaced  by  a some- 
what hypotonie  electrolyte  solution  (Lactated- 
Ringer  solution)  (hereinafter  L-R).  Shires’  re- 
sults were  promising  enough  so  their  concepts 
have  been  widely  accepted,  and  physicians  who 


have  used  L-R  in  large  quantities  have  been 
pleased  with  the  condition  of  their  patients,  re- 
alizing at  the  same  time  that  considerably  less 
blood  than  formerly  could  be  used.  It  has  been 
surprising  to  observe  what  relatively  large  quan- 
tities of  this  electrolyte  solution  can  be  given 
with  seemingly  beneficial  effect,  and  without 
causing  congestion.  Use  of  10  cc/kg.  the  first 
hour  of  surgery,  followed  by  half  that  much  each 
hour  thereafter  has  produced  very  favorable  re- 
sults. Lactated  Ringer  solution  contains,  in  milli- 
equivalents  one  liter:  Sodium  128,  Chloride  HO, 
Potassium  4,  Lactate  26,  Calcium  2,  Magnesium 
2. 

Composition  of  commercially  available  lactate 
Ringer  solutions  may  differ  slightly.  The  solution 
is  obviously  a little  hypotonic,  for  an  isotonic 
solutionc  solution  contains  154  mEg/1.  The 
lactate  ion  can  be  burned  by  the  body  and  elim- 
inated as  CO2  and  water,  leaving  a “fixed”  base 
excess,  because  the  cations  cannot  be  exhaled. 

No  specific  point  at  which  whole  blood  must 
be  given  rather  than  an  electrolyte  solution  has 
been  defined.  However,  most  patients  can  have 
at  least  the  first  500  cc  of  blood  loss  replaced 
by  L-R.  This  is  less  likely  to  be  true  in  patients 
with  low  hematocrits.  There  is  much  evidence, 
however,  that  with  adequate  maintenance  of 
blood  volume  patients  may  get  along  quite  well 
without  a high  concentration  of  red  cells.  For 
example,  a patient  at  Pennsylvania'"  had  a bleed- 
ing ulcer  that  produced  eventually  2.4  gm.  of 
hemoglobin.  The  patient  was  a Jehovah’s  Wit- 
ness, and  refused  blood  or  plasma.  He  was  op- 
erated and  survived.  At  our  own  institution  a 
patient  who  bled  profusely  on  removal  of  a brain 
tumor  was  given  84  units  of  fluid,  less  than  half 
of  which  was  blood.  By  means  of  our  actively 
supporting  vascular  volume  the  patient  recovered 
nicely  with  no  deficit  from  blood  loss.  Shires’ 
group  has  used  only  two  units  of  blood  in  a series 
of  100  gastrectomies. 

Shires®  carried  out  a series  of  fluid  measure- 
ments before  and  after  abdominal  surgery  during 
which  electrolytes  were  NOT  given.  Their  data 
indicated  that  considerable  functional  extra- 
cellular fluid  volume  (FECV)  was  lost  into  the 
tissues,  and  the  loss  was  roughly  proportional  to 
the  degree  of  trauma  as  estimated  by  the  sur- 
geon. He  therefore  adxocated  the  use  of  electro- 
lyte, preferably  lactated  Ringer  solution,  to  make 
up  for  this  loss.  In  four  of  his  12  cases  the  EEC\’ 
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loss  approximated  3000  cc.  Shires  had  measured 
plasma  volume  with  RISA,  red  cell  volume  with 
Cr'^h  and  FECV  with  S®®.  We  became  interested 
in  these  reports,  and  decided  to  find  whether  or 
not  these  phenomena  were  generally  true  and 
consistent.  Our  patients  were  25  in  number,  all 
having  cholecystectomies.  They  were  each  given 
a measured  diet,  and  their  calorific  and  fluid 
intake  and  output  were  carefully  measured." 
Body  weight  was  measured  daily  to  within  10 
grams.  The  patients  were  on  this  regime  for  60 
hours  before  surgery,  and  were  followed  in  this 
fashion  for  72  hours  following  surgery.  All  were 
given  the  same  type  of  anesthesia.  Six  patients 
made  up  the  control  group,  which  received  only 
sufficient  fluid  at  operation  to  maintain  an  open 
intravenous  route;  a second  group  received  lac- 
tated-Ringer  solution;  a third  group  had  5%  glu- 
cose, and  the  fourth  group  was  given  normal 
saline.  Infusions  of  these  electrolyte  solutions 
were  made  at  the  rate  of  15  cc/kg  the  first  hour 
of  surgery,  and  half  that  much  each  succeeding 
hour.  FECV  and  blood  volumes  (RISA)  were 
measured  each  morning,  and  just  before  and  just 
after  surgery.  The  patients  were  also  weighed 
at  these  times.  Insensible  loss  was  determined 
for  each  period  between  weighings.  Our  results 
were  similar  to  those  of  Coder  and  Maddock,  for 
our  subjects  undergoing  cholecystectomies  in  air- 
conditioned  operating  rooms  lost  approximately 
150  cc  per  hour  insensible  loss. 


so  that  each  patient  gained  a little  weight  during 
surgery,  but  the  gain  was  less  than  the  quantity 
infused.  Likewise,  the  FECV  rose  during  each 
surgical  period,  but  the  rise  was  less  than  the 
quantity  of  fluid  infused. 

How  much  fluid,  then,  shovdd  be  given  during 
surgery?  We  have  no  specific  answer.  We  do 
know  that  we  can  safely  infuse  enough  to  permit 
the  patient  to  gain  a little  weight.  Any  patient 
that  has  been  “NPO”  the  night  prior  to  surgery 
has  been  losing  weight.  How  much  weight  should 
we  give  him  at  surgery?  All  our  patients  gained 
weight  in  the  24-hour  period  following  surgery, 
due  to  the  large  volumes  of  fluid  infused,  and 
perhaps  to  a somewhat  smaller  urine  output  than 
on  other  days.  The  patients  again  lost  weight 
during  the  next  two  days.  If  one  realizes  that  a 
patient  who  has  not  had  fluid  overnight  nor  for 
breakfast  has  lost  500  Cm.  insensibly,  and  that 
the  patient  loses  150  cc/hr  during  surgery,  then 
at  the  end  of  a two-hour  operation  that  person 
should  have  had  800  ml  of  fluid  to  just  be  even, 
not  counting  any  blood  loss  or  urine  output. 

Infusion  of  a liter  of  fluid  within  two  hours,  then, 
is  only  par  for  the  course  and  is  not  a matter  of 
overloading.  Until  recently,  however,  this  was 
more  than  was  wont  to  be  given  in  many  operat- 
ing suites. 


Weight  and  Fluid  Changes  During  the  Operative  Period 
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Blood 

Fluid 

fluid 
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Insensible 

vol. 

FECV 

from 

Type  of 

Fluid 

out 
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Fluid 

in  ml. 

ml. 

Gm. 

Gm. 

(RISA) 

ml. 
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383 

-454 
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265 

L-R 
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448 
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322 

33 
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104 

Glucose 

1789 

324 

871 

594 

-107 

1140 

269 

Saline 

1722 

290 

800 

632 

-327 

1303 

503 

p <;  0.001 

Original  weight  -|-  fluid  in  — measured  fluid  out  — final 
weight  = Insensible  loss. 

Fluid  in  — fluid  out  (blood,  drainage,  urine,  insensible  loss) 
— FECV  gain  = fluid  FROM  tissues  (when  negative). 


Our  data  failed  to  show  any  great  losses  of 
FECV  into  the  tissues.  In  fact,  in  order  to  ac- 
count for  the  fluid  which  disappeared  as  the 
insensible  fraction  it  was  necessary  to  conclude 
that  fluid  came  FROM  tissues.  In  none  of  the 
groups  into  which  fluid  was  infused  did  there 
appear  any  increase  in  fluid  of  tissues  at  the 
expense  of  FECV.  We  did  infuse  sufficient  fluid 


A problem  which  is  receiving  much  attention 
is  the  matter  of  transfer  of  virus  hepatitis  by 
transfusions.  Data  vary  from  findings  that  have 
negligible  significance  to  a matter  of  nearly  1% 
mortality.  If  transfusions  are  avoided,  this  not  in- 
significant danger  will  be  offset.  In  many  cases 
it  is  possible  to  give  six-months-old  plasma" 
instead  of  blood  so  as  to  have  the  same  oncotic 
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value.  The  supply  of  this  material  presently  goes 
to  the  armed  forces,  but  much  of  the  problem  of 
hepatitis  could  be  avoided  if  blood  were  delib- 
erately kept  for  6 months  at  0°C.  As  to  volume, 
this  might  require  nearly  twice  as  much  blood, 
but  doubling  the  expense  of  a transfusion  is 
much  less  than  caring  for  funeral  expenses  after 
hepatitis.  Ordinarily  a subject  can  lose  one  unit 
of  blood  without  need  for  replacement  other 
than  by  electrolyte.  A second  unit  can  well  be 
replaced  by  old  plasma.  Using  this  concept,  most 
of  the  patients  in  surgery  could  be  cared  for 
without  receiving  whole  blood.  In  the  more 
drastic  cases  blood  might  be  required,  but  even 
this  may  be  diluted  if  volume  is  maintained. 

Criteria  for  reaching  an  adequate  quantity  of 
fluid  have  in  the  past  been  simply  blood  pressure 
and  pulse.  Presently  the  central  venous  pressure 
is  the  best  indicator  that  is  easily  available.  One 
should  remember  that  this  pressure,  when  15  cm 
of  water  is  approached,  lags  a bit  behind  vascular 
filling,  and  if  the  pressure  rises  to  be  near  this 
value  further  infusion  may  produce  congestion 
of  the  cardiopulmonary  system.  Hardaway’®  et  al 
have  shown  that  pulmonary  arterial  pressure  is 
a more  rapid  indicator  of  adequacy  of  blood 
volume,  but  this  determination  is  ordinarily 
unavailable. 
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T HE  classical  or  complete  posterior  cervical 
laminectomy  for  the  removal  of  lesions  of  the 
cervical  spinal  cord  and  other  intraspinal  struc- 
tures described  by  Stookey*  and  Elsberg^  was  a 
standard  procedure  from  the  beginning  of  the 
century  until  the  last  few  years.  During  this 
period  of  time,  no  other  approach  to  the  cervical 
intervertebral  disc  was  developed  in  spite  of  the 
fact  that  great  difficulties  were  often  encountered 
in  dealing  with  large  ruptured  cervical  discs. 

Hazards  are  compounded  by  the  posterior  ap- 
proach if  the  ruptured  disc  is  firm,  if  it  is  over- 
lapped by  osteophytes  that  encroach  upon  the 
spinal  cord,  if  it  is  large  or  medially  placed  or  if 
it  is  one  of  several  discs  so  involved.  Multiple 
ruptured  discs  are  much  more  common  than  was 
formerly  recognized. 

When  these  conditions  are  approached  poster- 
iorly, they  require  hemilaminectomy  or  complete 
laminectomy.  During  this  procedure,  intraspinal 
structures  may  be  damaged  by  handling,  any 
compression  of  the  spinal  cord  existing  before 
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operation  may  be  increased,  the  enveloping  dura, 
nerve  roots  or  the  spinal  cord  may  be  acciden- 
tally damaged,  and  deficiencies  of  neural  func- 
tion may  result  from  spinal  cord  retraction. 

Even  after  adequate  exposure  of  the  lesion 
and  removal  of  the  protruding  discs,  other  opera- 
tive hazards  are  numerous,  and  the  chance  of 
damage  to  the  neural  structures  is  increased. 
The  disc  space  must  be  explored  for  additional 
fragments  that  must  be  removed;  if  lateral  or 
medial  osteophytes  have  developed  around  the 
ruptured  disc,  they  must  be  chipped  away  by 
hammer  and  chisel.  Deep  incisions  made  poster- 
iorly in  the  neck  result  in  muscle  and  propriocep- 
tive disabilities  that  cause  patients  to  be  dizzy 
and  unsteady  for  months  and  often  to  walk  with 
such  a wide  base  that  they  may  require  a cane. 

One  of  the  first  modifications  of  this  operation, 
the  simple  “buttonhole”  posterior  cervical  lam- 
inectomy,® involves  few  hazards  and  brings  about 
gratifying  results  if  the  disc  is  solitary,  small, 
soft,  and  ruptured  laterally  against  a single  nerve 
root.  Unfortunately,  most  cervical  intervertebral 
discs  requiring  removal  are  not  so  placed;  nor 
are  all  discs  soft  and  easy  to  remove. 

A review  of  the  literature  will  reveal  no  refer- 
ence to  an  anterior  approach  to  the  problem  of 
ruptured  cervical  intervertebral  discs  until  the 
1958  publications  of  Smith  and  Robinson,^  Der- 
eymaeker  and  Mulier,®  and  Cloward.®  These  and 
other  surgeons  determined  that  most  of  the  cer- 
vical portion  of  the  vertebral  column  could  be 
easily  reached  surgically  by  the  anterior  ap- 
proach. Smith  and  Robinson,  and  Dereymaeker 
and  Mulier  developed  an  anterior  approach  pri- 
marily for  removal  of  the  disc  and  interbody 
fusion.  The  fusion  was  brought  about  by  placing 
a plug  of  bone  between  the  vertebral  bodies. 
Cloward,  however,  not  only  designed  an  anterior 
procedure  for  removal  of  the  ruptured  disc  and 
interbody  fusion  but  added  the  refinement  of 
nerve  root  and  spinal  cord  decompression.  After 
removing  the  disc  and  making  a drill  hole 
through  the  disc  space,  he  proceeded  with  a 
small  angulated  curet  to  remove  whatever  osteo- 
phytes were  in  the  mid  line  posteriorly  and  to 
extricate  any  osteophytes  formed  posterio-later- 
ally  in  the  nerve  foraminae.  In  order  to  secure 
firm  fusion  and  to  prevent  slipping,  he  used  a 
large,  round  plug  of  bone;  that  is,  large  in  rela- 
tion to  the  size  of  the  vertebral  bodies  being 
fused. 


Between  May  1958  and  October  1965,  360 
cases  were  selected  for  anterior  excision  of  rup- 
tured cervical  discs.'  These  cases  form  the  basis 
for  the  discussion  and  conclusions  that  follow. 

Most  of  the  cases  selected  for  operation  repre- 
sent persons  who  are  in  the  third  to  the  fifth 
decade  of  life;  to  them  the  ability  to  carry  on 
gainful  employment  is  of  supreme  importance. 
Other  cases,  because  of  pre-existing  infirmities 
of  age,  paralysis,  and  emotional  or  psychotic  be- 
havior, are  concerned  only  with  the  relief  of 
pain  and  restoration  of  the  kind  of  living  normal 
to  them  before  their  need  for  cervical  disc  sur- 
gery developed. 

Basis  of  Selection 

Patients  are  chosen  for  the  anterior  operation 
with  symptoms  that  are  intractably  disabling; 
these  are  only  partially  relieved  by  the  usual 
forms  of  treatment  and  become  aggravated  with 
discontinuance  of  therapy. 

Many  problems  are  encountered  in  this  selec- 
tion. The  history  and  physical  examination  un- 
cover the  most  vital  information  but  may  need 
to  be  repeated  a number  of  times  to  establish 
their  accuracy. 

Often  the  physical  examination  may  be  very 
nearly  negative,  especially  with  regard  to  sen- 
sory, motor  and  reflex  changes.  Symptoms  may 
be  wholly  subjective  if  the  affected  disc  is  de- 
ranged and  not  retropulsed.  If  a patient  is  malin- 
gering, it  may  be  difficult  to  determine  the 
accuracy  of  his  symptomatic  complaints.  Repeat- 
ed painstaking  historical  reviews  and  physical 
examinations  usually  reveal  discrepancies  that 
establish  any  falsity  in  complaints  and  findings. 

Other  patients  with  intractable  pain  almost  as 
difficult  to  verify  and  treat  are  those  who  have 
gone  from  one  physician  to  another  without  re- 
lief. Too  often  they  are  labeled  neurotic  because 
of  their  tenseness  and  told  to  seek  psychiatric 
help.  Psychiatrists  often  disagree  with  both  the 
diagnosis  of  neurotic  disorder  and  the  need  for 
psychiatric  therapy.  Unwarnmted  psychiatric 
care  then  not  only  delays  the  institution  of  proper 
therapy  but  instills  so  much  doubt  and  loss  of 
confidence  that  patients  may  refuse  to  believe 
any  definitive  therapy  is  available  and  may,  after 
successful  operation,  reject  for  months  the  pos- 
sibility that  their  relief  is  permanent.  During 
this  postoperative  period,  such  patients  rcciuire 
maximum  reassurance. 
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Patterns  Indicating  the  Need  for  Surgery 

There  are  five  major  patterns  of  clinical  symp- 
toms which,  correlated  with  supplementary  lab- 
oratory and  special  testing,  may  indicate  the  need 
to  operate  upon  a patient  with  a ruptured  cervi- 
cal disc.  In  four  of  these  patterns,  the  symptoms 
appear  to  be  below  or  distal  to  the  lesion;  how- 
ever, in  a fifth  instance,  the  compression  or  irri- 
tation of  the  vertebral  artery  and  vertebral  nerve, 
the  symptoms  appear  above  the  lesion  — the 
latter  often  may  mistakenly  be  construed  as  of 
intracranial  origin.  ^ 

1.  The  first  pattern  results  from  compression 
or  irritation  of  a single  cervical  nerve  root  in  the 
nerve  foramen  by  posterior  and  lateral  disc  her- 
niation, or  by  osseous  spurring  in  or  about  the 
so-called  joints  of  Luschka  or  the  facets.  As  a 
nerve  foot  is  composed  of  both  motor  and  sen- 
sory nerve  fibers,  compression  and  irritation  of 
the  fibers  result  in  varying  degrees  of  muscle 
weakening  and  wasting,  partial  or  complete  loss 
of  ..feeling  in  a defined  area,  and  reduction  or 
loss  of  deep  tendon  reflexes  and  pain  in  the  area 
supplied  by  that  nerve  root  — a pattern  best 
described  in  the  publications  of  Dr.  J.  Jay 
Keegan.® 

2.  The  second  pattern  is  produced  by  compres- 
sion of  the  spinal  cord  resulting  from  cervical 
disc  herniation,  mid-line  posterior  osteophytes 
and  even  from  disc  sequestration  into  the  spinal 
canal.  This  compression  is  followed  by  symptoms 
of  spinal  paralysis  below  the  site  of  the  compres- 
sion. At  the  level  of  the  spinal  cord  compression, 
the  patient  usually  experiences  radicular  pain. 
Below  this  level,  he  will  experience  varying  de- 
grees of  muscle  weakness  and  even  paralysis, 
and  sensation  will  correspondingly  be  reduced 
or  absent.  Reflex  changes  will  vaiy  with  the  de- 
gree of  paralysis.  Varying  amounts  of  bladder 
and  bowel  dysfunction  may  be  present.^’ 

3.  Interference  with  the  patency  of  the  verte- 
bral artery  by  compression  or  reflex  spasm®  ac- 
counts for  the  third  group  of  symptoms. 

The  vertebral  artery  and  vertebral  nerve  may 
be  involved  by  compression  or  irritation  as  they 
course  through  the  transverse  foramen  in  the 
transverse  processes  on  either  side  of  the  upper 
six  cervical  vertebrae  if  the  disc  and  supporting 
structures  give  way  and  allow  excessive  motion 
to  take  place  or  disc  ruptures  to  compress  the 
artery.  These  patients  may  suffer  from  acute  or 


chronic  symptoms  as  a consequence  of  interfer- 
ence with  the  blood  supply  to  the  brain  stem. 
Acutely  they  may  develop  light-headedness,  diz- 
ziness, staggering,  acute  episodes  of  headache 
and  occasional  loss  of  consciousness,  but  they 
may  also  have  long-standing  diplopia,  blurring 
vision,  nystagmus,  nausea,  vertigo,  numbness  of 
the  face  and  disturbances  of  hearing.  While 
these  symptoms  are  largely  subjective,  they  may 
prove  to  be  the  only  clue  to  the  disc  abnormality 
caused  by  the  impairment  of  the  vertebral  artery 
blood  supply. 

4.  Repeated  stretching  or  tearing  of  the  an- 
nulus of  the  disc  in  disruptive  disc  injury  or 
disease  causes  pain  and  muscle  spasm  that  con- 
stitutes the  fourth  pattern  of  symptoms.  Accord- 
ing to  most  anatomists,  the  nerve  supply  to  the 
disc  structures  is  limited  to  a sensory  nerve  in 
the  annulus  of  the  disc.  Repeated  anatomical 
studies  have  failed  to  reveal  any  nerve  fibers 
within  the  central  disc  structures.  The  main  sen- 
sory nerve  fibers  run  around  the  surface  of  the 
annulus  of  the  disc  with  fibrils  entering  it  at 
intervals.  Each  lateral  half  of  the  disc  annulus 
is  supplied  by  a separate  sensory  nerve  fiber  that 
can  be  traced  back  to  its  corresponding  sensory 
nerve  root.  With  stimulation  of  this  nerve,  pain 
and  muscle  spasm  occur.  The  pain  is  in  a specific 
area  near  the  patient’s  scapula  in  the  posterior 
chest  region,  in  his  neck,  across  his  shoulder 
and  down  his  arm  to  his  elbow.  Painful  muscle 
spasm  develops  in  the  muscle  groups  receiving 
their  motor  nerve  innervation  by  way  of  the 
motor  nerves  originating  from  the  same  myoderm 
as  the  disc  stimulated.^® 

5.  Finally,^  the  fifth  pattern,  disorientation  of 
the  body  in  relation  to  its  parts,  a proprioceptive 
disorder,  may  originate  from  abnormal  stimuli  in 
the  neck  in  cases  of  neck  injury.  Such  patients 
complain  of  insecurity  as  they  walk  or  move 
about,  of  being  unsure  where  the  next  step  is 
as  they  walk  down  steps,  or  difficulty  in  deter- 
mining whether  the  ground  is  rough  or  smooth, 
of  loss  of  grip  if  they  look  away  while  holding 
an  object  in  their  hands,  of  not  knowing  where 
their  extremities  are. 

Early  experiments  with  decerebrate  rigidity 
demonstrated  that  most  of  the  body-righting  re- 
flexes in  decerebrate  animals  received  their  pro- 
prioceptive impulses  from  torsion  of  the  neck 
muscles.  These  impulses  reach  the  central  ner- 
vous system  through  the  first  three  cervical 


1168 


Arizona  Medicine 


nerves.  The  reflexes  disappear  when  these  three 
cervical  nerves  are  blocked  by  local  anesthesia 
or  cut  bilaterally. 

Since  this  proprioceptive  function  of  orienta- 
tion is  similar  to  the  vestibulocerebellar  func- 
tion, it  is  almost  impossible  to  separate  the  two 
functions  clinically  and  to  evaluate  them  ^vithout 
sectioning  the  first  three  cervical  nerves  bilater- 
ally, although  the  first  is  a function  related  to 
gravity,  and  the  second  a relationship  of  the 
head  to  the  trunk.  One  doctor  has  devised  a 
collar  that  fixes  the  head  to  the  body  to  be  worn 
during  the  examination  to  eliminate  torsion-pro- 
prioceptive stimulations. 

Additional  Symptom  Patterns 

In  retrospect,  we  find  that  certain  patterns  of 
symptoms  not  previously  suspected  to  be  of  disc 
origin  have  been  identified  by  discography  and 
consequently  relieved  by  disc  excision  and  fusion. 
Vertex  headache  has  been  relieved  by  C2-3  and 
C3-4  disc  excision  and  fusion,  diffuse  basilar 
headache  by  C4-5  disc  excision  and  fusion,  an- 
terior chest  pain  by  C5-6  and  C6-7  disc  excision 
and  fusion,  and  lower  chest  constriction  and 
shoulder  and  arm  pain  by  C6-7  and  C7-D1  disc 
excision  and  fusion.  Symptoms  not  so  well  local- 
ized, such  as  blurring  vision,  tinnitus,  dizziness, 
unsteadiness,  and  lightheadedness,  neck  and 
shoulder  pain,  and  parasthesia  in  the  upper  and 
lower  extremeties,  face,  head  and  neck,  have 
been  relieved  by  operation  at  varying  cervical 
disc  levels. 

Additional  Evaluation 

As  a part  of  routine  X-ray  studies  of  the 
cervical  spine,  oblique,  flexion  and  extension 
views  are  obtained  that  may  show  these  specific 
changes:  subluxation,  disc  thinning  and  trau- 
matic osteophytes  in  the  nerve  foraminae. 

In  addition  to  the  clinical  evaluation  and 
routine  X-rays  of  the  cervical  spine,  certain  spe- 
cific diagnostic  methods  are  used  to  establish 
more  positively  the  disc  or  discs  that  are  the 
source  of  the  patient’s  symptoms. 

Myelogram 

Cervical  myelography^  — the  subarachnoid  in- 
jection of  pantopaque  followed  by  fluroscopic 
and  X-ray  study  — proves  helpful  in  cases  in 
which  spinal  cord  and  nerve  root  compression 
are  suspected.  Large  disc  herniations,  bars  of 
ruptured  disc  with  overhanging  osteophytes,  and 
lateral  disc  ruptures  compressing  nerve  roots 
may  be  found  deforming  the  dural  sac. 


Discogram 

Cervical  discography^^  — the  injection  of  hy- 
paque  into  discs  followed  by  an  X-ray  study  — 
is  indicated  in  cases  in  which  the  pain  suggests 
disc  derangement.  By  this  means,  tracts,  cracks, 
rents  and  protrusions  of  the  discs  are  viewed  in 
the  x-ray  and  the  patient’s  symptoms  may  be  re- 
produced by  the  irritation  of  the  dye  injected. 

If  the  disc  is  normal  the  patient  will  suffer  no 
pain  during  the  injection,  and  the  dye  will  be 
found  by  X-ray  to  remain  centrally  in  the  disc 
for  more  than  half  an  hour. 

If  the  disc  is  abnormal,  two  conditions  may 
be  found.  The  injection  is  usually  accomplished 
with  very  little  pressure,  and  the  patient  in- 
variably suffers  some  local  pain. 

If  an  abnormal  disc  is  the  source  of  the  pa- 
tient’s pain,  the  pain  of  which  he  complains 
during  the  injection  is  similar  to  the  pattern  of 
his  usual  pain. 

Disc  Rupture 

Multiple  disc  ruptures  have  occurred  in  two- 
thirds  of  the  360  operative  cases.  Many  authors 
have  pointed  out  that  cervical  spines  in  persons 
over  thirty  years  of  age  already  contain  a num- 
ber of  abnormal  discs.  When  they  are  damaged 
by  severe  stretching-tearing  injuries,  these 
asymptomatic  discs  may  become  symptomatic. 
Their  original  abnormality  complicates  the  selec- 
tion of  the  specific  disc  or  discs  as  the  source  of 
the  patient’s  pain.  Several  symptomatic  discs 
may  need  to  be  e.xcised  and  fused  before  the 
patient  is  totally  relieved.  Determining  these 
discs  by  myelography  and  discography  is  a time- 
consuming  and  trying  procedure  that  is  justified 
only  by  the  beneficial  results. 

Solitary  cervical  disc  rupture  may  occur  from 
either  acute  injury  or  from  attritional  damage. 
The  same  diagnostic  principles  apply  to  solitary 
and  multiple  disc  injury.  Identification  and  treat- 
ment of  solitary  disc  injury  is  less  complicated 
than  that  of  multiple  disc  rupture,  and  the  re- 
sults are  correspondingly  more  satisfactory. 

Basically  the  disc  pathology  for  operati\e 
cases  is  acute  or  chronic. 

The  three  acute  conditions  are  (a)  fractiive- 
dislocations,  (b)  acute  subluxation  and  fracture, 
and  (c)  acute  disc  rupture. 

The  chronic  conditions  are  (a)  those  with 
symptoms  directly  or  indirectly  the  result  of 
healing  osteoarthritic  changes  around  an  old 
injured  inter\ertebral  disc;  (b)  those  \\ith  ab- 
normal motion  or  instability  of  the  disc  joints 
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such  as  that  found  in  chronic  subluxation;  (c) 
those  with  basic  attrition  of  the  disc  secondary 
to  slow  chronic  wear  and  tear  of  the  discs  as 
joints;  and  (d)  those  in  which  the  disc  is  torn 
loose  from  the  annulus  but  no  disc  material  is 
extruded. 

Summary 

The  high  percentage  of  successful  results  in 
these  360  cases  operated  leads  to  the  conclusion 
that  patients  with  neck  injury  whose  symptoms 
indicate  involvement  of  a nerve  root,  the  spinal 
cord,  the  disc  annulus,  the  vertebral  artery  or 
spatial  proprioceptive  dysfunction  deserve  a 
careful  survey  to  demonstrate  whether  a ruptured 
disc  is  or  is  not  the  source  of  their  symptoms. 

Except  in  the  three  acute  conditions— fracture- 
dislocations,  acute  subluxations  and  acute  disc 
rupture— which  are  operated  immediately,  a seri- 
ous attempt  should  first  be  made  to  relieve  pa- 
tients by  prolonged  conservative  treatment.  If 
this  fails  to  bring  relief,  a detailed  review  should 
again  be  made  and  myelography  and  discogra- 
phy performed.  If  solitary  or  multiple  cervical 
disc  rupture  is  revealed  to  be  the  cause  of  the 
patient’s  symptoms,  anterior  cervical  disc  exci- 
sion, bilateral  nerve  root  and  spinal  cord  decom- 
pression, and  interbody  fusion  should  follow. 
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A breakthrough 
in  the  control  of  pain 


IMwin 


(as  lactate) 


a potent  injectable  non-narcotic— 
may  be  used  in  place  of  morphine 
and  other  narcotic  analgesics 


Talwin  30  mg.  relieves  pain 
usually  as  quickly  and 
effectively  as  morphine  10  mg.* 

whatever  the  intensity  of  the  pain 

whatever  the  cause  of  the  pain 

whatever  the  site^  of  the  pain 

whatever  the  chronicity  of  the  pain 

whatever  the  age^^  of  the  patient 

without  the  liability  of  narcotics 

without  the  development  of  tolerance  on 
prolonged  use 

with  less  risk  of  severe  respiratory 
depression  than  with  morphine 

with  less  constipation 

with  less  urinary  retention 


*lts  duration  of  action  may  sometimes  be  less  than 
that  of  morphine. 

Should  not  be  used  for  patients  with  increased  in- 
tracranial pressure,  head  injury  or  pathologic  brain 
conditions. 

'Until  sufficient  experience  is  gained,  Talwin  should 
not  be  administered  to  children  under  12  years  of 


A breakthrough 
ill  the  control 
of  pain 

IMwin 

brand  of  A 9 

pentazocine 

(as  lactate) 

a potent  injectable  non-narcotic— 
may  be  used  in  place  of  morphine 
and  other  narcotic  analgesics 


Clinical  experience  of  more  than  150  investigators  | 
with  over  12,000  patients  given  varying  dosages  of 
Talwin  shows  that  this  potent  injectable  analgesic 
is  not  a narcotic.  i 

Talwin  has  less  risk  of  severe  respiratory  depres- 
sion, urinary  retention,  and  constipation  than  mor- 
phine—a great  boon  for  postsurgical  patients. 

Talwin  produces  less  nausea,  vomiting  and  dia- 
phoresis than  meperidine. 

Constipation  and  urinary  retention  are  seldom  a 
problem  with  Talwin. 

Very  rarely  do  hallucinations  or  disorientation  oc- 
cur (0.1%  each). 

No  significant  hepatic,  renal,  hematopoietic  or  neu- 
rologic disturbances  have  been  reported. 

Talwin  is  well  tolerated  even  by  the  aged  or  very  ill 
patients.  j 

4 

Used  during  active  labor,  its  tolerance  by  the 
mother  and  newborn  is  comparable  to  meperi-^' 
dine’s.  As  with  all  new  drugs,  Talwin  should  be  used;; 
with  caution  in  pregnant  women  and  in  women  de-j! 

livering  premature  infants. 

— 

Tolerance  to  the  analgesic  effect  of  Talwin  has  not| 
developed  with  prolonged  use. 

Talwin  gives  significant  relief  of  pain  in  from  15  to| 
20  minutes  following  I.M.  or  S.C.  injection. 

Talwin  relieves  pain  usually  for  3 hours  or  longer*| 
with  a single  injection;  however,  the  duration  may! 
sometimes  be  less  than  with  morphine.  ] 


86  per  cent  of  medical  and 
surgical  patients  obtained 
excelient  to  good  relief  with 
Talwin  30  mg.  administered 


Talwin 

brand  of  pentazocine  (as  lactate) 

used  for  pain  of  all  types 

Talwin  has  a wide  range  of 
usefulness  in  surgery 


Number 

of 

patients 

Efficacy 

Types  of  surgical  use 

% 

Exc. 

“/o 

Good 

Exc. 

( Good 

“/o 

Fair 

% 

Poor 

• Preoperative 

118 

31 

52 

83»/o 

15 

2 

• Postoperative 

914 

58 

28 

86»/o 

8 

6 

• Pre-  and  postoperative 

12 

75 

17 

92“/o 

0 

8 

• Minor  surgery 

33 

30 

39 

69»/o 

0 

31  * 

• Traumatic 

14 

64 

29 

93»/o 

7 

0 

• Dental 

33 

67 

24 

91”/o 

3 

6 

Total  patients 

.. .1124 

Efficacy  of  30  mg.  Talwin  I.M.  and  S.C.  as  related 
to  types  of  surgical  use  in  a cooperative  study 


Data  in  files  of  Department  of  Medical  Research,  Winthrop  Laboratories. 

High  incidence  of  poor  results  in  minor  surgery  is  due  primarily  to  one 
study  involving  change  of  burn  dressings  in  children;  9 of  19  patients  ob- 
tained poor  results  with  dose  used. 

Talwin  relieves  all  types 
of  pain  in  acute  and 
chronic  medical  disorders 


Number 

Percentage  of  relief 

Type  of  medical  pain 

of 

patients 

Excellent 

Good 

Exc. 

+ Good 

Fair 

Poor 

• Malignancy,  pain  in 

161 

44 

37 

81% 

8 

11 

• Orthopedic;  see  also 
“Arthritis” 

111 

53 

38 

91% 

5 

4 

• Cardiovascular  pain; 
see  also  “Miscel- 
laneous medical” 

96 

59 

27 

86% 

6 

7 

• Genitourinary  pain 

83 

42 

33 

75% 

16 

10 

• Arthritis 

76 

33 

51 

84% 

12 

4 

• Gynecologic  pain 

35 

57 

34 

91% 

6 

3 

• Cephalalgia 

21 

45 

41 

86% 

9 

5 

• Gastrointestinal  pain 

19 

89 

5 

94% 

0 

5 

• Chest,  including 

• Pleurisy 

• Pulmonary  embo- 
lism and  infarct 

• Lung  abscess 

12 

83 

17 

100% 

0 

0 

• Miscellaneous  medi- 
cal, including 

• Peripheral  vas- 
cular disease 

• Thrombophlebitis 

• Cervical  root  pain 

• Facial  neuralgia 

• Syringomyelia 

• Burns 

108 

50 

39 

89% 

9 

2 

Total  patients 

722 

Efficacy  of  30  mg.  Talwin  I.M.  and  S.C.  as  related 
to  types  of  medical  pain  in  a cooperative  study 

Data  in  files  of  Department  of  Medical  Research,  Winthrop  Laboratories. 


See  next  page  tor  additional  product  information 


Talwin  relieves  pain  as 
quickly  as  morphine 


Talwin  30  mg.  proved  equivalent  to  morphine  10  mg. 
in  overall  analgesic  efficacy.  During  the  early  post- 
medication period  (up  to  40  minutes  after  drug  in- 
jection), Talwin  was  superior  in  effect  to  morphine. 

After  observation  periods  ranging  from  40  to  180 
minutes  there  was  no  difference  between  the  drugs 
in  their  effect  on  intensity.  There  were  141  and  119 
complete  patient  records  for  Talwin  and  morphine, 
respectively,  in  this  double-blind  study.  Other  clini- 
cal investigators,  studying  duration,  state  that  relief 
with  Talwin  may  be  obtained  for  up  to  three  hours 
or  longer,  a period  sometimes  less  than  morphine’s. 


Talwin  is  as  effective 
for  severe  pain  (Fig.2)t 
as  for  moderate  pain  (Fig.3)t 


Figure  2. 


Percentage  of  patients 
100 

--  90  — 
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Figure  3. 


Minutes  after  administering  Talwin 

Per  cent  excellent  to  good 
relief  of  severe  pain  obtained 
with  30  mg.  Talwin  in  218 
postoperative  patients 


Minutes  after  administering  Talwin 

Per  cent  excellent  to  good 
relief  of  moderate  pain  ob- 
tained with  30  mg.  Talwin  in 
203  postoperative  patients 


Talwin  does  not  require 
a narcotics  prescription 
or  narcotics  records 

The  World  Health  Organization  Expert  Committee 
on  Dependence-Producing  Drugs  concluded  that 
“.  ..there  was  no  need  at  this  time  for  narcotics  con- 
trol of  pentazocine  [Talwin]  internationally  or  na- 
tionally.”'' 


*Storer,  E.  H,:  Data  in  the  files  of  the  Sterling-Winthrop  Research  Institute. 

tCooperative  study,  data  in  the  files  of  the  Department  of  Medical  Research, 
Winthrop  Laboratories. 

\Woild  Hoalth  Oryanizalion  Technical  Report  Scries,  No.  343,  1966,  p.  6. 


A breakthrough 
in  the  control 
of  pain 


Tklwiii 


brand  J 9 

pentazocine 


(as  lactate) 


a potent  injectable  non-narcotic— 
may  be  used  in  place  of  morphine 
and  other  narcotic  analgesics 


Contraindications:  Increased  Intracranial  Pressure,  Head  Injury,  or 
Pathologic  Brain  Conditions  in  which  clouding  ot  sensorium  is  un- 
desirable. Talwin  (brand  of  pentazocine)  should  not  be  administered 
in  these  cases,  since  drug-induced  sedation,  dizziness,  nausea,  or 
respiratory  depression  could  be  misleading. 


Adverse  Effects:  Talv/in  is  relatively  free  from  the  undesirable  side 
effects  associated  with  morphine,  such  as  constipation,  urinary  reten- 
tion, or  severe  respiratory  depression.  Furthermore,  Talwin  produces 
less  nausea,  vomiting,  and  diaphoresis  than  meperidine. 

In  over  12,000  patients  who  received  Talwin  intramuscularly,  subcuta- 
neously, or  intravenously,  nausea,  the  most  frequent  adverse  effect, 
occurred  in  approximately  5.0  per  cent.  In  decreasing  order  of  oc- 
currence were  vertigo,  dizziness  or  lightheadedness;  vomiting;  and 
euphoria.  Respiratory  depression  was  reported  as  an  adverse  reaction 
in  1 .0  per  cent. 

The  incidence  of  each  of  the  other  adverse  effects  was  well  below 
1.0  per  cent:  constipation,  circulatory  depression,  diaphoresis,  urinary 
retention,  alteration  in  mood  (nervousness,  apprehension,  depression, 
floating  feeling),  hypertension,  sting  on  injection,  headache,  dry 
mouth,  flushed  skin  including  plethora,  altered  uterine  contractions 
during  labor,  dermatitis  including  pruritus,  dreams,  paresthesia,  and 
dyspnea  occurred  rarely  after  administration  of  Talwin  (brand  of  pen- 
tazocine). Furthermore,  each  of  the  following  adverse  reactions  oc- 
curred in  less  than  0.1  per  cent:  tachycardia,  visual  disturbance 
(blurred  vision,  diplopia  and  nystagmus),  hallucinations,  disorienta- 
tion, weakness  or  faintness,  muscle  tremor,  chills,  allergic  reactions 
including  edema  of  the  face,  taste  alteration,  insomnia,  diarrhea, 
cramps,  and  miosis;  laryngospasm  in  one  patient. 

Talwin  has  not  produced  severe  respiratory  embarrassment  in  adults 
(never  apnea),  even  with  large  amounts.  A small  number  of  newborn 
infants  whose  mothers  received  Talwin  during  labor  had  transient 
apnea.  The  incidence  of  temporary  diminution  in  the  rate  or  strength 
of  uterine  contractions  is  low  after  administration  of  Talwin,  similar 
to  that  following  meperidine  hydrochloride.  (In  reporting  no  interfer- 
ence with  normal  labor  in  patients  receiving  Talwin,  one  investigator 
further  stated  that  the  drug  may  increase  uterine  activity.)  Generally, 
no  significant  fetal  heart  rate  change  occurs. 

Laboratory  tests  of  blood  and  of  liver  and  kidney  functions  have  re- 
vealed no  significant  abnormalities.  A minimum  and  probably  insignifi- 
cant increase  in  the  per  cent  of  eosinophils  in  peripheral  blood 
counts  and  bone  marrow  occurred  occasionally. 

Talwin  is  well  tolerated  by  patients  with  diabetes  mellitus,  and  no 
changes  in  insulin  requirements  have  been  observed. 


Precautions:  Pregnancy.  No  teratogenic  or  embryotoxic  effects  attrib- 
utable to  the  use  of  Talwin  have  been  seen  in  extensive  reproductive 
studies  in  animals;  however,  like  all  new  drugs,  Talwin  should  be 
given  with  caution  to  pregnant  women.  A large  number  of  patients  in 
labor  have  received  the  drug  v/ith  no  adverse  reactions  other  than 
those  that  occur  with  commonly  used  strong  analgesics.  However,  as 
with  other  strong  analgesics,  Talwin  should  be  used  with  caution  in 
women  delivering  premature  infants. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional  eu- 
phoria have  been  noted,  ambulatory  patients  should  be  warned  not  to 
operate  machinery,  drive  cars,  or  unnecessarily  expose  themselves 
to  hazards. 


Dosage  and  Administration;  Adults,  Excluding  Patients  in  Labor.  Aver- 
age recommended  single  parenteral  dose  Is  30  mg.,  by  intramuscular, 
subcutaneous,  or  intravenous  route:  may  be  repeated  every  three  to  ■ 
four  hours.  Pain  has  been  relieved  in  most  patients  with  not  more  , 
than  three  doses  daily.  Infrequently,  selected  patients  have  received 
single  doses  as  high  as  60  mg. 

Patients  in  Labor.  A single,  intramuscular  30  mg.  dose  has  been  most 
commonly  administered.  An  intravenous  20  mg.  dose  has  given  ade- 
quate pain  relief  to  some  patients  in  labor  when  contractions  become 
regular,  and  this  dose  may  be  given  two  or  three  times  at  two-  to 
three-hour  intervals,  as  needed. 


Certain  Respiratory  Conditions.  The  possibility  that  Talwin  (brand  of 
pentazocine)  may  cause  respiratory  depression  should  be  considered 
in  treatment  of  patients  with  bronchial  asthma.  Talwin  should  be  ad- 
ministered only  with  caution  and  in  low  dosage  to  patients  with  respi- 
ratory depression  (e.g.,  from  other  medication,  uremia,  or  severe 
infection),  obstructive  respiratory  conditions,  or  cyanosis. 

Patients  Dependent  on  Narcotics.  Because  Talwin  is  a narcotic-antag- 
onist, patients  dependent  on  narcotics  and  receiving  Talwin  may  oc- 
casionally experience  certain  withdrawal  symptoms.  Talwin  should 
be  given  with  special  caution  to  such  patients.  It  has  been  observed 
that  some  patients  previously  given  narcotic-analgesics  for  one  month 
or  longer  had  mild  withdrawal  symptoms  when  the  drug  was  replaced 
with  the  analgesic,  Talwin.  After  a short  period  of  adjustment  the  sub- 
jects were  usually  able  and  willing  to  continue  taking  Talwin,  and  re- 
lief of  pain  was  satisfactory, 

Nonaddicted  Patients  Receiving  Narcotics.  Symptoms  believed  to  be 
indicative  of  antagonism  to  the  opiate  may  be  observed  rarely  with 
administration  of  Talwin  to  patients  receiving  opiates  for  a short  time. 
Intolerance  or  untoward  reactions  are  seldom  observed  after  admin- 
istration of  Talwin  to  patients  who  have  received  single  doses  or  who 
have  had  limited  exposure  to  narcotics. 

Impaired  Renal  or  Hepatic  Function.  Although  laboratory  tests  have 
not  indicated  that  Talwin  (brand  of  pentazocine)  causes  or  increases 
renal  or  hepatic  impairment,  the  drug  should  be  administered  with 
caution  to  patients  with  such  impairment.  Extensive  liver  disease  ap- 
pears to  predispose  to  greater  side  effects  (e.g.,  marked  apprehen- 
sion, anxiety,  dizziness,  sleepiness)  from  the  usual  clinical  dose,  and 
may  be  the  result  of  decreased  metabolism  of  the  drug  by  the  liver. 

Myocardial  Inlarction.  As  with  all  drugs,  Talwin  (brand  of  pentazocine) 
should  be  used  with  caution  in  patients  with  myocardial  infarction 
who  have  nausea  or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects  of 
Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  with  caution 
in  patients  about  to  undergo  surgery  of  the  biliary  tract. 


Children  Under  12  Years  of  Age.  Since  clinical  experience  in  children 
under  twelve  years  of  age  is  limited,  the  use  of  Talwin  (brand  of  pen- 
tazocine) in  this  age  group  is  not  recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  received  Talwin 
for  prolonged  periods  (e.g.,  over  300  days)  experienced  no  with- 
drawal symptoms  even  when  administration  was  stopped  abruptly; 
furthermore,  there  was  no  tolerance  to  the  analgesic  effect, 

CAUTION.  Talwin  should  not  be  mixed  in  the  same  syringe  with  sol- 
uble barbiturates  because  precipitation  will  occur. 

Treatment  of  Overdosage  or  Respiratory  Depression.  Talwin  has  not 
produced  apnea  or  severe  respiratory  embarrassment  in  adults,  even 
in  large  doses.  Occasionally,  however,  moderate  respiratory  depres- 
sion may  occur.  Means  of  maintaining  proper  oxygenation  should  be 
available  In  case  of  overdosage  or  respiratory  depression,  and  methyl- 
phenidate  (Ritalin®)  should  be  administered  parenterally.  The  usual 
narcotic-antagonists,  such  as  nalorphine,  are  not  effective  respiratory 
stimulants  for  depression  due  to  Talwin. 

How  Supplied:  Ampuls  of  1 ml.,  containing  Talwin®  (pentazocine)  as 
lactate  equivalent  to  30  mg.  base  and  2.8  mg.  sodium  chloride,  in 
Water  for  Injection.  Boxes  of  10,  25,  and  100. 

Multiple  dose  vials  of  10  ml.,  each  1 ml.  containing  Talwin®  (pentazo- 
cine) as  lactate  equivalent  to  30  mg.  base,  2 mg.  acetone  sodium 
bisulfite,  1.5  mg.  sodium  chloride,  and  1 mg.  methylparaben  as  pre- 
servative, in  Water  for  Injection.  Boxes  ot  1. 

The  pH  of  Talwin  solutions  is  adjusted  between  4 and  5 with  lactic 
acid  and  sodium  hydroxide. 


l/lZ/nf/rrop 

Winthrop  Laboratories,  New  York,  N.Y.  10016 


START  THE  NEW  YEAR  WITH  HBA'S  PROTOTYPE  PLAN  , . , 

GIVES  YOU  YOUR  OWN 
RETIREMENT  FUND  THAT 
WITHOUT  ANY  ACTION  ON 
YOUR  PART  BECOMES  100% 

TAX  DEDUCTIBLE  ON  JAN.  1, 1968 


SEND  NOW  FOR  YOUR 
PERSONALIZED  KEOGH 
TAX  SAVINGS  PLAN.  OUR 
PROTOTYPE  PLAN  HAS 
BEEN  APPROVED  AND  IS 
READY  FOR  YOU. 


KEOGH  TAX  SAVINGS  PLAN 


Your  contributions  to  your  own  retirement  fund  will  be  100%  tax  deductible  for 
taxable  years  beginning  January  1,  1968.  HBA's  Prototype  Plan  allows  you  to 
take  advantage  of  tax  advantages  presently  available  and,  without  further  effort 
on  your  part,  have  a plan  already  in  force  by  January  1,  1968. 


THE 


LIFE 


INSURANCE  COMPANY 

P.O.  Box  1272,  Phoenix  85001 


Phone  258-4885 


Fill  out  the  Keogh  Data  Sheet  below 
and  mail  to  HBA  Life  or  phone  258- 
4885  to  see  what  HBA's  Prototype 
Plan  can  mean  to  you  in  tax  savings. 


CLIP  HERE 

KEOGH  DATA  SHEET 

ALL  INFORMATION  KEPT  CONFIDENTIAL 


Name. 


Date 


-M.D.  Sex Date  of  BirtK 


Address City State Zip 

Net  Income  From  Your  Practice  $ $ $ 

For  1 966  For  1 965  For  1 964 

Do  You  Have  an  Ownership  in  Any  Unincorporated  Trade  or  Business? 

NOTE:  If  your  practice  is  a partnership,  please  attach  separate  information  giving  the  same  data 
as  above  for  each  partner. 

Employees,  If  Any:  Date  of  Date  Full  or 

Name  Sex  Birth  Employed  Salary  Part  Time 
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HOSPITAL  MEDICAL 
CENTER,  LTD. 


100  E.  FOURTH  ST.  SCOTTSDALE,  ARIZONA 


Adjoining  Scottsdale  Baptist  Hospital 

ALLERGIST 

Davis  I.  Arnow,  M.D. 

R.  C.  Romero,  M.D. 
ANESTHESIOLOGIST 
Sue  Boyett,  M.D. 

AUDIOLOGY 

R.  Nelson  Miller,  Ph.D.,  A. 
DERMATOLOGY 

Ocie  Carl  Yarbrough,  M.D. 

FAMILY  COUNSELING 
Leo  Stein 
FAMILY  DOCTOR 

William  B.  McGahey,  M.D. 

John  A.  Martin  III,  M.D. 

GENERAL  SURGERY 

Boyd  H.  Metcalf,  M.D. 

INTERNAL  MEDICINE  & CARDIOLOGY 
Donald  L.  Corzine,  M.D. 

John  F.  Currin,  M.D.,  F.A.C.P. 

INTERNAL  MEDICINE 
GASTROENTEROLOGY 

Charles  Bergsehneider,  M.D. 
OPHTHALMOLOGY 

Robert  L.  Yockey,  M.D. 
ORTHODONTIST 

James  C.  Toye,  D.D.S. 

PATHOLOGY 

C.  H.  Strickland,  M.D. 

Fred  C.  Schoene,  M.D. 

PERIODONTIST 

J.  Richard  Loughry,  D.D.S. 

PHYSICAL  MEDICINE 
Dennis  Harris,  M.D. 

PSYCHIATRY 

Michael  F.  Cleary,  M.D. 

THORACIC  CARDIOVASCULAR  SURGERY 
Carl  Impellitier,  M.D. 

UROLOGIC  SURGERY 

Wilfred  M.  Potter,  M.D. 

RADIOLOGY 

M.  Herbert  Nathan,  M.D. 

DENTISTRY 

Lumone  E.  Willmeng,  D.D.S. 

OTHERS 

Srutwa  Pharmacy 
Scottsdale  Opticians 
For  Leasing  Information  Call 
946-9091  or  946-5344 
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Arnold  H.  Dysterheft,  M.D. 
I President 
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Apropos  to  the  times  with  the  ever  inereasing 
happenings  in  our  nation,  the  flouting  of  the 
law,  the  tendencies  of  individuals  and  groups  to 
anarchy,  others  to  so  called  justified  civil  dis- 
obedience, one  should  not  overlook  the  positive 
side  of  the  Bill  of  Rights  and  why  it  is  the  basis 
of  society  and  our  government.  Life,  faculties, 
production  — in  other  words,  individuality,  lib- 
erty, property  — this  is  man.  And  in  spite  of  the 
cunning  of  artful  pohtical  leaders,  these  three 
God  given  gifts  precede  all  human  legislation 
and  are  superior  to  it. 

A just  and  enduring  Government  has  laws 
which  should  cast  forward  a circumscribed  nat- 
ural protection  to  defend  one’s  person,  property 
and  fieedom.  These  are  the  three  basic  require- 
ments of  life,  all  of  them  interdependent  upon 
each  other.  Thus,  if  disruption,  social  upheaval, 
riotous  displacement,  and  downright  pillage  is 
tolerated  under  the  guise  of  disobedience  to 
equate  social  equality,  one  ends  with  a complete 
perversion  of  the  law.  It  is  axiomatic  then  that  a 
Government  tolerating  increasing  perversions, 
be  they  described  as  above  or  otherwise,  could 
become  suspect,  lose  the  confidence  of  the  peo- 
ple, even  to  the  point  of  initiating  a disquisition. 

With  an  ever  increasing  sponsorship  of  health 
delivery  legislation  with  its  progressive  infringe- 
ment and  destructive  erosion  in  the  private  sector 
of  the  practice  of  medicine,  one  stands  in  amaze- 
ment of  that  august  body’s  philosophy. 

Frederic  Bastiat,  a French  statesman,  econom- 
ist, and  author  living  in  the  first  half  of  the  Nine- 
teenth Gentury,  had  a word  for  this  type  of  en- 
croachment on  one’s  basic  rights  — “legal  plun- 
der.” 

A new  year  is  almost  upon  us,  a year  from 
now  a new  Gongress  will  represent  the  Nation’s 
wishes.  Organized  medicine,  a small  minority  of 
the  total  electorate,  must  awaken,  must  react 
vigorously  lest  we  face  a descpiamation  as  des- 
tructive as  produced  by  the  Eight\’-ninth  Gon- 
gress. Your  membership  in  ARMPAG  is  the  one 
way  you  can  show  your  coneern.  Gi\e  our 
ARMPAG  Gommittee  something  to  work  with, 
for  friends  of  organized  jnedicine  are  sorely 
needed  in  Gongress. 

May  I take  this  occasion  to  wish  each  and 
every  one  of  you  a pleasant,  joyous  and  happ\- 
Holidav  Season. 
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I decided  it  was  time  for  you, 
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Maybe  he  doesn't  know  when  he's  well  off.  But 
you  might  want  to  prescribe  long-acting  Nova- 
histine  LP  anyway. 

Two  tablets  in  the  morniag  and  two  in  the  evening 
will  usually  provide  day  and  night  relief  by  helping 
to  clear  congested  air  passages  for  normal,  free 
breathing.  Novahistine  LP  is  formulated  to  provide 
continuous  therapeutic  effect  for  8 to  12  hours. 
The  decongestant  ingredients  help  restore  normal 
mucus  secretion  and  ciliary  activity  — physiologic 
defenses  against  infection  of  the  respiratory  tract. 
Use  cautiously  in  individuals  with  severe  hyper- 
tension, diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that 
drowsiness  may  result.  Each  Novahistine  LP  tablet 
contains  phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 

NOVAHISTINriP 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


If  it  doesn’t 
work  in  a week, 
forget  it. 


Contraindications:  Edema;  danger  of  cardiac  de- 
compensation; history  or  symptoms  of  peptic  ulcer; 
renal,  hepatic  or  cardiac  damage;  history  of  drug 
allergy;  history  of  blood  dyscrasia.  The  drug  should 
not  be  given  when  the  patient  is  senile  or  when 
other  potent  drugs  are  given  concurrently.  Large 
doses  of  Butazolidin  alka  are  contraindicated  in 
glaucoma. 

Warning:  If  coumarin-type  anticoagulants  are  given 
simultaneously,  watch  for  excessive  increase  in 
prothrombin  time.  Instances  of  severe  bleeding 
have  occurred.  Pyrazole  compounds  may  potenti- 
ate the  pharmacologic  action  of  sulfonylurea,  sul- 
fonamide-type agents  and  insulin.  Carefully  ob- 
serve patients  receiving  such  therapy.  Use  with 
great  caution  in  the  first  trimester  of  pregnancy. 

Precautions:  Before  prescribing,  carefully  select 
patients,  avoiding  those  responsive  to  routine 
measures  as  well  as  contraindicated  patients. 
Obtain  a detailed  history  and  a complete  physi- 
cal and  laboratory  examination,  including  a 
blood  count.  The  patientshould  not  exceed  recom- 
mended dosage,  should  be  closely  supervised  and 
should  be  warned  to  discontinue  the  drug  and  re- 


port immediately  if  fever,  sore  throat,  or  mouth 
lesions  (symptoms  of  blood  dyscrasia);  sudden 
weight  gain  (water  retention);  skin  reactions;  black 
or  tarry  stools  or  other  evidence  of  intestinal  hem- 
orrhage occur.  Make  regular  blood  counts.  Discon- 
tinue the  drug  immediately  and  institute  counter- 
measures if  the  white  count  changes  significantly, 
granulocytes  decrease,  or  immature  forms  appear. 
Use  greater  care  in  the  elderly  and  in  hyperten- 
sives. 

Adverse  Reactions:  The  most  common  are  nausea, 
edema  and  drug  rash.  Swelling  of  the  ankles  or 
face  may  be  minimized  by  withholding  dietary  salt, 
reduction  in  dosage  or  use  of  diuretics.  In  elderly 
patients  and  in  those  with  hypertension  the  drug 
should  be  discontinued  with  the  appearance  of 
edema.  The  drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic  ulcer.  The 
patient  should  be  instructed  to  take  doses  imme- 
diately before  or  after  meals  or  with  milk  to  mini- 
mize gastric  upset.  Mild  drug  rashes  frequently 
subside  with  reduction  of  dosage.  However,  rash 
accompanied  by  fever  or  other  systemic  reactions 
usually  requires  withholding  medication.  Purpuric 
rash  has  also  been  reported.  Agranulocytosis,  ex- 
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In  rheumatoid  arthritis,  Butazolidin  alka  needs 
only  a week’s  trial.  If  it  doesn’t  work  in  a week, 
forget  it. 

A short  trial  period  may  spare  patients  weeks  of 
discomfort.  That’s  one  reason  why  Butazolidin  alka 
seems  a good  choice  when  aspirin  fails. 


It’s  not  for  every  patient.  Check  carefully  the 
Contraindications,  Warning,  and  Precautions 
shown  below. 

And  adverse  reactions  may  occur. The 
most  common  are  nausea,  edema  and 
rash.  Rarely,  agranulocytosis  has  been 
reported.  All  adverse  reactions  are 
listed  below,  too. 

You’ll  know  quickly  if  it  works. 

And  most  of  the  time,  it  will. 


foliative  dermatitis,  Stevens-Johnson  syndrome,  or 
a generalized  allergic  reaction  similar  to  serum 
sickness  may  occur  and  require  permanent  with- 
drawal of  medication.  Stomatitis,  salivary  gland 
enlargement,  vomiting,  vertigo  and  languor  may 
occur.  Leukemia  and  leukemoid  reactions  have 
been  reported.  While  not  definitely  attributable 
to  the  drug,  a causal  relationship  cannot  be  ex- 
cluded. Thrombocytopenic  purpura  and  aplastic 
anemia  may  occur.  Confusional  states,  agitation, 
headache,  blurred  vision,  optic  neuritis  and  tran- 
sient hearing  loss  have  been  reported,  as  have 
hyperglycemia,  hepatitis,  jaundice,  and  several 
cases  of  anuria  and  hematuria.  With  long-term  use, 
reversible  thyroid  hyperplasia  may  occur  infre- 
quently. Moderate  lowering  of  the  red  cell  count 
due  to  hemodilution  may  occur. 

Dosage  in  Rheumatoid  Arthritis:  Initial:  3 to  6 cap- 
sules or  tablets  daily  in  3 or  4 equal  doses.  Trial 
period:  1 week.  Maintenance  dosage  should  not 
exceed  4 capsules  or  tablets  daily;  response  is 
often  achieved  with  1 or  2 capsules  or  tablets  daily. 

6509-V(B)R2 

For  complete  details,  please  see  full  prescribing 
information. 


Butazolidin®  alka 

Capsules:  phenylbutazone,  100  mg.;  dried  alumi- 
num hydroxide  gel,  100  mg.;  magnesium  trisilicate, 
150  mg.;  homatropine  methylbromide,  1.25  mg. 

Aiso  avaiiable:  Butazolidin®,  phenylbutazone: 
Tablets  of  100  mg. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 
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BU-5412: 


ARIZONANS  PACESETTER  BANK 
TRUST  DIVISION 

Is  in  Business  to  Serve  YOU  — and 
YOUR  BENEFICIARIES! 


Living  Trusts 
Life  Insurance  Trusts 
Business  or  Partnership  Trusts 
Executor  or  Administrator 
Pension  or  Profit  Sharing  Trusts 
H.R.-IO  Self-Employed  Retirement  Trusts 
Custody  Accounts 
Agency  Accounts 
Escrow  Agents 
Transfer  Agents 
Guardianships 

And  Many  Other  Services  — 


The 


Guaranty  Bank 

y^JdaonaJL- 


3550  North  Central  Phoenix,  Arizona  Phone  264-9696 
John  R.  Bromley,  Jr.,  Vice  President  and  Trust  Officer 


MEMBER  FEDERAL  DEPOSIT  INSURANCE  CORPORATION 
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Regional  Medical  Programs:  Part  III 


In  Arizona  there  was  very  little  reaetion  when 
Public  Law  89-239  was  passed  in  the  fall  of  1965. 
However,  in  the  spring  of  1966,  the  Arizona 
Board  of  Health  requested  that  the  Governor 
designate  the  State  of  Arizona  as  a “region” 
for  the  purpose  of  implementing  Public  Law 
89-239.  In  response,  the  Governor  appointed  a 
Steering  Gommittee  and  charged  it  with  the  mis- 
sion of  determining  whether  or  not  Arizona 
should  constitute  such  a region.  Represented  on 
this  Gommittee  were  the  Arizona  Hospital  Asso- 
ciation, Arizona  Ghapters  of  the  American  Gan- 
cer  Society  and  the  American  Heart  Association, 
the  Arizona  Medical  Association,  the  State 
Health  Department  and  the  Gollege  of  Medi- 
cine. The  Dean  of  the  Gollege  of  Medicine  was 
asked  to  serve  as  Ghairman. 

After  its  first  meetings,  the  Steering  Gommit- 
tee concluded  that  the  State  of  Arizona  should 
be  designated  as  a region.  Because  of  the  word- 
ing of  the  Law,  it  seemed  desirable  to  designate 
the  Gollege  of  Medicine  as  the  applicant  insti- 
tution for  a Planning  Grant.  The  original  Steer- 
ing Gommittee  was  then  dissolved,  but  its  mem- 
bers constituted  the  core  of  an  expanded  “Re- 
gional Advisory  Group,”  which  was  structured 
as  required  by  Public  Law  89-239.  An  applica- 
tion was  then  prepared  by  the  Gollege  of  Medi- 
cine and  submitted  to  the  Regional  Medical 
Program  Division  of  the  National  Institutes  of 
Health  in  December,  1966.  The  Planning  Grant 
was  favorably  received  by  the  National  Institutes 
of  Health  and  an  appropriate  award  was  made 
to  implement  the  Program  in  the  spring  of  1967. 
Subsequently,  a Past-President  of  the  Arizona 
Medical  Association,  Dr.  Dermont  Melick,  was 
persuaded  to  resign  his  practice  and  assume 
responsibility  for  the  development  of  a Regional 
Medical  Program  for  Arizona  as  its  Goordinator. 
Dr.  Melick  is  already  hard  at  work  and  we  can 
look  forward  to  hearing  more  about  this  from 
him. 

What  may  have  started  out  with  great  mis- 
understanding now  appears  to  offer  real  prom- 
ise. The  program  can  be  expected  to  stimulate 
the  production  of  new  workers  in  the  health 
field  and  it  will  assist  in  the  wider  distribution 


of  their  services.  It  will  enhance  the  use  of  para- 
medical professionals  and  will  serve  to  narrow 
any  existing  knowledge  gap  so  that  every  prac- 
ticing physician  can  be  of  maximum  usefulness 
to  his  patient  clientele.  The  program  has  the 
capability  of  making  every  physician  in  Arizona 
an  integral  part  of  the  broad  University  con- 
cept of  “education  for  all”  through  an  instru- 
ment that  was  espoused  by  a late  president  of 
the  Arizona  Medical  Association,  Lindsay  Bea- 
ton; i.e.:  “The  University  without  walls.” 

And  what  about  the  future  implications  of 
this  legislation?  It  seems  to  be  a safe  bet  that 
if  the  principle  of  this  law  works,  the  doctors 
themselves  will  insist  that  its  benefits  not  be 
restricted  to  those  with  cancer,  heart  disease, 
stroke,  and  related  diseases.  Rather,  they  will 
surely  want  to  use  their  new-found  role  as  a 
relay  station  on  a wide  network  of  communica- 
tions to  advance  their  own  capabilities  and  to 
spread  the  word  about  other  disease  entities. 

Similarly,  having  devised  an  instrument  which 
diminishes  the  tendency  for  the  university  com- 
munity to  remain  isolated  in  its  efforts,  one  can 
only  wonder  whether  or  not,  when  added  to  the 
impact  of  the  Morrill  Act,  this  won’t  begin  to 
move  the  universities  away  from  their  tradition- 
al position  as  institutions  and  toward  that  of 
being  social  instruments.  Last,  in  an  era  in  which 
society  has  determined  that  all  citizens  have  a 
right  to  access  to  competent  health  care,  one 
can  reasonably  hope  that  the  cohesive  efforts  of 
the  numerous  agencies  and  persons  involved  in 
implementing  the  Regional  Medical  Programs 
Act  will  stimulate  the  production  of  a force 
which,  in  the  future,  will  serve  the  health  needs 
of  society  in  a much  more  efficient  manner  than 
has  ever  before  been  possible. 

As  Mr.  Russell  pointed  out  in  his  article  on 
Regional  Medical  Programs,  “it  is  amazing  what 
a gift  of  a few  pictures  to  the  \\3ute  House 
can  do.” 
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V-Cillin  K®  provides  dependable  oral  antibacterial  therapy 


because  it  combines  a high  degree  of  activity. . . 

V-Cillin  K has  been  shown  to  be  effective  in  the  treatment  of  streptococcus 
and  pneumococcus  infections  as  well  as  infections  caused  by  sensitive  strains 
of  staphylococci.  It  may  be  used  for  the  prophylaxis  of  streptococcus  infections 
in  patients  with  a history  of  rheumatic  fever  and  for  the  prevention  of 
bacterial  endocarditis  after  tonsillectomy  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 


with  high  blood  levels,  even  when  taken  with  food 

V-Cillin  K is  stable  in  acid  and  immediately  soluble.  High  serum  levels, 
therefore,  are  reached  rapidly.  Because  it  is  acid  stable,  V-Cillin  K is  well 
absorbed  even  when  taken  close  to  mealtime.  These  desirable  properties  help 
make  V-Cillin  K a dependable  penicillin  for  oral  use. 


V-Cillin  K‘H 

Ptttassium  Phenoxymethyl  Penicillin 

Now  available:  V-Cillin  K®,  Pediatric, 
for  Oral  Solution,  250  mg.  (400,000  units) 
per  5 cc.  of  solution. 


<5^ 


(See  nexi  page  for  prescribing  information.) 


New  500 mg.  tablets...  a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K,  the  potassium  salt  of  V-Cillin® 
(phenoxymethyl  penicillin,  Lilly),  combines  acid  stability 
with  immediate  solubility  and  rapid  absorption.  Higher, 
more  rapid  serum  levels  are  obtained  than  with  equal 
oral  doses  of  penicillin  G. 

Indications:  Streptococcus,  pneumococcus,  and  gono- 
coccus infections;  infections  caused  by  sensitive  strains 
of  staphylococci;  prophylaxis  of  streptococcus  infections 
in  patients  with  a history  of  rheumatic  fever,-  and  preven- 
tion of  bacterial  endocarditis  after  tonsillectomy  and 
tooth  extraction  in  patients  with  a history  of  rheumatic 
fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypersensitivity. 
Warnings:  In  rare  instances,  penicillin  may  cause  acute 
anaphylaxis  which  may  prove  fatal  unless  promptly  con- 
trolled. This  type  of  reaction  appears  more  frequently  in 
patients  with  a history  of  sensitivity  reactions  to  penicillin 
or  with  bronchial  asthma  or  other  allergies.  Resuscitative 
drugs  should  be  readily  available.  These  include  epi- 
nephrine and  pressor  drugs  (as  well  as  oxygen  for 
inhalation)  for  immediate  allergic  manifestations  and 
antihistamines  and  corticosteroids  for  delayed  effects. 


Precautions:  Use  cautiously,  if  at  all,  in  a patient  with  a 
strongly  positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly 
with  high  parenteral  dosage  schedules,  frequent  eval- 
uation of  the  renal  and  hematopoietic  systems  is  rec- 
ommended. 

In  suspected  staphylococcus  infections,  proper  lab- 
oratory studies  (including  sensitivity  tests)  should  be 
performed. 

The  use  of  penicillin  may  be  associated  with  the  over- 
growth of  penicillin-insensitive  organisms.  In  such  cases, 
discontinue  administration  and  take  appropriate  measures. 
Adverse  Reactions:  Although  serious  allergic  reactions 
are  much  less  common  with  oral  penicillin  than  with  intra- 
muscular forms,  manifestations  of  penicillin  allergy  may 
occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses 
a significant  index  of  sensitization.  The  following  hyper- 
sensitivity reactions  have  been  reported:  skin  rashes 
ranging  from  maculopapular  eruptions  to  exfoliative  der- 
matitis; urticaria;  and  reactions  resembling  serum  sickness, 
including  chills,  fever,  edema,  arthralgia,  and  prostration. 
Severe  and  often  fatal  anaphylaxis  has  occurred  (see 
Warnings).  Hemolytic  anemia,  leukopenia,  thrombocy- 
topenia, and  nephropathy  are  rarely  observed  side- 
effects  and  are  usually  associated  with  high  parenteral 
dosage. 

Administration  and  Dosage:  Usual  dosage  range, 
125  mg.  (200,000  units)  three  times  a day  to  500  mg. 
(800,000  units)  every  four  hours.  For  infants,  50  mg.  per 
Kg.  per  day  divided  into  three  doses. 

See  package  literature  for  detailed  dosage  instructions 
for  prophylaxis  of  streptococcus  infections,  surgery,  gon- 
orrhea, and  severe  infections. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg. 
(200,000  units),  250  mg.  (400,000  units),  and  500  mg. 
(800,000  units). 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg. 
(200,000  units)  and  250  mg.  (400,000  units)  per  5 cc.  of 
solution  (approximately  one  teaspoonful).  [042567] 

Additional  information  available  to 
physicians  upon  request.  Eli  Lilly  and 
Company,  Indianapolis,  Indiana  46206. 


701449 


1186 


Arizona  Medicine 


EDITORIAIS 


BELIEF  IN  MAGIC 


WILLIAM  B.  McGRATH,  M.D. 

There  is  a truism  in  science:*  the  develop- 
ment of  the  individual,  through  uterine  growth 
to  maturity,  is  analogous  to  the  evolution  of  the 
whole  genus  or  species. 

This  can  also  be  said  of  the  growth  of  the 
mind.  One  journeys  from  infantile  savagery  to 
membership  in  the  barbarian  clans  of  childhood 
to  his  final  dwelling  among  civilized  adults.  In 
his  own  lifetime  the  individual  condenses,  tele- 
scopes, re-lives  the  entire  experience  of  the  race. 

Common  to  the  primitive  tribe  on  the  one  hand 
and  to  the  immature  modern  on  the  other  is  a 
tenacious  belief  in  magic. 

In  the  magic  which  is  called  “sympathetic,” 
for  example,  the  person  hopes  to  bring  about 
a desired  result  just  by  giving  it  a name  or  by 
mimicking  it.  By  making  thunderous  noises  the 
leaping  savage  expects  to  produce  rain.  Similarly, 
the  physician  who  cannot  accept  anonymous 
mediocrity  may  put  a sign  over  his  door:  “Inter- 
national Institute  for  Research  into  Life  and 
Death  and  all  Diseases  and  Disorders  in  Be- 
tween.” Many  of  our  titles  (“chief”  of  this  or 
that)  are  pretty  honorific  if  not  juvenile. 

There  are  current  trends  toward  magical  cos- 
tuming and  impersonations.  The  young  woman 
who  puts  on  clothing  appropriate  to  a first-grader 
and  carries  her  little  may-basket  of  flowers  is 
pleading:  “Take  care  of  me  and  love  me  but  do 
not  ask  or  expect  anything  of  me  in  return.”  A 
romantic  youth  may  make  himself  up  to  look 
like  a starving  artist  in  a garret.  But  if  in  fact 
he  occupies  a comfortable  room  and  gets  his  tui- 
tion and  allowance  from  his  father,  then  he  is 
only  posing.  And  his  impersonations  leave  him 
defensive  and  irritable.  It  takes  more  than  a 
guitar  strapped  to  one’s  back  to  make  a genuine 
troubador. 

This  brings  to  attention  a slightly  subtler  kind 
of  belief  in  magic:  the  wishful  thinking  of  the 

“Ontogeny  recapitulates  phylogeny. 


immature  who  await  something  called  inspira- 
tion, some  supernatural  gift  by  virtue  of  which 
they  will  be  creative  without  learning  and  with- 
out long,  hard  discipline.  Marked  forever  as  im- 
mature and  amateur  is  the  musician  who  cannot 
read  music  and  who  has  not  practiced  the  scales. 
One  never  writes  poetry  who  has  not  first 
learned  to  write  clear  and  elegant  prose. 

Primitive  tribes  and  infantile  persons  also 
cling  to  a belief  in  magical  potions.  They  insist 
that  there  must  be  something  which  will  provide 
them  effortless  comfort  and  peace  of  mind  — 
as  mother’s  milk  did  long  ago.  “Doctor,  give 
me  something  that  will  make  me  feel  good.” 
They  bitterly  resist  and  resent  our  adult  scoffing 
at  their  notion  that  LSD  or  mushrooms  will  af- 
ford them  instant  metaphysical  illumination. 

A seemingly  more  sophisticated  belief  in  ma- 
gic is  characteristic  of  those  who  would  like  to 
find  some  powerful  and  occult  energy  trans- 
formation in  thaumaturgical  use  of  language. 
Weird  conjurings  and  invocations  and  incanta- 
tions are  the  background  music  of  hypnotism  and 
extrasensory  perception.  Or  one  remembers  the 
fad  of  Coue'-ism:  “Every  day  in  every  way  I am 
getting  better  and  better,”  ( Ambrose  Gone', 
1857-1926),  an  earlier  version  of  positive  think- 
ing. 

No;  from  small  planting,  small  harvest;  from 
puny  effort,  little  accomplishment.  The  children 
of  the  world  may  all  weep  and  have  temper 
tantrums  when  their  illusions  are  taken  away 
from  them.  To  grow  up,  be  it  the  individual 
or  a tribe,  is  to  relinquish  belief  in  magic  and  the 
supernatural.  All  the  laws  of  nature  are  harsh 
and  impersonal.  Mathematics  makes  no  excep- 
tions. 

In  context  and  by  way  of  natural  philosophy 
one  might  consider  a proposition:  there  are  not 
two  sets  of  laws,  as  people  think,  — the  laws 
of  nature  and  the  laws  of  man.  The\'  are  the 
same.  In  this  life  man  is  still  grounded  in  nature. 
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Man  does  not  make  the  laws  of  nature  — the 
laws  of  mathematics  and  chemistry  and  physics. 
He  only  discovers  them.  They  were  already 
there.  He  cannot  change  them;  and  he  ignores 
or  transgresses  them  only  and  always  at  his 
peril. 

Neither  does  man  in  the  last  analysis  make 
his  own  laws.  All  of  his  laws  — even  the  com- 
mandments — ultimately  derive  from  the  clear 
and  inexorable  arithmetic  of  nature.  A person 
who  works  only  for  money  will  end  up  with 
nothing  but  money.  A man  who  is  willing  to 
steal  must  live  in  fear  of  being  robbed.  A child 
born  out  of  wedlock  or  the  issue  of  adultery 
will  not  have  paternal  protection.  A generation 
which  does  not  honor  the  father  and  mother 
will  have  to  learn  a lot  of  facts  the  hard  way, 
without  the  wisdom  of  the  elders’  experience. 
By  trial  and  error  we  do  not  make  new  laws; 
we  just  discover  old  ones. 

During  the  epochs  when  man  seemed  most 
enlightened  he  was  studying  the  laws  of  nature 
and  relating  himself  closely  to  them.  More  hu- 
man suffering  has  been  relieved  by  the  analysis 
of  dreams,  the  dispersing  of  superstitions,  than 
by  all  the  medications  in  the  world. 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz, 


umA-one* 

/ • EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbltal,  Caution:  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HCl 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 


Precautions:  Usual  for  aminophylline-ephedrine- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 

MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethicat  pharmaceuticals  since  1856 
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Letter®  provides  all  the  advantages 
of  the  synthetically  pure  chemical 
sodium  levothyroxine.  Dosage  is 
precise  and  potency  is  consistently 
uniform. 

and 

Letter®  is  micronized  to  provide  max- 
imum opportunity  for  full  absorption 
and  clinical  response. 

In  addition  Letter®  is  distinctively 
color  coded  with  an  identifying  num- 
ber stamped  on  each  tablet  to  pro- 
vide accurate  dosage  control. 


Indications:  Hypothyroid  conditions.  Contraindications: 
Thyrotoxicosis,  acute  myocardial  infarctions  unless  associated 
with  hypothyroidism.  In  hypothyroidism  with  hypoadrenalism 
coadministration  of  corticoids  with  LETTER®  is  recommend- 
ed. Precautions  and  Side  Effects:  Excessive  dosage  may 
result  in  diarrhea,  cramps,  palpitation,  nervousness,  rapid  pulse, 
sweating.  If  symptoms  appear,  discontinue  medication  for  sev- 
eral days,  then  reinstitute  at  a lower  level.  Since  myxedema 
patients  with  heart  disease  may  suffer  seriously  from  abrupt 
increases  in  dosage,  caution  should  be  exercised  in  adjusting 
dosage.  Dosage:  Generally,  the  initial  adult  dosage  is  0.1  mg. 
daily.  This  may  be  increased  in  small  increments  every  one  to 
three  weeks  until  proper  metabolic  balance  is  achieved.  Avail- 
able : Bottles  of  1 00  tablets,  in  six  potencies:  0.025  mg.  (violet), 
0.05  mg.  (peach),  0.1  mg.  (pink),  0.2  mg.  (green),  0.3  mg. 
(yellow),  and  0.5  mg.  (white). 


If  hypothyroidism  leaves  your  patient  feeling  like  this. 

nnn.Qirl^^r 

LETTKir 

(SODIUM  LEVOTHYROXINE, 

ARMOUR)  TABLETS 

Synthetic  Thyroid  Replacement  Therapy 


ARMOUR  PHARMACEUTICAL  COMPANY 


CHICAGO,  ILLINOIS 
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a stuffy  nose 
is  no 

laughing  matter 


Ornadetad.m.>, 

Each  capsule  contains  8 mg.  of  Teldrin® 
(brand  of  chlorpheniramine  maleate),  50  mg. 
of  phenylpropanolamine  hydrochloride,  and 
2.5  mg.  of  isopropamide,  as  the  iodide. 

Spansule^  Capsules 

brand  of  sustained  release  capsules 


each  one  can 
give  him  all-day 
or  all-night  relief 


Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR.  A brief 
precautionary  statement  follows. 
Contraindications;  Glaucoma,  prostatic  hyper- 
trophy, stenosing  peptic  ulcer,  pyloroduodenal 
obstruction,  or  bladder  neck  obstruction. 
Precautions:  Use  cautiously  in  the  presence 
of  hypertension,  hyperthyroidism,  coronary  artery 
disease;  warn  vehicle  or  machine  operators  of 
possible  drowsiness. 

Usage  in  Pregnancy:  Use  cautiously,  especially 
in  the  first  trimester.  Note:  The  iodine  in 
isopropamide  iodide  may  alter  PBI  test  results 
and  will  suppress  l^^^  uptake;  discontinue  ‘Ornade’ 
one  week  before  these  tests. 

Adverse  Reactions:  Drowsiness:  excessive 
dryness  of  nose,  throat  or  mouth;  nervousness; 
insomnia.  Other  known  possible  side  effects 
of  the  individual  ingredients:  nausea,  vomiting, 
diarrhea,  rash,  dizziness,  fatigue,  tightness 
of  chest,  abdominal  pain,  irritability,  tachy- 
cardia, headache,  difficulty  in  urination. 
Thrombocytopenia,  leukopenia  and  convulsions 
have  been  reported  but  no  causal  relationship 
has  been  established. » * ” 


Smith  Kline  & French  Laboratories 
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The  high-output  shortwave 
therapy  machine  that  almost 

thinks  for  itself..  ■ automatic  tuner  (Servomat) 

maintains  selected  dosage  by  compensating  for  patient  movement... 
automatic  overload  protection... automatic  timer  and  switch-off... 
simple  push-button  control. ..no  interference  with  radio  or  TV... 


Siemens  Ultratherm®  608 

For  additional  information,  please  contact:  Alexander  C.  Walker, 
Regional  Technical  Representative,  Geigy  Pharmaceuticals, 
1371  North  44th  Street.  Phoenix.  Arizona  85008,  Phone:  (602)  275-7088 


WHY  DOES  SHE  DO  YOUR  BLUE  SHIELD  CLAIMS  FIRST? 


Because,  when  your  patients  have  Blue  Cross/ Blue  Shield  protection,  payments  are 
made  directly  to  you.  She  doesn't  have  to  look  up  code  numbers  or  fees.  And  no  patient 
signatures  are  needed.  It's  easier,  quicker.  So  she  has  time  to  work  with  you  and  help 
patients  and  make  appointments  and  schedule  your  day... which  is  what  you  hired  her 
for  to  begin  with!  We'll  do  everything  we  can  to  be  helpful,  because  without  the  devoted 
services  of  you  and  your  colleagues  who  serve  on  the  Blue  Shield  Board,  we  couldn't  serve 
our  members  so  economically. 


YOU  CAN'T  BEAT  'EM... SO  JOIN  'EM 

Blue  CROSS 
BLUE  Shield 


PHOENIX  • TUCSON  • FLAGSTAFF 


In  winter  "flu"  and  viral 
gastroenteritis,  Donnagel  (4  oz. 
size!)  can  bring  aid  and  comfort  to 
sufferers  from  both  diarrhea  and 
its  discomforts  because  it  contains 
kaolin  and  pectin  plus  belladonna 
alkaloids  (as  in  Donnatal®). 
Donnagel  treats  the  whole  diarrhea 


problem.  Available  on  your 
prescription  or  recommendation. 

For  acute,  non-specific  diarrheas 
Donnagel® -PG  (Donnagel  with 
paregoric  equivalent). 

Donnagel  formula  plus  powdered 
opium,  USP,  24.0  mg.  (equivalent 
to  paregoric  6 ml.)  (warning:  may 
be  habit  forming).  Alcohol,  5%. 


All  the  antidiarrheal  benefits  of 
paregoric  without  the  unpleasant 
taste.  Real  banana  flavor  makes  it 
acceptable,  even  to  children. 

See  product  literature  before 
prescribing. 

A.  H.  Robins  Company 
Richmond,  Va.  23220 


THERE’S  A 
FORHULATION 
FOR  EVERT 
CODGRINO  HEED 

All  the  Robitussins  contain  glyceryl 
guaiacolate,  the  outstanding  expectorant  agent 
that  greatly  increases  the  output  of  lower 
respiratory  tract  fluid.  Increased  RTF  volume 
exerts  a demulcent  effect  on  the 
tracheo-bronchial  mucosa,  promotes  ciliary 
action,  and  makes  thick,  inspissated  mucus 
less  viscid  and  easier  to  raise. 


For  coughs  of  colds  and  "flu" 

ROBITUSSIN® 

Each  5 cc.  contains; 

Glyceryl  guaiacolate 100  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 
ROBITUSSIN®  A-C 
Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Pheniramine  maleate 7.5  mg. 

Codeine  phosphate 1 0.0  mg. 

(warning:  may  be  habit  forming) 

Alcohol,  3.5% 

Non-narcotic  for  6-8  hour  cough  control 


ROBITUSSIN®-DM 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Dextromethorphan  hydrobromide  . 15.0  mg. 

Alcohol,  1.4% 


New!  Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 
ROBITUSSIN®-PE 
Each  5 cc.  contains: 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  hydrochloride  . , . 10.0  mg. 

Alcohol,  1.4% 


ROBITUSSIN 

ROBITUSSIN  A-C 

ROBITUSSIN-DM 

ROBITUSSIN-PE 

EXPECTORANT 

• 

• 

• 

• 

DEMULCENT 

• 

• 

• 

• 

COUGH  SUPPRESSANT 

• 

• 

ANTIHISTAMINE 

• 

LONG-ACTING  (6-8  HOURS) 

• 

NASAL,  SINUS  DECONGESTANT 

• 

A.  H.  Robins  Company,  Richmond,  Va.  23220 


AH'DOBINS 
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EUGENE  R.  ALMER,  M.D. 
ROBERT  BEAL,  M.D. 

OTTO  L.  BENDHEIM,  M.D. 
PAUL  M.  BINDELGLAS,  M.D. 
LEE  S.  COHN,  M.D. 

KENT  E.  DURFEE,  M.D. 

T.  RICHARD  GREGORY,  M.D. 
WILLIAM  B.  HAEUSSLER,  M.D. 
THOMAS  F.  KRUCHEK,  M.D. 
HAROLD  E.  McNEELY,  Ph.D. 
STANFORD  PERLMAN,  Ph.D. 
GEORGE  G.  SARAVIA,  M.D. 
SAMUEL  WICK,  M.D. 


genera!  psychiatry  nnd  neurol 
child  psychiatry 


psychoari 
clinical  psychology 

and  family  counselling 


5051  NORTH  34th  STREET 
PHOENIX  18,  ARIZONA 
955-6200 


THE  DIAGNOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


- 


PATHOLOGISTS 

Maurice  Rosenthal,  M.D. 
George  Scharf,  M.D. 
Seymour  B.  Silverman,  M.D. 
Bland  Giddings,  M.D. 

Sidney  H.  Zuber,  M.D. 


RADIOLOGISTS 

1130  E.  McDowell  Office  - 258-1601 
Marcy  L.  Sussman,  M.D. 

1901  E.  Thomas  Road  Office  — 274-3603 


Marion  A.  Jabczenski,  M.D. 
William  S.  Stone,  AA.D. 


Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 

1901  East  Thomas  Road  • Phoenix,  Arizona  • Phone  264*2101 
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IN  MEMORIAM 


JAMES  MALCOLM  WALSH,  M.D. 
1886-1967 


many  employees  of  Kenneeott  Copper  Corpora- 
tion to  have  him  as  their  physieian.  During  this 
period  many  honors  were  bestowed  on  him.  In 
1958  the  Arizona  Medieal  Association  presented 
him  with  a plaque  for  “fifty  years  in  the  practice 
of  medicine  and  surgery.”  In  1965,  a group  of 
Kenneeott  employees  gave  him  a clock  in  appre- 
ciation of  his  services,  and  on  June  1st,  1967, 
Kenneeott  Copper  Corporation  held  a retire- 
ment luncheon  in  his  honor.  At  the  close  of  his 
short  talk  he  said,  “From  my  heart,  I thank  you 
all.”  I am  sure  that  Dr.  Walsh  in  his  59  years 
of  medical  practice  had  this  same  type  of  “thank 
you”  said  to  him  thousands  of  times,  and  just 
as  sincerely  spoken. 

Doctor  Walsh  passed  away  September  21, 
1987,  at  the  age  of  81.  He  is  survived  by  his 
wife,  Helen,  a son  residing  in  Jerome,  two 
daughters  residing  in  California,  a brother  and 
sister  residing  out  of  state,  nine  grandchildren 
and  hundreds  of  appreciative  friends  and  pa- 
tients. 


VICTOR  R.  HANSON,  M.D. 
1916-1967 


It  isn’t  easy  to  write  an  obituary  at  any  time 
but  it  is  even  more  difficult  to  do  so  for  a close 
friend  who  was  also  a gracious  and  exceedingly 
kind  physician. 

Dr.  James  Malcolm  Walsh  was  born  in  On- 
tario, Canada,  May  10,  1886,  of  American 
parents  and  was  named  after  his  uncle,  J.  M. 
Walsh,  one-time  Superintendent  of  Fort  Walsh, 
Saskatchewan  Province.  He  obtained  his  medi- 
cal degree  from  the  University  of  Michigan  in 
1908  and  interned  at  the  Woman’s  Hospital, 
Nashville,  Tennessee.  In  1918,  he  followed  his 
brother.  Dr.  Louis  E.  Walsh,  now  deceased,  to 
Arizona. 

In  Jerome,  where  his  friends  called  him  “Dr. 
Malcolm,”  he  worked  for  13  years  with  Dr.  Ar- 
thur C.  Carlson.  In  the  early  1920’s  he  was 
President  of  the  Yavapai  County  Medical  So- 
ciety. In  1966  he  contributed  an  article  to  Ari- 
zona Medicine  regarding  the  “awful  flu  epi- 
demic” of  October,  1918.  In  spite  of  failing 
vision  and  the  distances  involved  in  attending 
county  and  state  medical  meetings.  Dr.  Walsh, 
up  to  the  last  few  months  of  his  life,  conscien- 
tiously participated  in  these  meetings. 

For  the  past  14  years  it  was  the  privilege  of 


Dr.  Victor  Robert  Hanson,  of  Willcox,  died  on 
August  10,  1967,  at  the  Thomas  Davis  Clinic  in 
Tucson. 

Dr.  Hanson  received  his  M.D.  degree  in  1950 
from  the  University  of  Oregon  Medical  School, 
and  interned  in  the  Fitzsimmons  Army  Hos- 
pital, Colorado,  from  1950  to  1951. 

Dr.  Hanson  moved  to  Willcox  five  years  ago 
from  Michigan,  and  enjoyed  a large  medical 
practice  during  this  period. 

He  was  a member  of  the  V.F.W.,  American 
Medical  Association,  Arizona  Medical  Associa- 
tion, Cochise  County  Medical  Society,  Aircraft 
Owners  and  Pilots  Association,  Kiwanis,  and 
International  Pilots. 

He  was  a veteran  of  World  War  II  and  the 
Korean  conflict. 

Dr.  Hanson  was  a member  of  the  Lutheran 
Church. 

Besides  his  wife,  Dorothy,  he  is  survived  by 
two  daughters:  Mrs.  Laurel  Frazier,  Phoenix; 
and  Victoria  Hanson,  Willcox;  and  three  sons; 
Richard,  Ronald  and  Kenneth,  all  of  Willcox.  He 
is  also  survived  by  a brother.  Palmer  Hanson,  of 
Seattle,  Washington. 


December,  1967 


1197 


• • • • ^ , 

CO— op.er.a.tion,  co.op.er.a.tion,  co.op.er.a.tion 

(ko-op’er-a’shen),  n.  1.  a co-operating;  joint 

effort  the  benefits  of  which  are  shared  by  all  members. 


UP  TO  $1,000  MONTHLY  BENEFIT 
NOW  AVAILABLE 

ON  A STATEWIDE  BASIS  - MEANS  STABILITY 


Disability  Insurance  pays. ..not  only  when  you’re  sick  or 
injured. ..but  also  in  “peace  of  mind”  when  you’re  well! 
The  Only  Known  Substitute  for  Earning  Power” 


NATIONAL  CASUALTY  COMPANY 

OF  DETROIT,  MICHIGAN 

Arizona  Representatives 

PHOENIX  ★ CHARLES  A.  de  LEEUW  TUCSON  ★ RONALD  E.  DEITRICH 

3424  NORTH  CENTRAL  AVENUE  SUITE  9,  PIMA  PLAZA,  2030  E.  BROADWAY 

(PHONE  266-2403)  (PHONE  623-7941) 

Approved  and  Recommended  by  the 

MEDICAL  ECONOMICS  COMMITTEE  AND  THE  COUNCIL 

...SINCE  1953 


101  East  Fourth  Street, 

Adjoining  Scottsdale  Baptist  Hospital 


Scottsdale,  Arizona 

NOW  LEASING  ....  CUSTOM  SUITES 


Scotfsdaie's  Newest  & Finest  Medical  Building 


OPHTHALMOLOGY 

Peter  S.  Sykowski,  M.D.,  F.A.C.S. 

DENTIST  DENTAL  LAB. 

R.  A.  Hossler,  D.D.S.  F.  Jefferson  Blake 
Patrick  Ryan,  D.D.S 


PHYSICAL  THERAPIST 

Jean  Hoffman,  R.P.T. 
OBSTETRICS  & GYNECOLOGY 

Roy  O.  Young,  M.D. 
Gregory  C.  Smith,  M.D. 


PLASTIC  & RECONSTRUCTIVE  SURGERY 

Richard  O.  Kiraly,  M.D. 

Adjoining  Hospital  Medical  Center  with: 


FAMILY  DOCTOR 

Jack  E.  Groh,  M.D. 
Robert  M.  Mattson,  M.D. 
PSYCHIATRY 

Murray  Urie,  M.D. 
GENERAL  SURGERY 

Jack  O.  McFarland,  M.D. 


PATHOLOGY 

C.  E.  Strickland,  M.D. 
Fred  C.  Schoene,  M.D. 


RADIOLOGY 

M.  Herbert  Nathan,  M.D. 


OTHERS 

Srutwa  Pharmacy 
Scottsdale  Opticians 


For  Leasing  Information  Call  946-9091 
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CENTRALIZATION  OF  ARIZONA 
PROFESSIONAL  BOARDS 

By  Alfred  J.  Duncan,  Secretary 
Arizona  State  Board  of  Pharmaey 

There  have  been  recent  newspaper  articles 
reporting  studies  for  reorganizing  the  Arizona 
State  Government.  Probably  most  Arizonans  that 
have  at  least  a little  insight  or  knowledge  of  our 
present  system  will  agree  that  such  studies  and 
some  kind  of  reorganization  are  needed.  But  that 
doesn’t  mean  that  everything  in  our  present  sys- 
tem should  be  ehanged. 

For  instance,  probably  the  Governor  does  need 
more  administrative  powers.  But  that  doesn’t 
mean  we  need  a three-man  eommission  to  re- 
place our  Governor.  I am  not  worried  about  that 
happening,  but  I am  concerned  over  the  recom- 
mendation that  ALL  Boards  and  Gommisisons 
be  centralized  under  one  department.  And  I be- 
lieve all  members  of  the  health  profession  should 
also  be  concerned,  and  start  planning  to  see  that 
any  reorganization  that  does  take  place  will  re- 
speet  the  ability  of  pharmacy,  medicine,  osteo- 
pathy, nursing,  dentistry  and  veterinary  medi- 
eine  to  rule  themselves  for  the  best  interest  of 
the  publie. 

This  might  not  be  true  for  all  the  other  boards 
and  commissions  that  Arizona  has,  and  it  is  not 
my  duty,  purpose  nor  within  my  experienee  to 
defend  them.  But  centralizing  the  boards  of  the 
health  professions  would  lessen  the  quality  of 
eontrol  the  State  now  has  over  these  health  pro- 
fessions. 

This  was  distinctly  pointed  out  in  a reeent 
ease  before  the  Florida  Supreme  Gourt.  In  Oc- 
tober, 1966,  that  court  stated,  in  the  case  of  the 
Florida  Board  of  Pharmacy  versus  Herbert  Le- 
vin, that:  ‘Tt  is  apparent  that  because  of  the  par- 
ticular issues  in  the  hearing,  the  members  of  the 
Board  of  Pharmacy,  who  are  all  pharmacists  — 
were  in  all  probability  better  qualified  than 
others  not  members  of  the  profession,  to  deter- 
mine whether  their  fellow-professional  Levin’s 
actions  and  conduct  in  the  premises  measured 
up  to  the  recognized  standards  and  regulations 
of  the  pharmaceutical  profession.” 

The  Gourt  further  stated:  “Whether  the  excuse 
offered  by  Levin  was  satisfactory  to  exonerate 


him  of  the  ostensible  violation  was  a matter 
peculiarly  within  the  province  of  the  members  of 
the  Board  of  Pharmacy.  Their  judgment  in  this 
particular  respect  is  entitled  to  considerable 
weight  since,  as  pharmacists  themselves,  their 
professional  knowledge  and  experience  respect- 
ing differences  between  the  particular  drugs 
and  their  brand  names,  their  possible  deleterious 
effects  if  misused,  and  the  obligation  to  care- 
fully comply  with  prescription  requirements, 
unquestionably  enabled  them  to  better  evaluate 
the  explanation  offered  by  Levin.” 

Briefly,  pharmacist  Levin  had  sold  100  Obocell 
capsules  without  a doctor’s  authorization  to  a 
drug  inspector  posing  as  a brother  to  a patient 
that  had  a prescription  on  file  for  30  Eskatrol. 
Levin  pleaded  that  they  were  both  ampheta- 
mines and  therefore  the  same.  The  Gourt  evi- 
dently didn’t  consider  the  question  of  raising  the 
quantity  from  30  to  100.  And  Levin’s  plea  was 
accepted  and  upheld  in  two  lower  courts,  but 
reversed  in  the  State’s  Supreme  Gourt. 

As  Florida’s  Assistant  Attorney  General  Frank 
A.  Arlando  stated  this  is  a court  case  that  stresses 
the  importance  of  having  professionals  regulate 
their  own  profession.  Each  professional  is  unique, 
and  no  lay  person  can  possibly  judge  a member’s 
action  as  well  as  one  indoctrinated  in  that  same 
profession. 

I believe  our  other  boards  in  the  health  pro- 
fession are  also  uniquely  qualified  to  judge  their 
own,  and  are  doing  a good  job  judging  them.  I 
also  believe  from  my  experience  that  centralizing 
these  boards  and  subjecting  them  to  the  vagaries 
of  politics  and  lay  persons  outside  of  the  profes- 
sions leads  to  a deterioration  of  the  standards  of 
the  professions,  and  is  not  the  best  form  of  gov- 
ernment. 

Our  pharmacy  laws  do  need  revising  and  we 
are  working  on  them.  But  that  has  nothing  to 
do  with  the  centralization  of  the  boards. 

Now  if  you  pharmacists  want  to  continue  to 
have  a Board  of  Pharmacy  composed  of  pharm- 
acists to  govern  yonr  actions,  you  should  start 
talking  to  your  legislators.  Physicians,  nurses, 
dentists  and  veterinarians  should  also  start  talk- 
ing because  this  proposal  of  centralizatiou  of 
boards  is  uo  idle  threat.  It  has  already  been 
proposed  and  has  strong  support  from  respected, 
influential  people. 

So  it  is  time  that  we  told  our  side  of  the  story. 


Reprinted  from  Arizona  Pharmacist  AuKust,  1967. 
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Armada  Assurance  Agencv,  Inc. 

"Dedicated  to  the  service  of  Arizona  Physicians" 

THE  AGENCY  DEVELOPED  & INCORPORATED  TO  ADMINISTER 

THE  INSURANCE  PORTION  OF  YOUR  HR  10  PROGRAM 


CHARLES  FISHER,  C.L.U. 


THE 


PLAN 


ROBERT  KLEY 


President 


Tony  Ziehler,  C.L.U. 
Tucson 


I.R.S.  APPROVED 
BALANCED 
FLEXIBLE 


MEET  THE  PEOPLE  WHO 
WILL  BE  AT  YOUR  SERVICE 


The  Armada  Agency  also 
Offers  Complete  Service  in: 


Vice  President 


Ron  Frazier 
Mutual  Funds 


ESTATE  PLANNING  & CONSERVATION 
LIFE  INSURANCE 
DISABILITY  INCOME 
BUSINESS  OVERHEAD 
PROFESSIONAL  LIABILITY 
FIRE  & CASUALTY 


— PHOENIX  — 

Suite  91  9 

3550  N.  CENTRAL 
264-1059 


— TUCSON  — 

2307  East  Broadway 
624-8641 
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Picture  of 
bursitis 


treated  with 
Parafon  Forte 

Paraflex®  (chlorzoxazone)*  250  mg. 
Tylenol®  (acetaminophen)  300  mg. 


TABLETS 


Parafon  Forte  helps  to  relieve  pain, 
restore  mobility  . . . stop  pain-spasm  feedback 

Here  is  why.  PARAFON  FORTE  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain/-2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy^ 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action/-®  and  to  retain  effectiveness 
even  on  continued  administration/-^  but  which  does  not 
have  the  central  effects  of  tranquilizing  compounds. 

Prescribe  PARAFON  Forte  for  lasting  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  lasting  freedom  of  movement  it  usually  provides. 


Cautions  and  side  effects:  Use  with  caution  in  patients  with 
known  drug  sensitivity.  If  a hypersensitivity  reaction  or  symp- 
toms suggestive  of  liver  dysfunction  are  observed,  the  drug 
should  be  stopped.  Occasionally,  drowsiness,  dizziness,  light- 
headedness, malaise,  overstimulation  or  gastrointestinal  dis- 
turbances may  be  noted;  rarely  gastrointestinal  bleeding, 
allergic  skin  rashes,  petechiae,  ecchymoses,  angioneurotic 
edema  or  anaphylactic  reactions  may  have  been  drug  associ- 
ated. While  Paraflex  (chlorzoxazone)  has  been  suspected  as 
being  the  cause  of  hepatic  toxicity  in  approximately  eighteen 
patients,  it  was  not  possible  to  state  that  the  dysfunction  was 
or  was  not  drug  induced.  Dosage:  Two  tablets  q.i.d.  Supplied: 
Scored,  light  green  tablets,  imprinted  “McNEIL”— bottles  of  100. 

References:  1.  Batterman,  R.  C.,  and  Grossman,  A.  J. : Fed.  Proc.  J4:316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  e<l.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 
J.  L.  A.,  ct  al.:  Gastroenterology  4^:146,  1963.  4.  Conney,  A.  H.,  and  Burns, 
J.  J.:  J.  Pharmacol.  Exp.  Ther.  i9i:340,  1960.  5.  Settel.  E.:  Clin.  Med.  6:1373, 

1959.  6.  Berman,  H.  H.,  ct  al.\  Dis.  Nerv. 
Syst.  25  :430,  1964.  7.  Darienzo,  C.;  Ibid., 
27:189,  1966.  *u.s.  patent  no.  2,895,877 

McNEIL  LABORATORIES,  INC.,  FORT  WASHINGTON,  PA. 


McNEIL  ] 


Owning  a piece  of  cloth 
from  The  Gentry  is  one 


or 


eeping  i 


5068  N.  CENTRAL  AVENUE  • PHOENIX  • 266-1133 


See  for  yourself 
the  professional 
MEDAC 
Billing  and 
Bookkeeping  Service 

irs  A “PERSONAL  TOUCH”  SERUICE  THAT  YOU  CONTROL! 

^ All  records  stay  in  your  office  at  all  times ! 

Patient  accounts  at  your  fingertips. 

Prompt  and  professional  billings. 

^ Accurate  agings  of  your  accounts  receivable  and 
faster  collections. 

WE  INVITE  YOU  TO  CALL 

in  Phoenix  in  Tucson 

Bud  Gray  261-1317  Burt  Becker  624-8711 
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<2> Section  through  a bronchiole  in  bronchial  asthma 
syndrome.  Note  peribronchiolar  edema,  spasm  of 
muscularis  causing  infolding,  hypertrophy  of  epi- 
thelium with  hyperactive  glands  and  goblet  cell 
formation,  heavy  secretion  partially  obstructing 
the  lumen,  infiltration  of  eosinophils. 

^ Bronchitis  with  edema,  hyperemia,  hypersecretion. 

Obstructive  emphysema  characterized  by  enlarged, 
thin-walled,  air  and  mucus-filled  alveoli,  some  of 
which  are  ruptured.  Note  reduced  capillaries. 


COLE  PHARMACAL  COMPANY  PRESENTS 

Features  of  ASTHMA,  BRONCHITIS.  EMPHYSEMA 


. , .the  uses 
and  benefits  of 

ASMINYU 

ISD-ASMINYU 

IDDO-NIAGIN^ 

the  active 

bronchopulmonary 


IN  ASTHMA,  ACUTE  OR  CHRONIC  bRONCHIIIS,  ^ 
BRONCHIECTASIS,  EMPHYSEMA ...  SPECIFY  ^ 

THE  COLE  ACTIVE  BRONCHOPULMONARY  AGENTS: 


Effective  Symptomatic  Relief  of 
Asthma,  Bronchitis,  Emphysema 

Unsurpassed  ephedrine,  phenobarbital, 
theophylline  complementary  actions.  % 
more  ephedrine  for  more  pronounced  bron- 
chial muscle  relaxation.  Low  phenobarbital 
dosage  permits  greater  flexibility  in  treating 
the  asthmatic's  anxiety. 


ASMINYLf 


Each  tablet  contains; 

Phenobarbital  Sodium 8 mg. 

(Barbituric  acid  derivative) 
Warning:  May  be  habit  forming. 

Ephedrine  Sulfate 32  mg. 

Theophylline  Hydrous 130  mg. 


INDICATIONS:  For  the  temporary 
relief  of  the  paroxysms  of  bronchial 
asthma.  Also  indicated  for  the  tempo- 
rary relief  of  bronchospasm  associ- 
ated \with  pulmonary  emphysema  and 
acute  or  chronic  bronchitis. 

DOSAGE:  The  average  adult  dose  for 
Asminyl  is  1 tablet.  May  be  repeated 
every  4 hours  depending  upon  clini- 
cal response. 


HOW  SUPPLIED:  Tablets  in  bottles  of 
100,  500,  and  1,000.  List  No.  60770, 
Gray  (Scored). 

CAUTION:  Federal  Law  Prohibits  Dis- 
pensing Without  Prescription. 

SIDE  EFFECTS:  Serious  adverse  side 
effects  from  the  use  of  Asminyl  are 
rare.  Central  nervous  system  excita- 
tion or  depression  may  occur,  as  well 
as  gastric  irritation.  Occasional  idio- 
syncrasy to  phenobarbital  has  oc- 
curred. Contraindicated  in  hyperten- 
sion, cardiac  disease,  diabetes,  and 
hyperthyroidism. 

WARNING:  Preparations  containing 
phenobarbital  sodium  may  become 
habit  forming  on  continued  use. 


Quick  Action  in  Asthma, 
Emphysema,  Bronchitis 

Immediate  and  sustained  relief  of  broncho- 
spasm through  sublingual  absorption  of  the 
powerful  bronchodilator,  isoproterenol,  plus 
the  more  prolonged  actions  of  phenobar- 
bital, ephedrine,  and  theophylline. 


ISD-ASMINYL^ 


Each  tablet  contains: 

Phenobarbital  Sodium 8 mg. 

(Barbituric  acid  derivative) 
Warning:  May  be  habit  forming. 
Isoproterenol  Hydrochloride*  10  mg. 

Ephedrine  Sulfate 32  mg. 

Theophylline  Hydrous 130  mg. 

*ln  outer  coating  for  sublingual  ab- 
sorption. 

INDICATIONS:  Forthe  immediate  and 
sustained  relief  of  bronchospasm  as- 
sociated with  bronchial  asthma,  pul- 
monary emphysema,  and  acute  or 
chronic  bronchitis. 

DOSAGE:  One  tablet  held  sublingually 
for  5 minutes,  then  swallowed.  Re- 
peat in  3 or  4 hours  as  needed  for  re- 
lief of  symptoms.  Not  more  than  5 
tablets  in  24  hours. 


HOW  SUPPLIED:  Tablets  in  bottles  of 
100,  500,  and  1,000.  List  No.  60480, 
S.  C.  Brown. 

CAUTION:  Federal  Law  Prohibits  Dis- 
pensing Without  Prescription. 

SIDE  EFFECTS:  Serious  adverse  re- 
actions are  rare.  Occasional  nervous- 
ness, palpitations,  tachycardia,  in- 
somnia, and  central  nervous  system 
excitation  have  been  observed.  Con- 
traindicated in  hypertension,  hyper- 
thyroidism, cardiac  disease,  and  dia- 
betes mellitus. 

WARNING:  Preparations  containing 
phenobarbital  sodium  may  become 
habit  forming  on  continued  use. 


Proven  Expectorant 
for  Active  Liquefaction  of 
Tenacious  Bronchial  Secretions 

"lodicJe  salts  are  useful  expectorants  when 
it  is  desired  to  liquefy  tenacious  bronchial 
secretions,  for  example,  in  the  later  stages  of 
bronchitis,  bronchiectasis,  and  asthma." 

Goodman,  L.  S.,  and  Gilman,  A.:  The  Pharmacological 
Basis  of  Therapeutics,  New  York,  The  Macmillan 
Company,  1965,  3rd  ed.,  p.  815. 

lODO-NIACIN  PROVIDES  K1  IN  VIRTUALLY 
TASTE-FREE  TABLETS. 


lODD-NIACIN® 


Each  Slosol  coated  tablet  contains: 

Potassium  Iodide 135  mg. 

Niacinamide  Hydroiodide  .. . 25  mg. 

INDICATIONS:  The  use  of  lodo-Nia- 
cin  is  indicated  whenever  an  expec- 
torant action  is  desired  to  increase 
the  flow  of  bronchial  secretion  and 
thin  out  tenacious  mucus  as  seen  in 
bronchial  asthma,  and  other  chronic 
pulmonary  disease.  lodo-Niacin  has 
also  proven  of  value  in  sinusitis, 
bronchitis,  bronchiectasis,  and  other 
chronic  and  acute  respiratory  dis- 
eases where  the  expectorant  action 
of  iodide  is  desired. 

DOSAGE:  The  oral  dose  for  adults 
is  two  tablets  after  meals  taken  with 
a glass  of  water.  For  children  over 
eight  years,  one  tablet  after  meals 
with  water.  The  dosage  should  be  in- 
dividualized according  to  the  needs 
of  the  patient  on  long-term  therapy. 

CAUTION:  Federal  Law  Prohibits 


CAUTION  AND  SIDE  EFFECTS:  Seri- 
ous side  effects  from  lodo-Niacin  are 
rare.  Caution  is  recommended  in  per- 
sons with  known  sensitivity  to  iodides. 
Pulmonary  tuberculosis  is  considered 
a contraindication  to  the  use  of  iodides 
by  some  authorities,  and  should  be 
used  with  caution  in  such  cases.  As 
with  all  drugs,  lodo-Niacin  may  cause 
an  idiosyncrasy  in  some  patients. 
Rare  cases  of  goiter  with  hypothy- 
roidism have  been  reported  in  adults 
who  had  taken  iodides  for  prolonged 
periods  and  in  newborn  infants  whose 
mothers  had  taken  iodides  for 
prolonged  periods.  Use  appropriate 
precaution  in  pregnancy  and  in  indi- 
viduals receiving  lodo-Niacin  for 
prolonged  periods. 

HOW  SUPPLIED:  lodo-Niacin  tablets 
are  available  in  bottles  of  100,  500, 
and  1,000.  List  No.  64580,  Slosol 
coated  pink. 


Dispensing  Without  Prescription. 


PHARMACAL  COMPANY, 

3721  Laclede  Avenue  • St.  Louis,  Missouri  63108 


N C. 
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Tl  TOPICS  OF  CURRENT 
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FRANKLIN  HOSPITAL  EXPANDS  ITS  SERVICES 
FOR  TREATMENT  OF  ALCOHOLICS 


On  a quiet  side  street  in  the  heart  of  down- 
town Phoenix  sits  a hospital  that  recently  com- 
pleted a $150,000  investment  in  the  cure  of 
aleoholism. 

Franklin  Hospital  at  367  N.  21st  Ave.  is  the 
state’s  only  hospital  licensed  solely  for  the  care 
of  alcoholics.  A $150,000  building  program  start- 
ed last  February  and  completed  in  September 
has  expanded  the  facility  from  ten  to  20  beds 
and  added  X-ray  and  laboratory  facilities. 

Now  a complete  and  modern  intensive  care 
facility  for  acute  alcoholism,  the  hospital  is  mov- 
ing toward  an  integrated  care  program  with 
other  Valley  hospitals.  Eventual  goal  is  a trans- 
fer arrangement  whereby  Franklin  will  care,,  for 
the  acute  patient  who  after  detoxification  would 
be  moved  to  a general  hospital  for  long-term 
rehabilitation. 

“We  are  uniquely  set  up  for  this  program,” 
deelares  Frank  Walls,  administrator. 

“We  take  in  the  alcoholic  man  or  woman  at 
their  worst.  We  offer  them  the  best  of  medical 
care  along  with  the  extras  so  essential  in  the 
detoxification  process:  high  protein  diet,  free- 
dom to  walk  around  in  a quiet  homelike  atmos- 
phere, freedom  to  visit  with  other  patients,  to 
sit  up  and  talk  at  night,  if  they  feel  the  need. 

“The  alcoholic  going  through  detoxification  is 
a sick  and  lonely  human  being.  He  needs  under- 
standing and  as  little  physical  confinement  as 
possible.  He  also  needs  pleasant  surroundings.” 

Food,  an  important  part  of  the  recovery  proc- 
ess, receives  major  notice  at  Franklin  where 
emphasis  is  heavy  on  balanced,  attraetively 
served,  home-cooked  meals.  Snacks  are  always 
available  and  a cook  to  dish  out  a bowl  of  ice 
cream,  make  a sandwich,  warm  a bowl  of  soup. 
Before  bedtime,  each  patient  is  asked  his  pref- 
erence for  a snack  and  it  is  prepared  to  order. 

A coffee  pot  simmers  24  hours  a day.  A ciga- 
rette machine  is  handy. 

A large  lounge  area  offers  comfortable  stuf- 
fed chairs,  a view  of  the  grassy  enclosed  patio, 
television,  reading  material  and  the  opportunity 
to  visit  with  fellow  patients. 

If  a patient  wants  to  be  out  of  doors,  a com- 
pletely walled  and  covered  patio  protects  from 


direct  sunlight  while  offering  fresh  air  and  soli- 
tude. 

Patients  eat  in  a dining  area  served  from  a 
counter  adjacent  to  the  modern  kitchen.  Tables 
for  four  again  enable  contact  with  other  patients. 

The  20-bed  wing  was  added  to  the  north  of 
the  old  building  which  was  remodeled  for  of- 
fices, laboratory  and  living  areas. 

There  are  four  single  rooms.  Others  offer  two, 
three  and  four  bed  combinations.  Tile  floors  are 
bright  with  inlaid  sparkle  for  cheerfulness.  Sepa- 
rate large  lavatories  for  men  and  women  offer 
hand  rails  and  no-slip  flooring  for  tub  and 
shower  areas. 

Because  of  past  experience  with  alcoholism, 
members  of  the  staff  at  Franklin  offer  under- 
standing in  equal  measure  to  professional  help. 

Normal  stay  at  the  hospital  is  five  days.  A 
few  patients  remain  as  long  as  three  weeks.  More 
than  7,000  men  and  women  have  been  treated 
at  Franklin  Hospital  since  it  was  licensed  for  the 
care  of  alcoholism  in  1952.  They  come  from  such 
distant  areas  as  New  England  and  Canada. 

The  hospital  is  open  staffed  on  a courtesy 
basis  to  all  licensed  medical  doctors  in  the  state. 
Dr.  Paul  Armour  is  medical  director.  A regis- 
tered nurse  and  nurse’s  aide  are  on  duty  around 
the  clock. 

The  hospital  also  is  a participating  institution 
m the  Arizona  Blue  Cross  program. 

Added  features  include  a program  of  free  vita- 
min therapy  to  all  former  patients  who  remain 
off  the  bottle  and  operation  of  an  adjacent  12- 
bed  rooming  house  for  single  men  who  are  re- 
formed alcoholics  in  need  of  companionship  and 
a place  to  live. 

According  to  Walls,  “Six  million  men  and 
women  in  the  United  States  suffer  from  alco- 
holism. In  Arizona  alone  there  are  an  estimated 
57,600. 

“Losses  and  hidden  costs  to  employers  due  to 
alcoholism  top  $500,000  each  year  in  Arizona,” 
he  continued. 

“It  is  vital  to  the  continued  health  and  prog- 
ress of  our  state  that  we  focus  attention  on  this 
neglected  disease  and  treat  it  as  such.  Franklin 
Hospital  is  designed  to  offer  the  intensive  and 
specialized  care  so  needed  in  this  process.” 
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If  hypothyroidism  leaves  your  patient  feeling  like  this. 


consider 

LETTER* 

(SODIUM  LEVOTHYROXINE, 
ARMOUR)  TABLETS 

Synthetie  Thyroid  Replacement  Therapy 


Letter®  provides  all  the  advantages 
of  the  synthetically  pure  chemical 
sodium  levothyroxine.  Dosage  is 
precise  and  potency  is  consistently 
uniform. 

and 

Letter®  is  micronized  to  provide  max- 
imum opportunity  for  full  absorption 
and  clinical  response. 

In  addition  Letter®  is  distinctively 
color  coded  with  an  identifying  num- 
ber stamped  on  each  tablet  to  pro- 
vide accurate  dosage  control. 


Indications:  Hypothyroid  conditions.  Contraindications: 
Thyrotoxicosis,  acute  myocardial  infarctions  unless  associated 
with  hypothyroidism.  In  hypothyroidism  with  hypoadrenalism 
coadministration  of  corticoids  with  LETTER®  is  recommend- 
ed. Precautions  and  Side  Effects:  Excessive  dosage  may 
result  in  diarrhea,  cramps,  palpitation,  nervousness,  rapid  pulse, 
sweating.  If  symptoms  appear,  discontinue  medication  for  sev- 
eral days,  then  reinstitute  at  a lower  level.  Since  myxedema 
patients  with  heart  disease  may  suffer  seriously  from  abrupt 
increases  in  dosage,  caution  should  be  exercised  in  adjusting 
dosage.  Dosage:  Generally,  the  initial  adult  dosage  is  0.1  mg. 
daily.  This  may  be  increased  in  small  increments  every  one  to 
three  weeks  until  proper  metabolic  balance  is  achieved.  Avail- 
able: Bottles  of  1 00  tablets,  in  six  potencies:  0.025  mg.  (violet), 
0.05  mg.  (peach),  0.1  mg.  (pink),  0.2  mg.  (green),  0.3  mg. 
(yellow),  and  0.5  mg.  (white). 


ARMOUR  PHARMACEUTICAL  COMPANY 


CHICAGO,  ILLINOIS 


120S 


Arizona  Medicine 


••COCA-COLA"  AND  "COKE"  ARE  REQISTEREO  TRADE-MARKS  WHICH  IDENTIFY  ONLY  THE  PRODUCT  OF  THE  COCA-COLA  COMPANY. 


For  the  taste 
you  never 
get  tired  of. 


ARIZONA'S  PROFESSIONAL  AIR  AMBULANCE  SERVICE 
CUTTER  AVIATION,  I N C . sky  harbor,  phoenix 

Radar  equipped  Beechcraft  with  Certified  Instrument  Flight  Capability  to  any  point  in  the  U.S. 

and  Western  Canada.  For  reliable  24-Hour  Service  call 

CUTTER  AVIATION 

273-1 237  946-2754 
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IS  beautiful,  heated  swimming  pool  highlights 

the  spacious  lawn  and  recreation  area  at 
Camelback  Hospital.  Other  outdoor  activities  include 
volley  ball,  ping  pong,  shuffleboard  and  badminton, 

all  under  the  supervision  of  a trained  therapist. 
Those  preferring  restful  rela.xation  may  enjoy 
a quiet  conversation  in  the  beautiful  lawn  and 

grove  area  vidth  its  scenic  mountain  backdrop. 


bainijiDcicK  nospiiai 


5055  North  34th  Street 


955-6200 


PHOENIX,  ARIZONA 

ARIZONA  FOUNDATION  FOR  NEUROLOGY  AND  PSYCHIATRY 

A Non-Profit  Corporation 


Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area  J 

near  picturesque  Camelback  Mountain,  the  hospital  is 
dedicated  exclusively  to  the  treatment  of  psychiatric  ^ 

and  psychosomatic  disorders,  including  alcoholism.  f 

APPROVED  BY  TFTE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIATIQ^ 


FUTURE  MEDICAL  MEETINGS 


use  SCHOOL  OF  MEDICINE 
POSTGRADUATE  PSYCHIATRIC  COURSE 

A post  graduate  course,  sponsored  by  the  Uni- 
versity of  Southern  California  School  of  Med- 
icine, will  be  conducted  an  January  1968  at  Ari- 
zona State  Hospital  for  physicians  engaged  in 
private  practice. 

The  course,  led  by  Richard  E.  Duisberg,  M.D., 
and  Howard  S.  Gray,  M.D.,  will  emphasize  psy- 
chiatric features  and  problems  encountered  in 
medical  practice. 

These  will  include:  interviewing  skills  and  pro- 
cedures, recognition,  evaluation  and  management 
of  milder  emotional  disorders,  handling  relation- 
ships with  all  patients,  psychotrophic  drugs,  the 
physicians’  self-understanding  (his  own  reac- 
tions to  patients),  the  nature  of  mental  disorders, 
neurotic,  psychotic  and  behavioral  disorders  and 
their  management,  working  with  families. 

Demonstration  interviews,  either  live  or  on  TV 
tapes,  will  be  presented  at  virtually  each  ses- 
sion. 

There  will  be  one  2-hour  class  weekly  for 
twelve  weeks,  to  be  held  each  Tuesday  evening 


from  7 to  9 p.m.,  from  January  19  through  March 
26,  1968. 

AAGP,  Gategory  I,  accreditation  will  be  given 
to  those  desiring  it. 

Registration  for  the  course  is  now  in  progress 
and  will  be  closed  when  a maximum  of  30  has 
been  reached  (two  sections,  15  “students”  in 
each).  Applications  may  be  obtained  by  writing 
to: 

Postgraduate  Division  of  Psychiatry 
University  of  Southern  Galifornia 
Medical  School 
2025  Zonal  Avenue 
Los  Angeles,  Galifornia  90033 
The  tuition  fee  is  $50.00.  This  fee  will  be  re- 
funded to  those  individuals  who  fully  complete 
the  course.  This  provision  is  made,  not  as  an 
incentive  toward  course  completion,  but  in  ap- 
preciation of  the  participants’  contribution  to- 
ward certain  statistical  and  experimental  studies 
concerning  the  evaluation  of  the  methodology  of 
the  course,  by  the  individual  participants.  This 
study  is  being  made  by  USG  psychologists.  It 
will  consist  essentially  of  a questionnaire  which 
will  be  presented  at  the  last  session. 


A GREAT  OPPORTUNITY— RE:  ENCYCLOPEDIA  AMERICANA 

HOME  LIBRARY 


Dear  Medical  Association  Member:  We  take  great 
pride  in  announcing  arrangements  just  made  with 
AMERICANA  CORPORATION,  which  will  enable  you 
to  obtain  the  famous  30-volume  AMERICANA;  and 
other  related  produets,  through  their  “combination  offer”; 
a complete  Family  Educational  Program  filling  the  needs 
for  child  and  adult. 

Americana  materials  which  you  may  choose  in  the 
various  combination  offers  include  such  items  as: 

1.  The  NEW  ROOK  OF  KNOWLEDGE  in  20-volumes 

2.  The  MIN/MAX  TEACHING  MACHINE  (learn 
twice  as  fast) 

3.  The  10-volume  BOOK  OF  POPULAR  SCIENCE 

4.  The  HARVARD  CLASSICS  (philosophy  in  52- 
volumes) 

5.  The  7-volume  LANDS  AND  PEOPLES 

6.  The  10-Volume  BOOKSHELF  FOR  BOYS  AND 
GIRLS 

7.  The  SPEED  READING  MACHINE  (triple  your 
rate  of  reading) 

8.  The  ILLUMINATED  AMERICANA  BIBLE 
(Protestant  and  Catholic) 

9.  The  2-volume  FUNK  AND  WAGNALS 
DICTIONARY 

10.  The  HAMMOND’S  ENCYCLOPEDIA  WORLD 
ATLAS 


In  addition,  you  are  automatically  entitled  to  the 
Americana  Library  Research  Service,  which  allows  you 
to  receive  up  to  100  research  reports  on  almost  any  sub- 
ject of  your  choice. 

ENCYCLOPEDIA  AMERICANA  is  also  extending  its 
own  “BOOK  CLUB  PLAN”  with  an  important  differ- 
ence. It  is  called  the  “BOOK-A-MONTH  PAYMENT 
PLAN.”  You  receive  all  30-volumes  plus  the  extras,  yet 
pay  for  just  one  book  each  month.  This  payment  plan 
may  be  handled  through  Americana  Corporation.  It  is 
our  policy  never  to  release  members’  names  from  our 
files;  therefore,  you  must  mail  the  coupon  to: 

American  Corporation 

5045  North  12th  St.  — Suite  134 

Phoenix,  Arizona 


Gentlemen;  Please  send  me  free  and  without  obligation  your 
colorful  Eyewitness  to  Achievement  booklet  which  pictures 
and  describes  the  latest  edition  of  Encyclopedia  Americana 
in  full  detail  — and  complete  information  on  how  I may 
obtain  this  magnificent  set  on  a monthly  payment  plan. 

NAME 

ADDRESS  

CITY : 

STATE ZIP 
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)He4icat  Centef  antf  Clinical  XahtaUtif 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

DIAGNOSTIC  X-RAY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

PORTABLE  X-RAY  EQUIPMENT  SERVICE 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 


1210 


Ajrizona  Medicine 


Classified 


Pharmacy  Directory 


FAIRMONT  PHARMACY 

3231  East  McDowell  Rd.  Phoenix,  Arizona 

PRESCRIPTIONS  - DRUGS 
COSMETICS  - FOUNTAIN 

BRidge  5-5719  FREE  DELIVERY 


iScoiisJalc  call 

Lute's  Scottsdale  Pharmacy 

For 


PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1 st  National  Bank 


DOCTOR'S  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  7-7471 

At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1932" 


DANNY  T.  SEIVERT 
INSURANCE 

Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 

Professional  Programs  for  Professional  Men 

Del  Webb's  TowneHouse  — Suite  1 700 
1 00  W.  Clarendon  — Phoenix 
Telephone  277-1487 


MEDICAL  CINEMATOGRAPHY 
By 

AZTEC  FILM  PRODUCTIONS 

2818  N.  Country  Club 
Tucson,  Ariz. 

602-326-6736 


Situation  Wanted:  Board  Certified  general  sur- 
geon desires  association  or  opportunity  in  Ari- 
zona. Age  42;  FACS:  private  practice  experi- 
ence; licensed  in  Arizona;  married  with  family. 
Reply  Box  64-3,  Arizona  Medicine,  4601  North 
Scottsdale  Road,  Scottsdale,  Arizona  85251. 


Tucson  dermatology  practice  — rent,  lease,  sell. 
Established  20  years  — near  University.  Beau- 
tifully decorated,  completely  equipped.  Gross 
over  fifty  thousand.  Retiring  — illness.  Contact: 
Kenneth  C.  Baker,  M.D.,  729  North  Fourth, 
Tucson. 


General  Practitioner  wanted  for  retirement 
community.  Green  Valley,  Arizona;  19  miles 
south  of  Tucson  — U.  S.  89.  Arizona  license 
required.  Contact:  Tom  Austin,  P.  O.  Box  1049, 
Green  Valley,  Arizona  85614.  Telephone:  Area 
Code  602  622-8819. 
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For  Sale:  By  Distributor  — Electronic  telephone 
answering  and  recording  equipment.  Elimin- 
ates answering  services.  No  installation.  Fully 
transistorized.  Utilizes  voice  induction  — high 
fidelity.  Performs  dictaphone  services.  Tax  de- 
ductible. Comparatively  low  cost.  American 
made.  Guaranteed.  Specifications  and  prices 
furnished  without  obligation.  No  salesman. 
Wellirigton  House,  City  Hall,  107  Ventura,  Ojai, 
Calif.  93023. 


UNUSUAL  OPPORTUNITY  FOR  G.P.  OVER  50: 
Mature  Arizona  di'plomate  wanted  as  associate 
and  later  partner  in  established  general  prac- 
tice with  special  interest  in  respiratory  allergy. 
Middle-upper  income  Phoenix  suburb;  good 
growth  potential;  15  minutes  from  downtown. 
No  OB,  no  major  surgery  or  night  calls.  No 
investment.  Large  offices  equipped  with  X-ray, 
physiotherapy,  respiratory  equipment,  3 exam- 
ining rooms.  Income  large  or  small,  depend- 
ing on  effort  expended.  Ideal  for  Family  Phy- 
sician looking  toward  retirement  in  few  years. 
Reply  Box  67-4,  Arizona  Medicine,  4601  North 
Scottsdale  Road,  Scottsdale,  Arizona  85251. 


FOR  SALE:  (1)  Mattern  fluroscope  — good  con- 
dition ($200);  (2)  set  of  Nelson  surgery;  (3) 
Surgical  Clinics  (1946  to  1967);  (4)  Deluxe  elec- 
tro-copy machine.  Telephone:  AL  3-3092  (Phoe- 
nix). 


24-HOUR  AIR  AMBULANCE  SERVICE 


A.  L.  mooRe  & sons 


Mortuary  and  Air  Ambulance  Service 

Adams  at  Fourth  Ave.  / Phoenix  / AL  2-3411 


ARIZONA  MEDICINE 

Address  all  correspondence  to  the 
Journal  Offices 

4601  N.  Scottsdale  Rd.,  Scottsdale,  Ariz.  85251 

Bruee  E.  Robinson 
Business  Manager 


National  Representative 
State  Journals  West 
Melvin  B.  Tyler,  Advertising  Manager 
693  Sutter  Street 
San  Francisco,  California  94102 

“The  material  in  this  journal  is  not  copyrighted.  We  ask 
that  anyone  using  material  from  it  note  the  previous  publica- 
tion in  ARIZONA  MEDICINE.” 

CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of  scientific  arti- 
cles for  publication  in  ARIZONA  MEDICINE.  All  such  con- 
tributions are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Material  submitted  for  publication  in  ARIZONA  MEDI- 
CINE should  conform  to  the  foUowing  policies: 

1.  Manuscripts,  including  references  or  bibliography,  should 
be  typewritten,  double-spaced,  on  one  side  of  the  paper  only, 
and  the  original  and  a carbon  enclosed. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as  fol- 
lowed by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Although  the  Editors  try  to  catch  inaccuracies,  the  ulti- 
mate responsibility  is  the  autiior’s. 

4.  Articles  are  accepted  for  publication  only  if  they  are 
contributed  exclusively  to  this  Journal.  Ordinarily,  contribu- 
tors wiU  be  notified  within  60  days  if  a manuscript  is  ac- 
cepted for  publication.  Every  effort  will  be  made  to  return  im- 
used  manuscripts. 

5.  The  Journal  reserves  the  right  to  edit  aU  material. 

6.  Reprints  will  be  supplied  to  the  author  at  printing  cost. 


MAKE  1968  A GREAT 

MEETING 
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1962 
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1966 
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550  1 

^lan 
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Safari  Hotel, 
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The  low  back  pain  that  is  most  frequently  seen  in  general  practice 
is  mechanical  in  nature,  i.e.,  postural  back  pain,  joint  dysfunction  and 
acute  back  strain.''^  For  this  type  of  discomfort,  a conservative  regimen 
is  usually  sufficient  to  relieve  aches  and  pains,  and  to  help  keep 
the  patient  functioning.  Components  of  this  basic  program  include: 


0Heat  “A  very  valuable 

method  of  applying 
\ , / heat  at  home  is  a prolonged 


! t hot  bath...' 


the  mattress... these  boards  act 
by  immobilizing  the  spine. 

Indicated  for  relief  of  skeletal  muscle  spasm.  Contraindicated  in 
hypersensitive  patients.  Side  Effects  ( lightheadedness,  dizziness, 
drowsiness,  nausea)  may  occur  rarely,  but  usually  disappear  on  reduced 
dosoge.  Hypersensitivity  reactions  develop  infrequently.  See  product 
literature  for  further  details.  Also  available:  Robaxin®  Tablets 
(methocarbamol,  500  mg.)  Robaxin  Injectable  (methocarbamol,!  Gm./lOcc.) 
References:  (1  ).  Godfrey,  C.M.:  Applied  Therap.  8.-950,  1966.  (2).  Gottschalk, 
L.A.:  GP  33:91,  1966.  (3).  Rowe,  M.L:  J.  Occup.  Med.  2:219,  1960. 

(4).  Cozen,  L.:  South  Dakota  J.  Med.  18:26,  1965.  (5).  Soto-Hall,  R.: 

Med.  Sc.  14:23, 1 963.  (6) . Weiss,  M.  and  Weiss,  S.:  J.  Am.  Osteopath.  A. 

62:1 42,  1 962.  (7) . Feuer,  S.G.,  ef  a/..-  New  York  J.  Med.  62:1 985,  1 962. 


O Robaxi  n -7  5 O 

^ (methocarbamol,  750  mg.  capsule- 
shaped tablets)  A well-tolerated* 
skeletal  muscle  relaxant,  methocar- 
bamol helps  relieve  spasm 
“. . .without  interfering  with  normal 
tone  and  movement.”^  And  there 
is  little  likelihood  of  sedation.* 
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A.  H,  ROBINS  COMPANY 
RICHMOND,  VIRGINIA  23220 
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...  is  not  news.  What’s  news  is  that  we’ve  embarked  on  the  most  ambitious  film  program  for  pro- 
fessional medical  audiences  ever  launched  against  a single  disease.  A half-million  dollar  film  ^ 
project  is  underway— with  technical  advice  from  the  nation’s  leading  medical  authorities. 

t 


Five  of  these  films  are  available  now— 

CANCER  IN  CHILDREN,  DIAGNOSIS  AND  MANAGEMENT  OF  CANCER  OF  THE  COLON  AND  RECTUM, 
ORAL  CANCER,  NURSING  MANAGEMENT  OF  THE  PATIENT  WITH  CANCER,  and  THE  DENTIST  AND 

CANCER.  The  balance  will  be  released  in  1967-1968. 


As  pioneers  in  the  usage  of  medical  films,  we  know  their  value  as  teaching  tools.  Our  Units  7 
across  the  country  know,  too.  Films  are  a vital  part  of  their  professional  educational  programs.  ^ 
We  hope  you  will  contact  your  local  ACS  Unit  about  this  outstanding  new  series.  ^ 
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